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PREFACE

Founded half a century ago, the World Health Organisation has often been in the
centre stage of international health action. In recent years, there has been increasing
scrutiny of its role, critical analyses of its performance and speculation about its
future. This study of WHO's support to countries took place at a crucial stage in the
life of the Organisation. It is under a variety of pressures, both internal and external, to
redefine its goals, re-examine its strategies, modify its procedures and mechanisms,
and to strengthen its management.

In order to ensure that this Study would make a meaningful contribution to the current
debate about the future of the Organisation, the Study Team approached its task by
collecting objective data from many different sources. Quantitative data were
supplemented with qualitative information obtained from interviews with officials of
various institutions and agencies, whose work in the health field brings them into
contact with WHO at the country level. The report summarises the most important
information which formed the basis for the main conclusions of the Study and guided
the major recommendations to the Organisation and its partners. The Study was
completed prior to announcements from the Secretary General regarding proposed
reforms for the UN system, and the Study Team was not able to take these into
account. However, it is hoped that the findings, conclusions and recommendations
presented in this report will be useful in informing the ongoing discussion and
implementation of UN reforms.

The Study was sponsored by the Governments of Australia, Canada, Italy, Norway,
Sweden and the United Kingdom. The co-operation and help of the World Health
Organisation was critical to the Study, and we acknowledge and appreciate the
enormous help from WHO staff at headquarters, regional offices and country offices,
who provided the team with a large amount of data and were most generous in giving
time we requested for interviews and questions. However, neither the sponsoring
governments nor the Organisation are responsible for the information, conclusions,
recommendations or views expressed in this report, which are solely those of the
Study Team. Thanks are also due to the representatives of other agencies: UN,
bilateral, and nongovernmental organisations, national and international, who assisted
with our enquiries. The Study team warmly acknowledges the contributions of the
national consultants who gathered important data locally and facilitated the work of
the visiting teams during the country visits; and the international consultants who led
the country teams. Throughout the Study, from the design of the data gathering
instruments to the analysis of the findings and the preparation of the report, the team
benefited enormously from the knowledge and wisdom of its Special Advisers. We
are also appreciative of the work of the Steering Group, representing the sponsors,
WHO and developing countries, for guiding the Study and interacting with the team at
crucial stages. Finally, the Study Team gratefully acknowledges the contributions of
colleagues in DiS (Centre for Partnership in Development) and the London School of
Hygiene and Tropical Medicine and the support from the management of their
respective home institutions.

Adetokunbo O. Lucas, M.D.
Team Leader
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EXECUTIVE SUMMARY

A." Conclusions and Major Recommendations

. WHO’s specificity at country level is rooted in its nature as a specialised UN
membership organisation, which confers a perception of neutrality and authority. It is
further legitimised by its acknowledged scientific and technical expertise, and its
development and implementation guidelines for disease prevention and control, and for
health promotion. This specificity should be protected, but needs clearer projection
and differentiation from bilateral aid and development bank assistance.

. The Study classifies WHO's activities into common global and country specific
functions. All member states participate in the identification, formulation and
implementation of common global functions which include global consensus
building, shared values, common vision, cross-learning and interdependent activities
for which national action in isolation cannot achieve the desired results; they are
relevant to all countries regardless of the level of their health development. Country
specific functions vary with the needs of particular countries and evolve over time;
they include support for development of country health systems, policies and
strategies, and for the implementation of programmes, the promotion of research and
research capacity building, and the dissemination of information.

. The Study revealed wide diversity in the health situation in the case countries, a wide
range in national capacity, variations in the number and activities of external agencies
and in their relationships with WHO, as well as marked differences in the performance
of WHO at the country level. These observations led the Study Team to propose the
concept of "essential presence” as a means of devising and adjusting WHO's
relationships with its member states at the country level. “Essential” is used in the
sense of being necessary and sufficient for fulfilling an agreed role. The nature of
essential presence would vary from country to country and over time in the same
country. The Study Team proposes five potential models of WHO's essential presence,
each with a different mixture of common global and country specific functions. The
five categories reflect a continuum of support by WHO, ranging from category 1 with
a maximum physical presence in countries of greatest need, to category 5 in developed
countries where national institutions perform WHO's common global functions.

. WHO should agree on a set of precise criteria for assessing country needs and
capacities in a regular and systematic way. Such criteria should replace historical
precedents for planning WHO's country programmes and for allocating WHO
resources. Essential presence should be reassessed regularly to ensure that country
specific activities and the size of the Country Office are adjusted in response to
changes in national capacity and the health policy environment over time. Criteria and
strategies are needed for reducing and phasing out Country Offices. In order to
establish and effectively use criteria to determine essential presence, WHO should

xi



10.

11.

strengthen its analytical capacity at all levels of the Organisation. This will include
techniques for mapping health sector actors at the country level.

. WHO physical presence should be based on a time-limited, renewable contract

negotiated with the country concerned, with agreed rights and responsibilities for both
partners specified. It should include criteria that would be used to monitor
performance and evaluate achievements. Such a contract could be part of a broader
agreement between the country and other agencies, especially other UN agencies.

Having different levels of essential presence has implications for the skill mix in each
Country Office, with a full essential presence demanding greater managerial and
specialist competencies, and a minimal physical presence needing more generalist,
inter-personal and communication skills.

WHO funding for countries should be based on the level
of essentzal presence m order to achleve a more equltable

WHO funding for countries should be based on the level of essential presence and the
finances required to support the concomitant country specific functions. In this way
there would be a more rational and equitable distribution of funds to countries across
regions, rather than the present anomalies that exist between relatively rich and
relatively poor regions. WHO should review the use of extrabudgetary funds and
develop a policy framework for managing their use to improve integration with regular
budget funds. WHO, with major donors of additional funds, should develop guidelines
on handling extrabudgetary funds so as to achieve more effective coordination of all
WHO's programmes at the country level.

WHO should maintain its special relationship with the Ministry of Health, build closer
partnerships with other Ministries to promote intersectoral action, and build strategic
alliances with other actors in the health sector, especially UN agencies, in order to
maximise the benefit of its financial and technical input for the country.

Member states would benefit from greater stability and institutional memory within
top management of the Ministry of Health, in order to enhance their representation and
contributions to the WHO governing bodies. The WHO Country Office should work
more with Ministry of Health to review background papers and resolutions before and
after the World Health Assembly and Regional Committee Meetings.

In some countries WHO may be compromising its independence by being an executing
agency for other organisations, and through playing a strong implementation role it
may be undermining national capacity. WHO should develop more critical criteria for
deciding the circumstances under which it should act as an executing agency and
incorporate plans for capacity building and the transfer of activities to national
institutions.

WHO's neutral role and technical expertise give it a comparative advantage in
coordinating inter-country programmes. The organisation should strengthen its inter-
country programmes coordinated through the Regional Office or in a Country Office
serving as a sub-regional focus.

xii



B.. Context and Methods

12.

13.

A Study (Phase 1) of the role of extrabudgetary funds (EBFs) in WHO at the global
level which was undertaken in 1994-95, drew attention to the need to review and
evaluate the effectiveness of the Organisation's activities at the country level.
Sponsored by the governments of Australia, Canada, Italy, Norway, Sweden and the
United Kingdom and with the full agreement and cooperation of WHO, this follow-up
Study (Phase II) was designed to:

e review WHO's achievements at the country level in relation to needs and capacities
o identify the potential for more effective support programmes; and
e contribute to the improvement of WHO's overall performance

The Study Team collected background information on, and visited, twelve selected
case study countries: Bangladesh, Cambodia, Cameroon, Ecuador, Ethiopia, Haiti,
Mali, Mozambique, Nicaragua, Papua New Guinea, Tanzania and Thailand, as well as
the Regional Offices responsible for these countries: the African Regional Office
(AFRO); the Pan American Health Organisation/ American Regional Office
(PAHO/AMRO); the South East Asia Regional Office (SEARO); and the Western
Pacific Regional Office (WPRO). This Report synthesises the findings from the
twelve countries and four regions. There are companion volumes containing the
country case study reports.

14. Health, economic and other indicators showed wide diversity in the situation and

15

16.

health system capacity of the twelve countries. There is a twenty-fold range in the
gross national product, nine-fold range in the under five mortality rate and a 23 year
gap in the life expectancy at birth between the most advanced country (Thailand) and
the least developed country (Mozambique) in the Study.

. The Study compared each of the twelve case studies in its ability to meet basic health

needs and sustain its own health system, and grouped them in three capacity clusters:
high, medium and low. Three of the five AFRO case studies fall in the low capacity
cluster (Ethiopia, Mali and Mozambique) with the other two in the medium group
(Cameroon and Tanzania). Conversely, two of the three PAHO/AMRO case studies
are in the high capacity cluster (Ecuador and Nicaragua) with the third in the low
capacity group (Haiti). One case study from each of SEARO and WPRO is in the low
capacity cluster (Bangladesh and Cambodia) while the other two countries are in the
medium (Papua New Guinea) or high capacity clusters (Thailand).

The nature of WHO as a membership organisation, involving the Ministers of Health
of member states in its governing bodies has resulted in a special relationship at the
country level, between the WHO Country Office and the Ministry of Health. WHO
global priorities are outlined in successive General Programmes of Work (GPW). The
Eighth GPW, covering the period 1990 to 1995, has four cross-cutting themes which
were used to assess WHO support to countries:

allocation of resources to countries most in need,

equitable distribution of health resources,

programmes that build national capacity,

improved managerial processes and effective use of WHO resources. -
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17. The policy environment within which the MoH and WHO interact with other health
actors, has changed over the past three decades. In the 1960s the focus was on health
scrvice coverage, with few actors in the health sector. The MoH and WHO had a close
and relatively exclusive relationship. By the 1990s, however, concern about constraints
on the public health sector led to a shift in focus to reform of the health system. This in
turn encouraged many more actors to enter the health policy arena, committing the
MoH to relate with multiple actors, and changing its relationship with WHO. Given
these changes and continuing weaknesses in country capacity, WHOCOs are having to
respond to a very different set of expectations in the 1990s than they were in the 1960s.

18. To examine WHO’s responses to change and its support to countries, the Study Team
derived its analytical framework from the Terms of Reference for the Study which
covered four key areas:

e Mandate and goals: What is WHO’s mandate and role, its relative strength and
comparative advantage at country level? To what extent does the mandate provide
sufficient direction and flexibility for effective country support?

o Structures and processes: What are WHO's operational and institutional
arrangements in country, and between country and regional offices and
headquarters? What is the quality and relevance of procedures used? How do they
influence program performance and inter-organisational collaboration?

e Programmes: What are the broad characteristics of WHO collaborative
programmes, and to what extent do they include advisory, facilitating, resource
mobilization, and coordinating functions? How far are WHO supported activities
and programmes relevant and appropriate to country needs and supportive of
country efforts?

o Linkages: What are the links and relationships with partners in health cooperation?
In particular, what is the role of WHO in relation to the Ministry of Health, multi--
and bilateral organisations, national and international non-governmental
organisations? To what extent is WHO building strategic alliances to meet country
needs through collaborative efforts?

19 Mandates and goals

Over many years WHO has made significant contributions to the development of human
resources and the overall service delivery framework in the health sector of most of the
countries visited. Major progress has been made in control of diseases such as leprosy,
which has taken years of diligent effort and demonstrates the importance of an
organisation that has continuity, persistence and presence over time. Despite these known
achievements, this Study emphasises that there is little that can be said about WHO that is
true for all countries. It is evident that there is a discrepancy in many of the case studies
between WHO’s mandate, the intended role, and the actual role and achievements at
country level.
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The Study Team found that:

19.1

19.2

19.3

19.4

19.5

19.6

WHO common global functions, policies and products are generally seen as
valuable, and provide the WHOCO with credibility and authority. WHO scientific
and technical information is universally acknowledged as being of high quality and
value. However, more could be done to stimulate, facilitate and support member
state engagement in common global activities at the country level.

WHO's mandate and actual presence at country level has not been adequate across
all case studies. The strongest presence, in terms of financial (both regular and
extrabudgetary funds) and human resources, has been in the PAHO/AMRO case
studies, Bangladesh and Thailand. The weakest has generally been in the AFRO
case studies. The overall match between WHO support and country needs was not
found to be sufficiently strategic, and the application of WHO’s mandate not
optimal in many of the case studies.

WHO shows varying effectiveness in advocacy, as a neutral adviser or broker,
from being at the forefront in countries to being barely visible. On some politically
sensitive issues the Organisation generally was found to avoid conflict at the
expense of its advocacy role, and to be reactive rather than proactive in policy
initiatives at country level.

WHO’s high international reputation creates expectations at the country level. It
means that there is a growing demand for WHOCO staff who have the right skills
as enablers and facilitators and who can participate with authority in policy
dialogue in support of the Ministry of Health.

While WHO is not automatically recognised as the lead agency among external
partners supporting health activities at the country level, it had this role in nearly
half of the countries visited. In none of the five case studies in AFRO was WHO
perceived as the lead agency. In contrast, the three PAHO/AMRO countries and the
two WPRO countries all showed WHO in a lead position. The two SEARO
countries were both special cases, Bangladesh being a country with a large and
dominant donor consortium, and Thailand a country where no external partner is
competing for the lead role. WHO's actual opportunity to function as a lead agency
in a country is not primarily created by statements of the WHO Governing Bodies,
but is constructed through formal and informal mechanisms for interaction and
contest among stakeholders in health development within each country in a
complex interplay of WHO system related factors, the way MoH uses WHO and
the country specific mix of other external partners and their perception of what
WHO’s role is and ought to be. Contradictory expectations of WHO’s role among
partners and unclear terminology used for describing WHO’s functions, inhibit
discussions about WHO’s future role at country level.

Even where WHO does not have a lead role, WHO has considerable comparative
advantage because of its reputation for technical skills, expert advice and materials.
However, many WHOCOs are failing to take advantage of this recognised status.
Consultants are sometimes poorly selected, technical materials are not sufficiently

accessible or disseminated throughout the country and WHOCO libraries are
under-utilised.

b.4 4



20

Structures and processes

The unique character demonstrated by each of the four Regional Offices covered by this
Study demonstrates the difficulty of such a large organisation maintaining a single
coherent structure. The Regions have decentralised control and considerable autonomy.
Although they follow standard WHO procedures, these have been adapted to their own
systems in management and support of activities in groups of very diverse countries.
However there are differences between the four regions which cannot only be explained by
the need for relevance in different contexts. While difficult to characterise the WHO
operations in the regions from studying only a few countries, a picture emerges which at
least raises some issues for further discussion.

20.1

20.2

203

20.4

20.5

20.6

The Study found regional differences in the organisational culture, management
style and efficiency of administrative procedures, in the autonomy permitted to
WRs, in programme profile, approaches to programme monitoring and evaluation,
in the way WHOCOs and ROs related to WHOHQ, differences in resource
mobilisation and reputation as an executing agency.

Most countries value their WHO Country Office (WHOCO) for its continuity of
presence and long-term commitment. However, WHO has not sufficiently adapted
the size and role of all the Country Offices to the needs and contexts of the
countries in which they are located. The professional and administrative capacity,
and technical and logistical support, has been uneven across the case studies, and
WHOCO size and programme budget are not related to country capacity or need.

The 3 low capacity AFRO countries have the smallest WHOCOs, whereas the 3
low capacity countries from the other regions, have the largest number of national
and international staff. All 3 case studies in the high capacity cluster have
WHOCOs larger than those in 3 low capacity and 3 medium capacity countries.
The difference is more extreme for the PAHO/AMRO high capacity countries.
Within the regions, there is some relationship between capacity and WHOCO size,
but this is less so for the 5 AFRO case studies.

WHO’s skill base remains predominantly medical, with only a slow increase in the
wider range of skills associated with financing and managing health services. This
restricts the Organisation’s ability to assist governments to assess health sector
projects and reforms proposed by the development banks and other donors.

The procedures for selection and recruitment of Country Office staff and
consultants are inadequate and continue to be influenced by Organisational politics.
The main problems identified during the Study are: limited search for staff, the
protracted process causing delays in filling vacancies, and the poor quality of some
consultants. The low level of WHO consultancy rates in comparison with UNDP or
World Bank impedes WHO?s ability to recruit top quality specialist consultants.
WHO Representative and staff inservice training, management and performance
appraisal tends to be weak in all regions, but less so in PAHO/AMRO.

Selection of WHO Representatives (WRs) has been an issue for the Organisation
for several years. The process of selection is exclusive rather than inclusive,
restricted to WHO fixed-term staff, and involves only the Regional Director and
Director General. The MoH is invited for comment only at final approval. There
are past and present examples of poorly functioning WRs being left in place, even
though MoH and other partners have made critical comments and requested WHO
to take action. Some of the present WRs are struggling to overcome the loss of the
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Organisation’s reputation in the country due to poor performance of their
predecessors, particularly in the AFRO case studics.

There is considerable variation in the extent of autonomy permitted to WRs.
Ability to move finances between budget lines, use of initiative and discretion,
especially in emergency situations, and mobilisation of resources, all differed
between the regions. In addition, WR autonomy is generally less than that of some
UN organisations such as UNICEF and UNFPA, contributing to the perception of
WHO as weak at country level, especially in AFRO countries.

In taking measures to cope with inflation and zero growth in WHO’s regular
budget, some full time posts have been frozen, with more use of short-term
contracts of 11 to 24 months. Shorter contracts have the potential of making COs
more responsive to changing country needs. However, this requires that such needs
are correctly assessed, that WHO can draw on staff with appropriate skills and has
procedures to facilitate timely recruitment. Information from the case studies
indicated that these requirements were often not met, particularly in the AFRO and
SEARO regions. Frequent or automatic renewal of short-term contracts can be
counterproductive to needed flexibility.

There is unnecessary complexity of procedures within WHO regarding the
identification, selection and support of health priorities at country level. Planning
and priority setting occur at all levels of the Organisation with varying degrees of
relevance and benefit to individual countries. The Study found evidence of
difficulties harmonising priorities from the three different levels. Availability of
EBFs earmarked for specific countries or programmes influences priority setting.

The planning and budget process for each biennium is lengthy and ponderous,
achieving little ownership in Ministries of Health. It starts in a top-down manner
with regions being notified two years prior to the biennium, of their indicative
planning figures, and they in turn, decide how much of their total allocation will go
to countries (e.g. in AFRO the figure is 60%, SEARO 75%). WRs then negotiate a
collaborative work programme with the MoH. However, headquarters and regional
inputs to specific countries are not coordinated with this country level planning
with MoH involvement. In some countries substantial amounts, up to 40% of total
WHO expenditure at country level, come through Headquarters and the Regional
Office. Funds from Regional Offices may be for country specific activities, or
inter-country activities. HQ funds are mostly from the special programmes such as
TDR and HRP, and usually go directly to national institutions. The Organisation’s
call for a unified approach to activities at country level has not yet been achieved.

The allocation of regular budget funds (RBFs) for the Country Collaborative Plan,
is generally based on historical precedents rather than country needs. The process
is not transparent, and the Organisation plans to improve the rational basis of
allocations. The countries with the smallest total country programme budgets
(RBFs and EBFs) are in AFRO, and those with the largest are in PAHO/AMRO,
and SEARO. Thus WHO is not achieving its own objective to direct resources to
countries in greatest need.

WHO regular budget funding for the Country Collaborative Plan (i.e. not including
funds direct from RO or HQ) is different in nature from that of other donors
because the government can have a stronger voice in setting objectives for their
use. Although the amounts of WHO RBFs are relatively small compared to
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funding from other donors, they are more dependable over time, and the
government retains some flexibility in the way they are used. For example, RBFs
can be used in “non-fashionable” areas.

Extrabudgetary funds (EBFs) flow into countries from all levels of WHO and
constitute 40% to 80% of total funds spent at country level. EBFs are relatively
less long-term and less reliable than RBFs, and decisions on their use are
influenced as much by the donors as by WHO. WHO acknowledges the present
lack of a policy framework for managing EBFs to improve integration of activities
funded through RBFs and EBFs, and lack of guidelines on handling EBFs in the
context of overall WHO priorities. It can be difficult to plan for the coordinated
use of RBFs and EBFs, as during WHO’s long planning process, the anticipated
level of EBFs that will actually be available is not accurately known.

The patterns of expenditure for RBFs and EBFs show that they differ in stability
over time and the types of activities and programmes supported by them. RBFs
have been generally more stable across the two biennia in the case studies, and
more broadly deployed across the four strategic programme areas. In contrast,
EBFs fluctuated more, and tended to be concentrated on Integrated Control of
Disease.

The implications of a frozen regular budget, and decreasing EBFs in some regions,
require WHO to have good financial management information in order to
maximise the use of its resources. However, Study findings indicate that financial
information on total support to individual countries is generally unclear, and there
was no one source from which to obtain an overall picture of expenditure.
Moreover, information received from HQ, ROs and COs often conflicted. The
nature of financial information currently available to WHOCOs and the MoH is not
conducive to effective management.

The Study explored WHO’s role in mobilisation of resources in broad terms:
financial, human, institutional, physical, information management resources and
political support. There is regional variation in levels of resource mobilisation
activities, which in part corresponds to stated regional policies on resource
mobilisation, and in part to the size and capacity of the WHOCO. 1t is clear that
the WHOCO does not play a major role in the mobilisation of financial resources.
However, there are activities undertaken by the WR and WHOCO staff in other
resource mobilisation that make significant, incremental contributions to capacity
in national health systems.

WHO frequently takes on a role as executing agency ranging from administering to
actually implementing projects with resources from other donors. As would be
expected, WHO has high activity in executing projects in some low capacity
countries (Mali and Bangladesh). However, WHOCOs still execute projects in
higher capacity countries such as Nicaragua and Ecuador. This would appear to be
beyond the needs of those countries, and contrary to WHO?’s stated policies of
capacity building and focusing effort on countries in greatest need. The quandary is
that the experience with WHO as an executing agency, in terms of efficiency and
effectiveness, has been positive in higher capacity countries and certain regions
(Nicaragua, Ecuador, Haiti and Cambodia), but less positive in lower capacity
countries and other regions (Mali, Cameroon, Mozambique) where donors were
critical of WHO bureaucratic procedures and low levels of project implementation.
Minimum criteria for WHO to function as an executing agency should be: WHO
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involvement with project design, a specified time frame, strategic capacity building
and planned transfer of responsibilities to national institutions.

Monitoring and evaluation of WHO country specific activities have been too closely
tied to inputs, and insufficiently linked to outcomes or achievements, and
monitoring systems are built on the assumption that what is planned is relevant and
appropriate. Monitoring and analytical skills and practice, whether in finance or
cvaluation of programmes, were lacking in most WHOCOs. Although procedures
exist to monitor progress regularly, reports were seldom problem or solution
oriented and there was little evidence of feedback or support from ROs. This lack of
analytical capacity in monitoring and evaluation exists in spite of recognition by the
Organisation, over a number of years, of the need for improved evaluation. This
deficiency severely inhibits the Organisation’s opportunities for critical reflection
and learning. Lack of penetrating evaluation of the fellowship programme, in
relation to meeting the human resource needs of countries, is not excusable, given
the size of the financial input, the length of time involved and the relative simplicity
of identifying long-term outcome measures.

Programmes

While the Study sought to establish an overview of all programmes and activities related
to the presence of the WHOCO, the three tracer programmes on drugs (DAP),
immunisation (EPI) and malaria control, were used for more in depth analysis of the role,
effectiveness, appropriateness and relevance of WHO Collaborative Programmes. These
programmes are well defined and structured in terms of WHO policy and approaches.
They were chosen because they are systems dependent, but also sufficiently diverse to
provide a broad view of WHO operations at country level. WHO has directly or indirectly
supported the development of all these programmes, through well formulated and widely
accepted policies, standards and guidelines. Study findings on programmes in general
include:

21.1

21.2

21.3

Collaborative programmes vary greatly, both in the scale of operations, their
strategic orientation, the mix of activities and tools, the balance among functions
and the source of funding. WHO is most typically seen to be strong in the
technical areas of preventing and controlling specific health problems (integrated
disease control), and has lowest overall involvement in the area of promoting and
protecting health, particularly in the AFRO region. In dealing with actual
implementation of health programmes WHO becomes more similar to other
partners in health, and does not present any clear and specific advantages.

There is strong evidence of the utility of WHO inputs to the development and
implementation of national technical standards and norms. This is one of the key
inputs and most highly valued contribution by WHO to health development at
country level. However, no specific strategic focus for WHO support was evident
across regions in the case studies with lowest capacity and greatest need, neither in
terms of volume and use of resources, collaborative programme profile or in better
managed and more effective partnerships. There was no consistent match between
critical gaps in national policy and WHO involvement.

Country Collaborative Plans often lack a coherence that demonstrates an internal
logic between the programme components. On the other hand, the activities are
tailored to some capacity gaps in the health system, and based on requests from the
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MoH. Often the activities supported by WHO serve to encourage new initiatives,
or to facilitate development of a programme area until it can be funded through
other sources.

There is no evidence from this Study to indicate that WHO resources to a country
would have been spent more efficiently if concentrated in one or two areas, in
contrast to current practice. There is however, reason to believe that any effort to
create a standardised “WHO-package” of priority interventions to be pursued in ail
countries, would not be appropriate in meeting specific country needs.

The relatively low funding level and the WHO approach to working with national
counterparts to build capacity in national systems make WHO programmes smail
in terms of visibility, but potentially robust in terms of sustainability. However,
case studies indicated that capacity building was often not approached strategically,
in some cases was neglected, and at times was even undermined by the
implementing activities of the WHOCO staff.

There was wide variation among the WHOCOs regarding which of the five
functional categories they concentrated their effort in programme implementation:
advocacy; establishing norms, policies and plans; research; information
dissemination; and technical operations support. The most important function for
implementing activities was judged by the WHOCOs to be technical operations
support, with 29% of total effort across the 12 case studies. Its importance varied
from 44% in Bangladesh to between 10-20% in other countries, being surprisingly
high in Thailand and Ecuador and surprisingly low in Mozambique and Cameroon.
Research was the most neglected functional category with only 10% of total effort
across the case studies.

While there is strong support from HQ (notably from the research programmes
such as TDR and HRP) to countries for developing research capacity, most
WHOCOs do not see support to research as their role, and rank research as a low
priority compared to other activities. This may be due to a lack of interaction
between HQ and countries, or a lack of opportunity to demonstrate how local
health research can inform policy. Another important factor is a general lack of
research background in the WHOCO staff. In many case studies, health systems
research was relatively poorly developed and the type of research that would
inform the reform of the health sector has been relatively neglected.

"WHOCOs also used a wide range of tools in implementing programmes. Financial

assistance, supplies and equipment accounted for 31% of tools used across the 12
case studies, while fellowships, courses and seminars accounted for 26%.
Financing, supplies and fellowships were not concentrated to the low capacity
countries as would have been expected. Another surprising feature in the analysis
of tools used was the lack of emphasis on linkages with other actors in health.
Ethiopia, Haiti, Nicaragua and Bangladesh place no emphasis at all on linkages
among the tools they use for implementing programmes.

Critical gaps in national capacity that are not being filled by WHO in the case
studies include quality-assurance, service management (including information
systems for management) and appropriate service models; reproductive health;
issues related to health sector reforms; and issues concerning human resource
management.
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Study findings on the tracer programmes include:

In terms of policy context, many of the case studies had reasonably updated
policies and strategies for the tracer programmes, but this varied more or less in
line with the capacity clusters assessed for this Study. A striking feature is
however, the gap between policy and implementation. In terms of national ability
to fund programmes, only three of the case studies cover more than 80% of the EPI
costs from the national health budget, contrasting with other countries, particularly
in Africa, which cover almost none. Public spending on drugs is very low for
some countries, while others still cover only somewhat more than 20% of the total
public drug budget. With the exception of Thailand, among the case studies, the
public sector is not able to contribute significantly to the national malaria control
programmes.

Many of the case studies have enjoyed considerable WHO financial and human
support to the tracer programmes, others negligible. Across the twelve countries
for 1992-95, EPI funding was $10 million, nearly twice as much as DAP ($5.5
million) or Malaria ($5.6 million). However, the DAP funds have been somewhat
more evenly spread between the countries. All three tracer programmes have been
highly dependent on EBFs (79% for EPI, 70% for DAP and 60% for Malaria.).

The WHO role in the case studies has varied from heavy operational support, to a
marginal observer role, or contributing to very specific components of the tracer
programmes. The striking finding is that there is no obvious match between the
country needs and capacity, and WHO level and profile of activities in the tracer
programmes. The HQ established criteria for involvement in countries did not
appear to influence WHO's actual presence and profile. The level of involvement
depended more on the availability of donor partners wanting to work through
WHO in that particular country. In relation to DAP, donor earmarking of funds for
activities in specific countries has clearly influenced the choice of countries for
more intensified WHO support. MoH commitment and ability to use WHO in
policy development and as a technical resource are also important factors
determining WHO’s role and activities in the countries.

The effectiveness and relevance of WHO established global norms and instruments
for country level policies and strategy formulation was affirmed for all the tracer
programmes in all the case studies. The policies developed and agreed through the
work of WHO at the global level were taken up and accepted as basic to both
national and donor policies.

The effectiveness of WHO programme operation at the country level is harder to
judge, because of the complex pattern of multiple partners for both EPI and DAP,
and the dependency on national system factors for all the tracer programmes. The
national immunisation day strategy, where implemented, has served as an
instrument for raising general immunisation coverage and for re-establishing
infrastructure and motivation for EPI, and thereby demonstrated results, at least in
the short-term. In several countries doubts were raised about the use and
effectiveness of WHO consultancies, as measured against the low rate of advice
and recommendations actually implemented.

Effective linkages and partnerships are critical elements in overall effectiveness in
the tracer programmes. WHO has been instrumental in establishing links between

partners in EPI, but in the case studies, this has been much less the case for DAP.
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Linkages

The health policy environment has become much more pluralistic, with many different
stakeholders. The Study notes that:

22.1

222

223

224

22.5

22.6

22.7

The key linkage for WHO at country level is the MoH. This special relationship,
along with its nature as a technical rather than a financing resource agency, gives
WHO its specificity.

The concept of partnership has been on the WHO agenda since the mid 1980s, and
there are a number of policy statements at global and regional levels that underpin
WHO’s work with government ministries in addition to health, other UN
organisations, nongovernmental organisations, academic institutions and private
enterprise.

WHO’s main strengths for the MoH are its relative neutrality in comparison with
the interests of other agencies, and its technical knowledge, whether through
consultants, or in guidelines, norms, standards or training materials. For other
agencies WHO is seen to be in a strategic position for communication and
influence with the MoH. However, some feel its independence and neutrality can
be threatened because of its closeness to the MoH. Occasionally, in some countries,
WHO strategic partnerships with selected bilateral agencies are questioned in a
similar way.

WHO'’s role as neutral broker, advisor and facilitator at country level is dependent
on many factors beyond the capacity and interest of the WR. The MoH ability and
interest in using WHO as a close ally and privileged partner in health development,
and the dominance of other actors also influence what WHO can achieve at country
level.

Despite WHO’s mandate to coordinate international health work, the WHOCOs
seldom take the lead in formal mechanisms for coordinating the activities of the
various actors in the health sector. However, in a number of the countries WHO
was actively building strategic alliances to meet country needs through
collaborative efforts.

Bilaterals are often major external financial contributors to national health systems.
There are examples in these case studies where the WHOCO plays a facilitating
role as broker or negotiator between MoH and bilateral donors, and where WHO
and a bilateral work collaboratively in capacity building and health system
development. However, several bilaterals stated that they did not see the WHOCO
as a resource of excellence, and that they were more likely to call on their own
technical expertise. The weakness of WHO at country level has resulted in some
missed opportunities for WHO to develop strategic partnerships with bilaterals and
to provide core support or advice.

The Country Strategy Note (CSN) as an effort to establish an overall development
cooperation framework for the UN inputs to countries was found to have limited
usefulness. Five of the case studies had developed a CSN and others were in the
process of developing them. Several countries complained that the different UN
organisations operate with separate and sometimes conflicting strategies for health
sector support.
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There are a number of examples in the case studies of other attempts by agencies
within the UN system to coordinate activities such as: in major emergency
situations (Haiti and Mozambique), on particular health issues (AIDS) and for
particular regions (The Special Initiative on Africa). In some countries, UNICEF
and WHO seem to draw on each others strengths and financial abilities, but in
other countries the “operational culture” of UNICEF and the “technical culture” of
WHO has not always been compatible.

The World Bank is the most significant of the development banks in health
programmes, having increased its loans to the social sector to US$2.3 billion of
new commitments in 1996. WHOHQ and the WB have developed a collaborative
framework to support country health development, combining the Bank’s financial
resources, with WHO’s policy guidance, technical expertise and privileged
interaction with MoHs. However, translation of these high level intentions into
practice at country level was not evident in many of the case studies. WB loans
form major contributions to the health sector placing the Bank in a position to
influence policy through what is funded, regardless of advice from WHO. The case
studies provide examples of where WB and WHO have established good working
relationships (e.g. Cambodia), but also where the Bank works with little reference
to WHO (e.g. Bangladesh). In countries where WHO currently has a lead role in
the health sector, the WB was identified as a potential threat to that position.

WHO has maintained few linkages with nongovernmental organisations, both
indigenous and international, in the case studies. This has been so even where
NGOs have been prominent actors in the health sector, but links are more widely
established in PAHO/AMRO and WPRO case studies than in AFRO and SEARO.
NGO’s perceive WHO as associated with government and not interested in
working with nongovernment sectors. However NGOs do use and appreciate WHO
guidelines, information and advice from the WHOCO. One area where WHO
aspires to a stronger relationship with NGOs is with regard to monitoring equity
indicators and providing a corrective voice on human rights in health. However the
Study found little evidence of such collaboration at the country level, either by
WHO or by the NGO community.

While WHO should develop stronger linkages with other health actors, assert its
organisational strengths more prominently, and support the MoH in strengthening
coordination of health development, the Study concludes that many WHOCOs do
not have the capacity at present to achieve these objectives. As previously
discussed, the formal mandate of WHO at country level remains poorly articulated.
The Constitution states that WHO should "act as the directing and co-ordinating
authority on international health work", and to work "in co-operation with other
specialised agencies where necessary" on a range of other functions. This broad
remit is not supported, for example, by the job description of the WR which says
little about his/her role in developing linkages with other partners in health
development. Furthermore, while the mandate to act as the "directing and co-
ordinating authority" is consistent across WHO regions, the Study finds that the
capacities of the WHOCOs are not. There is a need to develop and apply more
explicit criteria that, inter alia, would enable WHOCOs to play a more prominent
role in developing linkages to better support activities at country level.
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CHAPTER 1. BACKGROUND AND CONCEPTUAL FRAMEWORK

1. Introduction

The decade of the 1990s has been characterised by widespread debate on the reform of
the United Nations and its constituent bodies, stimulated by the need for institutional and
functional changes and financial concerns. As part of this debate, a number of studies
have reviewed the functions and role of the World Health Organisation - the UN’s
specialised agency for international health. While many of these studies have drawn
attention to WHO’s Country Offices, which are widely perceived to need strengthening,
studies of WHO’s role at country level remain limited in scale and detail.'

A Study (Phase I) of the role of extrabudgetary funds (EBFs) in WHO at the global level
was undertaken in 1994-95, sponsored by the Governments of Australia, Norway and the
United Kingdom. 2 One of its key recommendations was the need for in-depth analysis to
review and evaluate the effectiveness of WHO’s activities at country level. The aim of
sucha follow-up study would be to strengthen the Organisation’s activities at the country
level, to inform member states, and to contribute to the overall debate on WHO reform.

This recommendation was endorsed at a meeting in London in October 1995, at which a
group of interested donors agreed to sponsor a follow-up study, focusing on WHO’s
support to, and involvement in, programmes at the country level. Following this
meeting, the governments of Australia, Canada, Italy, Norway, Sweden and the United
Kingdom commissioned this Study (Phase II), with the full agreement and cooperation of
WHO. A Steering Group representing the sponsors, developing countries and WHO
was then established (Annex 1), and in July 1996 the Terms of Reference (Annex 2),
objectives and approach to the Study were agreed. The translation of the terms of
reference to the design of the study is detailed in the Inception Report.3

1.2 Underlying premises of the Study

Two fundamental premises guided this Study. One, that WHO support for countries to
improve the health of their populations represents the common end point for the diverse
activities of the Organisation, as financed by both regular and extrabudgetary funds.*
Therefore the Study focused on all WHO’s activities at the country level. Two, since
WHO is only one of many actors in the health sector at the country level, the study
should examine WHO activities in relation to other actors, notably national stakeholders
such as the Ministry of Health, and other international and nongovernmental
organisations. WHO Regional Offices and their relationship and support to the Country
Offices were also a focus of attention.

Twelve countries in four regions were selected for the Study’: Bangladesh, Cambodia
Cameroon, Ecuador, Ethiopia, Haiti, Mali, Mozambique, Nicaragua, Papua New Guinea,
Tanzania and Thailand. The Regional Offices responsible for these countries were
visited: the African Regional Office (AFRO); the Pan American Health Organization/
American Regional Office (PAHO/AMRO); the South East Asia Regional Office
(SEARO); and the Western Pacific Regional Office (WPRO). This report synthesises the



findings from all the countries and regions. There are four companion volumes
containing the country case study reports.

This chapter gives the objectives of the Study, the analytical framework for the Study,
and the basis for understanding WHO as an organisation. It ends with a brief description
of what is found in subsequent chapters.

1.3 Objectives of the Study

The Terms of Reference, as agreed by the Steering Committee, presented the following

broad objectives:

e to review WHO’s achievements at the country level in relation to needs and
capacities

e to identify the potential for more effective support to programmes

s to contribute towards the improvement of WHO’s overall performance

As such, the Study has both a summative and formative function: to review and assess
performance and achievements, but also to contribute to the improvement of policies,
operational strategies and programmes.

The Study assumed that the currently accepted overall purpose for WHO physical
presence at the country level is, on invitation of the government, to support and
strengthen national capacity for establishing and implementing national health policies
according to globally agreed commitments, norms and standards. In examining country
level activities, the main question for the Study to answer is therefore whether WHO,
within the scope of its mandate, makes a relevant and optimal contribution to supporting
and strengthening national capacity in the health sector.

In order to answer this question, the Study addressed three different, but interrelated sets
of questions:

e What are the critical needs of, and challenges to, the health sector in the country
case study concerned?

e What are WHO’s activities and experiences in the selected countries? In what
areas does WHO demonstrate particular competence, capacities and strengths?
How far do these activities match the countries’ most critical needs?

¢ How does WHO’s mandate, role and strategy express its mission, identity and
comparative advantage at country level?

1.4 Analytical Framework for the Study

In order to answer these questions derived from issues raised in the Terms of Reference
(Annex 2) , the following analytical framework, covering four key areas, was used for the
Study (see Figure 1.1):

Mandate and Goals: What is WHO’s mandate and role, its relative strengths and
comparative advantage at country level? To what extent does the mandate provide
sufficient direction and flexibility for effective country support?

Structures and Processes: What are WHO’s operational and institutional arrangements
in country and between regional and Country Offices? What is the quality and relevance



of procedures used? How do they influence programme performance and inter-
organisational collaboration?

Programmes: What are the broad characteristics of WHO collaborative programmes,
and to what extent do they include advisory, facilitating, resource mobilisation, and
coordinating functions? How far are WHO supported activities and programmes relevant
and appropriate to country needs and supportive of country efforts?

Linkages: What are the links and relationships with partners in health cooperation? In
particular, what is the role of WHO in relation to the Ministry of Health, multi- and
bilateral organisations, national and international non-governmental organisations? To
what extent is WHO building strategic alliances to meet country needs through
collaborative efforts?

In order to apply this conceptual framework, it was necessary to define what sorts of
activities WHO undertakes at the country level. The Study Team made a clear
differentiation between common global activities, and specific activities at the country
level: '

Figure 1.1 Conceptual framework for assessing WHO’s support to countries
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Key functions

Common global and country specific functions

In the Phase I report Cooperation for health development: extrabudgetary funds in the
World Health Organization,® the difficulties defining WHO’s activities were discussed.
It is common to differentiate between activities that are ‘normative’ and those which are
described as ‘technical cooperation’. Normative activities are to do with the formulation
of values, setting goals, standards and advocacy, and are said to be salient to all member
states of WHO.  Technical cooperation on the other hand, ..can help to strengthen the
national health planning process or develop such a process where one does not exist’. It



is frequently asserted that normative activities are formulated and developed at the global
level, while technical cooperation activities use the products of those normative
activities, and are of relevance to developing countries in the planning and
implementation of their own health systems.

As the report showed, however, these terms are not only used inconsistently, but in
practice the distinction is blurred, and it is not helpful to describe normative activities as
occurring only at the global level, and technical cooperation occurring only at the country
Jevel.

The present Study builds on the analysis of the Phase I report, and differentiates between
WHO’s common global functions and its country specific functions both of which are
relevant at the country level. Common global functions are characterised by their
universality, and are of relevance to all countries. All member countries are concerned
and may be committed to these common global functions, and participate in their
identification, formulation and implementation. They also provide the collective basis
and justification for WHO as an membership organisation. Country specific functions
vary with the needs of particular countries and evolve over time. Box 1.1 suggests what
would be relevant as global or specific level functions. The distinction is not between
headquarters and country level activities, but in breadth of relevance: common global
functions cover all member states; country specific are specific to country needs and
time.

Activities undertaken as commeon global functions:

1) Global consensus building on shared values, common vision and defined goals

The WHO Constitution declares WHO should ‘act as the directing and coordinating
authority on international health work’.® Activities include global health policy
formulation, and advocacy. An example is the Alma Ata declaration on primary health
care. The process, involving extensive consultation and vigorous interaction among all
member states is as important as the outcome. Activities include agreeing values and
norms and priority setting for the Organisation as a whole.

2) Cross-learning and transfer of knowledge

Activities utilise WHO’s unique ability to convene scientists, practitioners, academics,
researchers and other experts across political and other barriers, to provide up-to-date
assessment of, and consensus on, specific health issues. WHO’s production and
distribution of norms and standards, reports, manuals, guidelines, as well as seminars,
workshops and exchanges of visits, and other mechanisms are used in the transfer of
knowledge, both new and well-tested.

3) International public goods

This essentially covers those interdependent activities for which national action, in
isolation, cannot achieve the desired results, and for which inter-country collaboration 1s
required. It includes conventions for disease control, technical standards, surveillance,
classification of diseases, and health research on subjects of high priority or on topics for
which cross-national and cross-cultural collaboration is judged to be valuable. It
includes action over pollution, antibiotic resistance, and health care for refugees or
displaced populations where this has clear spillover benefits from one country to others.”



Activities undertaken as country specific functions:

All country specific activities are dependent on the capacity, needs and interests of a
country and would evolve over time. They may be short-term, supporting or filling gaps
in country capacity, or longer-term, strengthening capacity in country. Much would
depend on the country context. For example, in countries where professional or skilled
human resources were scarce, activities might focus on capacity building; in countries
where human resources were developing, activities might focus on capacity
strengthening; and in countries with significant numbers of trained human resources,
activities might focus on performance enhancement.'® These could be within any of the
functions mentioned, from advocacy to research.

In this Study, it is assumed that, (i) WHO functions at the country level include the
common global functions as well as the country specific functions; (ii) all member states
are involved in common global functions, but the country specific functions are country
dependent; and (iii) common global functions are characterised by a specific body of
knowledge regarding health and disease, of interest to all, while country specific
functions are locally tailored, and dependent on national needs, the availability of support
from other sources and the interest of the government.

Box 1.1 WHO Functions at the Country Level

international collaborative action.
O  Surveillance

COMMON GLOBAL COUNTRY SPECIFIC
Functions |® Consensus building and advocacy on | ¢ Support for development of country health
shared values and norms systems, policies, strategies
e Cross-learning and transfer of ¢ Dissemination of information
knowledge e Support for implementation of health
e Producing and sharing International programmes and capacity building
public goods » Promotion of country specific research
0  Conventions on technical standards and capacity building
e.g. vaccines, drugs e Cross-border interventions on country and
0 Research on problems requiring regional health problems

Involvement | ¢ All member states o Selected member states, based on need &
opportunity
Content e Common body of knowledge e Tailored to local situation
WHO involvement not conditionalon | » WHO involvement conditional on request
individual member states but broader of government and activities of other
global interest agencies

Figure 1.2 shows schematically that all countries are involved in the common global
functions, which are coordinated by (but not limited to) WHO headquarters, and fewer
member states are involved with WHO in additional activities that are country specific,
depending on their economic and political context.



Figure 1.2 Common global and country specific functions in relation to national
capacity

high Mozambique

Country
Specific
Functions

Thailand
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»

fow National Capacity high

Thus, those countries with high levels of resources (such as the industrialised countries)
may not have any country specific activities, but be fully engaged in common global
activities. At the other end of the continuum, where countries have few resources, or are
in emergency situations, there may be many WHO country specific activities. As shown
in Figure 1.2, all countries would be involved in the common global activities, but the
UK, with high resources, would have no WHO country specific activities, Thailand
would have some, while Mozambique, with few resources, would have many WHO
supported activities.

Although not indicated in the figure above, there may be situations in which countries
which are extremely unstable, or at war, have no WHO country specific activities, but
rely on non-governmental organisations to fill gaps temporarily.

1.5 WHO as an organisation

Any analysis of WHO’s activities at country level begins with the need to understand the
nature of WHO as a membership organisation. It is unique among international health
organisations in that the Ministers of Health of its member states constitute its governing
bodies, the World Health Assembly (WHA) and the Executive Board (EB), and therefore
define and participate in the Organisation’s activities. Table 1.1 compares delegation of
certain decision-making responsibilities in some UN organisations. The WHO and FAO
are most similar, with the member states directly involved in a wider range of decisions.
The WHA meets annually and provides the opportunity for member states’ delegations to
voice their concerns, and to participate in the formulation of policy for the Organisation
as a whole. These meetings are followed by Regional Committee meetings (RCMs), also



usually attended by Ministers of Health and senior ministry officials, to discuss
resolutions from the WHA as they apply in the region. Country Office activities are thus
strongly inter-related with HQ and RO activities, and cannot be isolated from them.

Table 1.1 Involvement of member states in decision making in WHO and in a
sample of other UN agencies.

WHO FAO UNFPA/ UNICEF WORLD
UNDP BANK
Selection of the | Member States| Member States | By appointment | By appointment | Board of
Chief Executive | through EB at General UN Secretary UN Secretary Executive
Conference General General Directors
Selection of Member States| Director none Executive none
heads of through RC General Director
Regional Offices | and WHA
Selection of Member States | Member States | Elected by Elected by Constituencies
members of through WHA | at General ECOSOC; ECOSOC; as per article
Governing Conference negotiated negotiated of agreement,
Board criteria criteria weighted by
contributions
Approval of Member States| Member States | Executive Executive Board| Board of
programme at WHA at General Board Executive
budget Conference Directors

Thus overall, the Organisation’s role has been defined by collaboration with the
Ministers of Health of member states and their collective and individual needs, rather
than by a focus on specific health programmes. This is basic to the intrinsic strength of
the Organisation, but at the same time constitutes a potential risk in terms of making the
decision-making processes more complex and cumbersome.

Finally, it is important to recognise that WHO activities at country level are influenced
by the three levels of the Organisation: Headquarters (WHOHQ), Regional Offices
(WHORO) and Country Offices (WHOCO). This interaction encompasses, not only
policy-making, but financial and resource flows, mechanisms and procedures for
defining and undertaking activities.

A special situation exists in the WHO Region for the Americas, with the dual existence
of PAHO and AMRO, each with its own constitution, budget, staff and systems. The
same person functions as the director of both PAHO and AMRO facilitating the two
organisations to function as a single entity. PAHO/AMRO is often described as a unique
organisation, different from the other regional offices. It is constitutionally part of the
inter-American system, has a long historical background as an independent interagency
organisation specialising in health and is based on a strong constitutional pan-
Americanism. In financial terms, the Regional Office is more independent than other
WHO regions, as member countries pay a contribution directly to PAHO, in addition to
their membership fee to WHO. The portion of WHO contributions to the regional budget
has declined over the last 10 years.



WHO global priorities are outlined in successive General Programmes of Work (GPW)
which are used to guide country level planning and activities. The two blenma of this
Study were covered by the Eighth General Programme of Work 1990- 1995," the focus
of which was to promote, coordinate and support the efforts of Member States
individually and collectively in implementing the Global Strategy for Health for All by
the Year 2000. The Eighth GPW has 15 ob]ectlves in addition to the following cross-
cutting themes:
¢ allocation of resources to countries most in need,
e more equitable distribution of health resources among and within countries,
e programmes that build national capacity and self-reliance, and which are
sustainable when WHO is no longer involved,
o the need for improved managerial processes to ensure effective use of WHO
resources,
e Resource mobilisation.”

The Ninth General Programme of Work 1996-2002, ' identifies six major managerial
tasks to be accomplished to ensure that the Programme has greatest impact:

(1) priority-setting;

(2) programme development, implementation and evaluation;

(3) ensuring a more unified Organization;

(4) mobilisation and allocation of resources;

(5) maintaining WHO's technical excellence; and

(6) clarification of WHO's role in the United Nations System.

The policy and programme framework of the Ninth GPW provides the main structure for
presenting the qualitative and quantitative data collected, although the quantitative data
reflects activities implemented during the Eighth GPW. Themes from both the Eighth
and Ninth GPWs are used in examining the support of WHO to the case studies.

1.6 Outline of the Report

Chapter 1 provides a brief background to the Study, and describes the conceptual
framework used for analysis. Annex 3 describes the study design and the methods used
to assemble information. Chapter 2 explores how contextual factors influence WHO’s
support to countries. Chapter 3 examines how WHO is carrying out its activities, looking
at structures and procedures, and Chapter 4 at what WHO is doing in countries in terms
of where funds are directed and what programmes are supported, and the following
Chapter 5, describes the findings from the in-depth coverage of the three tracer policies.
Chapter 6 describes the links and partnerships between the various actors in the health
sector at the country level. These chapters are all descriptive, and are based on the
findings from the country visits and various instruments used. Chapters 7 then analyses
and evaluates how well WHO is doing in relation to its mandate, programmes, structures
and processes and links. Chapter 8 provides some prescriptive options for the future, to
stimulate discussion, and Chapter 9 presents selected recommendations. Up to and

including Chapter 7 focuses primarily on the case studies, while Chapters 8 and 9 are
forward looking.



1.7 Summary of main issues: Background and Conceptual Framework

1.

The Study focuses on all WHO’s activities at the country level, whether supported by
RBFs or EBFs, and whether channelled through the WHO Country Office WHO
Regional Office or Headquarters. WHO country level activities cannot be isolated
from WHOROs and WHOHQ.

In the twelve case studies, WHO is only one of many actors in the health sector, so
the Study explores the roles of all actors in the health system, including the Ministry
of Health, other multi- and bilateral agencies and nongovernmental organisations,
their interactions, and their perceptions of the WHOCO and WHO support.

Two sets of functions undertaken by WHO are differentiated: common global
functions, which have relevance for, and involve all countries, and country specific
functions which vary with the needs of the country, are tailored to it, and evolve over
time. The main distinction is in breadth of relevance rather than level of operation.
Both sets of functions are applicable in the twelve case studies.

The nature of WHO as a membership organisation, involving the Ministers of Health
of member states in its governing bodies gives it a unique position among
international organisations, and has resulted in a special relationship at the country
level, between the WHOCO and the Ministry of Health.

WHO global priorities are outlined in successive General Programmes of Work. The
Eighth GPW has four cross-cutting themes which are used in examining WHO
support to countries:

¢ allocation of resources to countries most in need,

equitable distribution of health resources,

programmes that build national capacity,

improved managerial processes and effective use of WHO resources,

resource mobilisation.
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CHAPTER 2. THE COUNTRY CONTEXT

2.1 Introduction

This chapter explores the interaction between contextual factors (economic, social,
political or cultural) and health system activity in any individual country, and how that in
turn, may affect the work of WHO at country level.

The 1980s and 1990s witnessed major changes in the global political and economic
environment. The end of the cold war had repercussions that went well beyond Eastern
Europe and Soviet-American relationships. Many countries experienced a withdrawal of
aid from the Eastern bloc; democratic and neo-liberal market systems received enhanced
attention; and in Latin America and Africa specifically, the focus was on establishing,
restoring and sustaining democracy and good governance. The same period was dogged
by global economic recession, (except for Asia), with some countries fighting for
economic and social survival, and with partial recovery only apparent for some parts of
the world at the end of the 1990s.

While such factors were largely experienced at the country level, they also had their
effect on international organisations such as WHO. Member states’ economic difficulties
meant that over this period full contributions to the regular budget were often delayed or
unpaid, and with the regular budget set at zero growth, the Organisation is operating in a
situation of declining resources in its core budget. WHO’s annual budget is around US$1
billion, compared with UNICEF’s at just over $1 billion, and the World Bank’s loans on
population, health and nutrition which are around $2.3 billion annually. With the break -
up of the Soviet Union, many new members joined the Organisation, with urgent and
extensive needs. Some dissatisfaction with WHO among donor member states put
Extrabudgetary funds at risk, although not across all programmes. WHO was thus, not
only itself affected by global and political change, but its Country Offices were witness
to what was often painful economic and political reform.

These contextual changes influence what WHO can and should be doing in countries,
and need to be considered as a background to the working of the Organisation.'

2.2 Changes in the policy environment

The shift from health service consolidation to health system reform

Until the late 1970s there was little challenge to the role and function of Ministries of
- Health, which were vested with responsibility for state health policy, including the
provision of health care, even though there were differences between different parts of
the world. In Latin America, Ministries of Health usually provided services for the poor,
while much richer Institutes of Social Security looked after workers and their families; in
many Asian countries Ministries of Health functioned in very pluralistic health systems,
where private practice flourished; and in Africa Ministries of Health were often the main
providers of health services for urban, and with the extension of primary health care in
the 1980s, for rural, populations.
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By the 1980s, however, dissatisfaction with the role of the public sector, economic
recession and structural adjustment policies, combined with the rise of neo-liberal
policies led to a much more complex environment, in which many different options were
explored. Many Ministries of Health which once had dealt largely with WHO and
possibly UNICEF, were now faced with introducing policy changes conditioned by
World Bank loans, and were approached by many different actors offering advice,
assistance and alternative options in the health sector. The entry of the World Bank as a
major financial lender in health in the 1980s, had a significant effect on the interactions
of the different players within the health sector.

Thus, where WHO was once seen having a relatively exclusive relationship as
international servant to the Ministry of Health, in expanding and improving health
service delivery, in the 1990s this was no longer necessarily the case, partly because the
focus of health policy had changed. New issues in the health sector included financing,
decentralisation, regulation, and attrition with less emphasis on health services
expansion. The reform movement was spearheaded by the World Bank and certain
bilaterals, and WHO was slow to recognise the changing emphasis. Thus, by the 1990s,
many MoHs had shifted their focus away from delivery of health services towards
system reform issues.

All twelve countries in this Study are undergoing health sector change in some form,
although in most it is an incremental process. Most are decentralising, quickly or slowly
(Bangladesh and Haiti appear to be the exceptions currently); most have expressed a
desire to encourage greater private investment; and where the public sector has
dominated health care delivery, countries are exploring ways of limiting the public sector
and expanding the private sector (Mali, Ethiopia, Mozambique, Tanzania, Cameroon,
Nicaragua). In Thailand there is a serious attempt to look at alternative methods of
financing the health system.

The growth in the number of health sector actors

As the context shifts interest from health services expansion to systems reform, so more
actors - most notably the World Bank and the regional development banks - become
important players in the policy environment. As is clear from Table 2.1 below, the twelve
countries in this Study all have a myriad of different external agencies working in
different ways with the MoH. In almost every study country the World Bank is a major
provider of resources for the sector, and in some countries the regional development
banks are playing that role too. Because of their funds and policy conditions, these
financial agencies have easy access to, and considerable influence in, the MoH. They
sometimes influence the attitudes of bilaterals too, so that the MoH may be faced with a
coalition of donor interests in favour of a particular policy, for example the Consortium
in Bangladesh. In a few countries, the policy environment may be dominated by a
particular bilateral which has close ties for historical, geographical or other reasons: in
Tanzania, DANIDA plays this role, as does AusAID in Papua New Guinea. How these
relationships are played out, how alliances form and break down, are unique to each
country context and over time. In one of the case studies, the MoH, WHO, and the World
Bank formed a coalition to counterbalance the actions of one bilateral.
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Table 2.1 The most influential health sector external donors in the case studies*

* &

Countries External donors ODA as %
Multilateral Bilateral of GNP***
Bangladesh | World Bank, EU Australia, Belgium, Canada,
Germany, Japan, Netherlands, 5%
Norway, Sweden, UK, USA
Cambodia World Bank, Asian Australia, France, Germany, Japan, 27%
Development Bank, EU UK, USA
Cameroon UNICEF, UNFPA, World Bank, | Belgium, China, France, Germany, 6%
EU Italy, Care International****
Ecuador World Bank, UNICEF, UNFPA, | Belgium, France, Japan, Netherlands 2%
EU
Ethiopia UNICEF, UNDP, UNFPA, Italy, Japan, Netherlands, GLRA, 23%
Sweden
Haiti UNICEF, UNFPA, World Bank, | USA, Canada 5%
UNDP, EU, FAO, IDB
Mali - Worid Bank, UNICEF Belgium, Germany, Switzerland, USA 13%
Mozambique | World Bank, African Denmark, Finland, Netherlands, 85%
Development Bank, EU, Norway, Switzerland
~ | UNICEF, UNDP,
Nicaragua UNICEF, EU, World Bank Denmark, Finland, Germany, 24%
Netherlands, Spain, Sweden
PNG Asian Development Bank, Australia, Japan 8%
UNICEF, UNFPA
Tanzania World Bank, UNICEF, UNDP, | Denmark, Germany, Japan, Norway, 39%
UNFPA Sweden, Switzerland, UK, USA
Thailand UNICEF, UNDP, UNFPA Australia, Denmark, Germany, Japan, 1%
Sweden, Redd Barna****

Source: National Consultant’s Data Instrument. National Consultants were asked to list the ten

most important donors to the health sector. This list does not therefore, include all donors, and is
based on perceived importance and financial assistance. In Haiti, Ecuador, Ethiopia, Nicaragua and
PNG, WHO was mentioned as one of the most important donors.

*
*okk
* ok ok

External donors are listed alphabetically and not according to importance.
Source: UNICEF: The State of the Worlds’ Children, 1996 (Figures all for 1993)
Cameroon and Thailand were the only countries where a non-governmental organisation was named

as one of the ten most important donors to the health sector.

What this table does not show is the role of WHO in relation to the other actors. From the
country case studies, WHO plays, or has played, a key role in a number of countries: in
Cambodia, through its alliance with particular bilaterals; in Papua New Guinea, where
there are relatively few large actors; and in the three examples from the PAHO/AMRO
region, WHO has been a central health sector actor, often working closely with bilaterals

and the MoH.

In other countries WHO has been less important: in Mozambique,

Tanzania, Cameroon, Mali and Ethiopia the WHOCO’s role has been low profile,
although in Ethiopia and Mali there is a close relationship with the MoH. In Thailand
the health sector is firmly led by the MoH.
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2.3 Countries are diverse

As is clear from Table 2.2 the twelve countries are diverse. Arranged according to GNP
per capita, they start with very poor countries such as Mozambique, with $90 per capita,
and include Thailand with over $2,000 per capita. Their population size ranges from 4
million in Nicaragua and PNG to 118 million in Bangladesh. Other indicators also
demonstrate the wide variations between countries.

Table 2.2 Socio-economic and health indicators for twelve country case studies

Total GNP per % govt Population | Under ﬁve Life

Connery | Phoition| o LRI |_gamn | | | Stsa
(millions) 1986-1993 | 1980-1994 1994 1994

Mozambique 16 S g

Tanzania 29

Ethiopia 53

Cambodia 10

Bangladesh 118

Mali 11

Nicaragua 4

Haiti 7

Cameroon 13

PNG 4

Ecuador 11

Thailand 58

Sources: UNICEF 1990, 1996 The State of the World’s Children and The World Bank, World
Development Report 1993.

Positive indicator compared to the twelve case studies

What Table 2.2 demonstrates is huge variation: a twenty fold difference in gross national
product, a ten fold difference in under five mortality rates, and a 23 year gap in life
expectancy. It also shows the dangers of assuming what these indicators mean for
outcomes. For example, Nicaragua’s health performance is better than might be
predicted by looking at its gross national product, whereas Mali and Cameroon’s are
worse. Nevertheless, the table suggests that it is possible to group the countries into
different, although overlapping categories. The countries at the top of the table are those
in greatest need by economic criteria, some of which fall into another group of countries,
which may not be as poor, but are ‘post’ conflict societies, recuperating from low or high
intensity conflicts over many years. Then is the group of countries, whose political and
economic profile puts the government under some level of stress. And finally, comes
Thailand, an institutionally robust country in positive economic development.
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The fluctuating nature of the groupings is important, because it is clear that countries in
greatest need may also be vulnerable to conflict and violence, and countries which are in
‘post” conflict situations still have great needs and are likely to be fragile politically and
economically. Indeed, ‘post’ conflict needs to be seen against a continuum of “sporadic
peace’ to ‘continuing rehabilitation’. Finally, even countries in positive economic growth
may suffer political or economic stress at certain times.

2.4 Countries health systems capacities are diverse

Central to this Study is the capacity in each country to plan, manage and sustain its own
health system, and to participate with other countries in activities that promote health and
control disease. The role, relevance and effectiveness of WHO at country level is closely
related to the health system capacity in each country. Thus, while a country’s health
system capacity is affected by the broad contextual factors (political, economic, social
and cultural), some of which have been described, it is also determined by the
availability and use of financial and human resources, established health policies and the
structure of health services.

Table 2.3 National Health system capacity.2

Low capacity Medium capacity High capacity

Indicators i Nicar | Ecuad| Thai
Access to % - 3 i ;
heilil adevices 40 ; : 3 s 60 80 it 20 83 80
MMR 2.000 500 600 600 430 900 160 170
IMR 117 s 110 46
Immunisation : g

46
coverage

Literacy rate

HDI ; £ ] 0.78

Human ; : 0.8
resources & 0.6

Access; % of population with access to health services (urban + rural), source State of the World’s Children
Immunisation coverage: Fully immunised, DPT, lyr, source State of the World’s Children 1997

Literacy rate, adult, both sexes, source Human Development report 1997: HDI same source

Infant mortality rate 1995, source State of the World’s Children 1997

Maternal mortality rate 1980-92, source State of the World’s Children 1996

Human resources: Population pr physician (top) and population pr nurse (bottom) (population in 1000),
source Social indicators Development 1996 (World Bank)

The twelve case studies differ considerably in both financial resources and in the health
and social sector policies they have pursued. Human resources and skills also vary
greatly, for example, from Ecuador’s physician-population ratio of 1:804 to Ethiopia’s of
1:78,936 or Cambodia’s nursing-population ratio of 1:1,348 in comparison with
Tanzania’s of 1:7’,988.3 In order to compare the twelve countries, the Core Team
classified the countries using a number of secondary health indicators which provide
indirect measures of the capacity of specific aspects of a health system.
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While there are obvious similarities between Table 2.2 and Table 2.3, there are also some
interesting differences. The criteria that most clearly separate the countries in terms of
what the Study refers to as “capacity”, is access to health services, literacy rate and the
Human Development Index (HDI). For example, in spite of being one of the poorest
countries among the twelve (Table 2.2) Tanzania is closer to countries such as Cameroon
and Papua New Guinea, probably because of its early demonstrated commitment from
government to provide services. Similar indications of the importance of established
health policies can be noted also for Nicaragua. In spite of higher GNP and human
resources, Mali is the country with the weakest capacity in their health system, according
to the criteria used here. Based on a combined assessment of the indicators presented in
Table 2.3 the countries are, for the purpose of this study, grouped in three clusters, as
illustrated in Figure 2.1.

Figure 2.1 Country capacity clusters

Low access and low capacity

"l ow" capacity cluster

edium"” capacity cluster

"High" capacity cluster

High access and high capacity

While the distinction between the three clusters is not great and is relative to the sample
of countries in this study, it still provides a basis for exploring differences and
similarities. Any such classification, given that it depends on aggregate and insufficient
data must, however, be treated cautiously.

Three of the five AFRO case studies fall in the low capacity cluster, with the remaining
two in the medium group. Conversely, two of the three PAHO/AMRO case studies are in
the high capacity cluster. The two case studies from SEARO and WPRO each fall into
different groups, one in the low capacity cluster, and the other in either the medium or
high group. The evident disparity between the AFRO and PAHO case studies is a finding
that recurs throughout the report. In general, the countries in greatest need, according to
social and economic criteria, are also those which have the lowest capacity in their health
systems. One factor that makes a clear distinction is that PAHO/AMRO and WPRO have
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rich partners within the region which contribute to the countries directly and through
WHO. Conversely, AFRO has no rich partners within the region.

The similarities and differences were explored across four dimensions of country
capacity: capacity for policy and planning, for service implementation, for human
resources and for research. Details of this information as synthesised from the findings in
each of the case countries, are found in Annex 7, p.A54 to A69.

Policy and planning

Although all twelve countries had planning units in the MoH, some established 20 years
ago, only in Thailand did all the most senior planners have relevant higher degrees (PhDs
and MSc’s). Certainly among the low capacity cluster (countries in greatest need) the
Study Team observed that policy and planning were often poorly coordinated.
Information was fragmented and there was sometimes a mismatch between policy
initiatives and implementation capacity. Mozambique for example, even with an
unusually clear MoH health policy and commitment to reform has had to spend
considerable resources on rehabilitation of the health infrastructure after years of conflict,
impeding the implementation of health reforms. In the middle group of countries, many
of the same features of weak policy and planning are repeated, with poor quality services
and information systems. In the better-off cluster of countries there is more capacity for
planning (Thailand stands out in this regard), although Ecuador is dogged by poor
consensus and discontinuity of policy formulation and implementation. However, these
last are the countries where reforms (especially financial reforms such as insurance
options) are being seriously considered.

Service implementation

Service coverage is relatively poor in the countries of greatest need, either because the
infrastructure was never extended to the periphery, or because it has been damaged, and
with this goes poor or uneven distribution of drugs, poor quality services and, often,
demoralised staff. Those ‘post’ conflict countries are faced with huge regional
discrepancies and the need to rehabilitate and rebuild structures and policies. A similar
picture is painted for the medium capacity cluster of countries (which are often
politically and economically fragile) where the health facility infrastructure may have
been developed, but not sustained, where non-governmental organisations may be
providing many rural services, and where the quality of service is uneven, reflected in
low utilisation rates. Tanzania stands out as a counter example in this cluster. Finally, in
the better-off group of countries there is a definite primary health care system (although
less true for Ecuador than Thailand and Nicaragua), and problems the countries face
concern appropriate service packages, the public/private mix and equity issues.

Human resources :

Not surprisingly, the poorest countries have a very thin layer of skilled personnel, public
sector salaries are low, conditions and terms of service poor, and there are few incentives
and opportunities for training. In the medium cluster of countries there are more skilled
human resources, although skills probably need updating, and terms and conditions of
_ service are also poor. There is a loss of personnel to the private sector. Even in the better
off countries, many of these features are familiar to the health landscape, although less
true in Thailand. In most of the twelve country case studies, there were external advisers
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(expatriates) in the MoH, providing technical assistance. In Tanzania, for example,
between 1992 and 1996 there were 6 Danes, supporting primary health care and AIDS
control programmes. The only country which had no external advisers in the MoH was
Thailand.

Human resource deficits are exacerbated in many countries by a lack of continuity of
senior staff within ministries. The average stay in office of the Minister of Health in
these twelve countries was two years. In Bangladesh there have been 6 changes of
minister and 9 of permanent secretary in ten years, as is shown in Table 2.4.

Table 2.4 Changes in top personnel in Ministries of Health, 1987 - 1996

Country Number of Ministers | Director of Medical Services Number of top
of Health (Professional Head) Administrative officers
Bangladesh 6 9 : 9
Cambodia 4 5 4
1 until 1989. From then a

Cafneroon 4 system of 5/6 Directors 3
. Ecuador 7 7 9
Ethiopia 4 4 3

Haiti 11 12 NA
Mali 4 5 8
Mozambique 3 4 2
Nicaragua 4 5 4
PNG 8 NA 5
Tanzania 4 4 7
Thailand 7 ' NA 5

Source: National Consultant’s Data Collection Instrument
NA: No information available.

Such turnover may lend evidence to the perception that the government’s health policy
lacks vision, but this depends on the country. Where there is a firm infrastructure and
health policy, turnover at the top may not have severe repercussions. In Thailand there
have been 7 changes of Minister and 5 of top civil servant in 10 years, but this does not
appear to have undermined the Ministry of Health. However, such turnover means that
there may be little continuity among the delegations to the WHO Regional Committees
and the World Health Assemblies, which may weaken the country’s position in being
able to contribute to governance of the Organisation or to argue a particular position.

Research

It is not easy to differentiate between the low and medium capacity clusters of countries
when it comes to research capacity. Mostly the health research base is limited and
fragmented, and depends markedly on the MoH interest in research. Often research is
initiated from outside the country, and supported by external organisations such as
WHO. There are examples in many of the case studies, including those in greatest need,
of attempts to encourage local research, through the Essential National Health Research
initiative in collaboration with COHRED (Council on Health Research for Development)
and the Joint Health Services Research project. There are also pockets of excellence in
countries with very limited resources (Such as malaria research in Mali). Again,
Thailand stands out as an exception, with a fast developing research base of national
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researchers, now advising at the international level, and contributing to WHO common
global functions.

Finally, it is also clear that whatever the health system capacity, all twelve countries face
considerable constraints and difficulties. For example, policy and planning capacity,
monitoring, quality assurance and information systems, are quite weak (except for
Thailand), regardless of whether the country has had a history of disruption by war or
conflict or has no institutional memory of a previously well-functioning system. The
problems related to human resources also affect almost all the countries, and call for
renewed efforts to improve incentive and support systems to avoid inequities developing
into schisms between public and private systems, between rural and urban and within
urban areas.

Weak capacity in all these areas makes the countries vulnerable to multiple actors
competing in a changed policy environment with different interests and health pohcy
optlons and provides a major challenge to WHO?’s role and contribution.

2.5 Summary of main issues: The Country Context

1. The policy environment within which the MoH interacts with other health actors,
including WHO, has changed over the past three decades. In the 1960s there were
few actors in the health sector and the MoH and WHO had a close and relatively
exclusive relationship. The focus during these decades was on coverage and
consolidation of the public sector health service. By the 1990s, however, concern
about the constraints on the public health sector led to a shift in focus to reform of
the health system. This in turn encouraged many more actors to enter the health
policy arena, committing the MoH to relate with multiple actors, and changing its
relationship with WHO.

2. The twelve case studies are diverse, and demonstrate substantial differences in GNP
per capita, life expectancy at birth, under-five mortality, percentage of government
budget spent on health, and so on. In examining capacity and outcomes, it is
essential that a wide range of information is used. For example, Nicaragua’s health
performance is better than might be predicted by looking at its gross national
product, whereas Mali and Cameroon’s are worse.

3. Although these twelve countries are diverse, and demonstrate substantial differences
on a range of indicators, they can nevertheless be grouped into four overlapping
categories: countries in greatest need, countries in ‘post’ conflict, countries under
political and economic stress and countries in positive economic development.

4. While each country’s capacity is affected by broad political and economic factors,
its capacity to plan, implement, and manage its own health system has been
determined by the availability of financial and human resources. It is possible to
cluster countries into low, medium and high capacity, and these capacity clusters are
used in subsequent chapters.
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Three of the five AFRO case studies fall in the low capacity cluster, with the
remaining two in the medium group. Conversely, two of the three PAHO/AMRO
case studies are in the high capacity cluster. This contrast between the AFRO and
PAHO case studies is a finding that recurs throughout the report and highlights the
question of WHO’s ability to respond appropriately to the different needs of
countries.

Given the changes in the policy environment towards a reform agenda, the multiple
actors in the health policy arena, and continuing weaknesses in country capacity,
WHOCOs are having to respond to a very different set of expectations in the 1990s
than they were in the 1960s. The report examines WHO’s response and its support
to case studies in coping with this changed environment, and their specific needs in

the health sector.

Endnotes: Chapter 2

1

3

"Who should be doing what in International health: a confusion of mandates in the United Nations".
K. Lee et al. (1996) BMJ i, 302, (Table 1 on page 312).

See Mogedal S, Hodne Steen S, Walt G and Lee K 1996 Selection of Countries and Contribution to
Study Framework Oslo/London. Most of the indicators are self evident, and were taken from figures
given in UNICEF 1995 The State of the World’s Children and the 1995 World Bank’s Development
Report. Health services coverage (antenatal care and health staff attended delivery); Immunisation
coverage (DPT immunisation); Literacy rates (adult literacy rates); infant mortality rates (per thousand
live births) and human resources (numbers of doctors and nurses per 100,000 population). For each
country these indicators were combined for an overall ranking of low, medium or better health system
capacity. The analysis was checked with country case study reports and visits.

Social Indicators of Development 1996, World Bank
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Chapter 3. WHO STRUCTURES AND PROCESSES

3.1 Introduction

This Chapter describes the Country Offices and human resources, the processes and
procedures used by WHO to develop, implement and evaluate its work in member
countries. It explores how these are utilised, and the roles and relationships between the
various levels of the Organisation. In discussing structures and processes, it is important
to recognise the wide variation between regions and also within each region. This applies
to a whole range of contextual factors such as economic and social factors, distance,
communication and management cultures, and is reflected in the commonly stated
expression that WHO is not one but seven organisations. Even so, in all the regions
WHO operates with a common set of structures and processes, which will be described
here. Implications and analysis are provided in Chapter 7.

3.2 'WHO Country Offices

-All the case studies have a WHO Country Office (WHOCO) with a WHO Country

Representative (WR), some other technical staff and some support staff.! At present the
criteria for establishing a WHOCO include a specific request from the government and a
general assessment of a range of factors including the socio-economic development and
health needs of the country, and the importance of the WHO input. However, there is no
systematic approach to this assessment, nor is there any formal mechanism for
reassessing the size, role and functions of the WHOCOs that are in place.

The WHOCOs may be co-located with the MoH or in separate buildings. In either case,
the rental and maintenance of the office is meant to be borne by the MoH, though this is
ususlly not the case when premises are separate. Among the twelve case studies, only
Nicaragua, Ethiopia, PNG and Thailand WHOCOs were co-located with the MoH. The
main potential advantage of being located in the Ministry buildings is the proximity to
MoH staff and counterparts to promote a cooperative working relationship and ease of
information flow. Conversely, the primary disadvantage stated by some WRs and other
key informers for the study is that the WHO staff may lose their advantage as
independent and neutral advisors. The ease of interaction facilitated by close vicinity,
such as in PNG, was in some cases emphasised as a special advantage, both by the WR
and MoH. Opinions expressed by major external donors indicated apprehension over the
potential risk for WHO to be "captured" by the MoH and thereby become too limited in
its strategic scope. However, concern about “WHO capture” were found whether the CO
was located in the MoH or not. It does not appear that co-location with the MoH
militates against cooperation with other parts of the UN system, or with other donors,
unless there is concern about capture. The study did not examine the potential impact on
WHO’s functioning if it were to move to common UN premises.

Volume and profile of WHOCO staff

WHOCOs have both professional and support staff. The twelve offices studied vary in
number of staff from nine (2 professional and 7 support) in Mozambique, to 83 (49
professional and 34 support) in Bangladesh (Figure 3.1 and Annex 3, p.A27). From a
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region wide perspective, the AFRO WHOCOs have the smallest number of staff with an
average of 2.1 professional and 3.8 support staff across the 46 countries in the region. In
contrast, the largest WHOCOSs can be found in PAHO/AMRO where the average number
of staff is 4 professional and 5.6 support staff across 30 countries.”

The 3 AFRO case studies in the low capacity cluster (Table 2.3, page 15) have the
smallest WHO Country Offices, whereas the 3 low capacity countries from each of the
other regions, have the largest number of WHO staff in this sample. The 3 countries in
the high capacity cluster (two from PAHO/AMRO) have WHOCOs that are the same
size or larger than those in all 5 of the AFRO case studies and PNG. This means that the
higher capacity countries have WHOCOs larger than 3 low capacity and 3 medium
capacity countries. The high capacity PAHO/AMRO countries have WHOCOs that are
substantially larger than all the AFRO countries, PNG (medium) and Thailand (high).
The conclusion is that, across the case studies and regions, WHOCO size is not related to
country capacity or need (as assessed in Chapter 2).

Within the regions, there appears to be some relationship between need and capacity, and
WHOCO size. The low capacity case studies in PAHO/AMRO, SEARO and WPRO
have WHOCOs larger than the other case studies in the region with medium or high
capacity. However within AFRO the distinction is less clear. Tanzania, a medium
capacity country is of similar size or larger than the low capacity case studies in AFRO.

Figure 3.1 WHOCO Staff 1995, and Country Programme Expenditure 1994-95
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Source: WHOCO Data Collection, 1996,

It should be noted that, in some countries, there may be additional staff located within a
WHOCO to work on projects for which WHO is the executing agency. In Bangladesh in
1995, for example, there were 53 professional staff working through the WHOCO in this
category in addition to the numbers shown in Figure 3.1.

Professional staff can be appointed as fixed-term professionals (FTP), short-term
professionals (STP), short-term consultants (STC), technical assistants (TA),
programmes officers or national professional officers (NPO) using UN system wide
procedures and reward systems. Among the twelve WHOCOs, the proportion of fixed-
term professional staff of total professional staff ranged from 22% in Mali to 100% in
Thailand (see Figure 3.2). NPOs are national professionals who work on contract for one
or more years, but are not always regarded as WHO fix-term staff as they are less likely
to work for WHO in other countries. In total, in 1995 there were as many NPOs as FTP
(68) across the twelve WHOCOs, manly in Bangladesh (30) Nicaragua (15) Haiti (12)
and Mali (6). There were no NPOs in Mozambique, Thailand, Cambodia or Papua New
Guinea, and Cameroon has only recently recruited two.

The WHOCO:s in the low capacity case studies in AFRO have fewest FTPs, and all the
AFRO case studies have fewer FTPs than the WHOCOs in all the other case studies
except Thailand, which only has fewer FTPs than Tanzania (see Annex 3, p.27). Of the
total number of professional staff across the twelve countries in 1995, 13 full-time
equivalents were STPs and 20 full-time equivalents were STCs, with Cambodia using the
highest number of each, and very few in the SEARO or AFRO countries with the
exception of Tanzania which had 4 STPs. Haiti, Nicaragua and PNG each used several
STCs (see Annex 3). STPs and STCs are often renewed so that such staff can stay with
the Organisations for lengthy periods. . Frequent or automatic renewal of short-term
contracts can be counterproductive to needed flexibility.

Figure 3.2 Professional staff across the 12 WHOCOs, 1995
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WHO has evolved a human resource base which reflects its traditional biomedical focus
and historical involvement in disease control, surveillance and medical education. It also
reflects a bias towards doctors rather than other health professionals, with a remarkably
low proportion of nurses in posts. In a period of widespread reform of health systems in
countries around the world, the Study found that WHO faces a relative shortage of
knowledge and skills required to support many of the case studies, including a lack of
health system planners, health economists, hospital administrators and managers,
financial management and budgeting specialists, human resource development expertise.
Such skills are needed if WHO is to assist Ministries of Health to assess reforms and any
associated conditionality.

For example, in SEARO there is limited capacity in the increasingly important areas of
health systems management and health sector reform. This was notable in Thailand too,
where reform was reported as one of the top priorities. The Thai case Study report stated
that the professional skills available at WHOHQ and SEARO were being seriously
challenged by this country need (Thailand p.12). Nepal and other less developed
coimntiies still need the traditional inputs from WHO whilst Thailand, an outlier in
SEARO, needs very different types of support. In the PAHO/AMRO case studies, the
need for greater support in health sector reform was noted in all three countries. Yet
PAHO/AMRO, has four staff with health economics expe:rtise.3 Similarly, of the 34
health professional staff based at AFRO, 19 have medical backgrounds, 2 are nurses, and
only one is an economist (the other backgrounds are dentistry, health education, sanitary
engineering, pharmacology). However, in the 46 WHOCOs in AFRO, there are 19
health economists and 16 health service managers, most of whom are NPOs.

Although strengthening health systems was regarded as an important strategy for
achieving the overall obj ective,® little mention is made in the Eighth GPW of the newly
emerging field of health sector reform. However, the Ninth GPW identifies the need for
better allocation and use of human resources, new financing mechanisms, ways of
controlling increasing health costs, new means of enhancing efficiency and improving
performance in the health sector.’

3.3  Personnel Policy6

The quality and competence of WHO staff reflects on the work and reputation of the
Organisation. Personnel issues discussed in this section include those around the Country
Representatives, other staff and National Professional Officers.

Selection and Recruitment of WRs

WR selection has been on the WHO agenda for four years and is clearly an issue of
concern, as 3 of the 7 recommendations made in 1993 for reform of Country Offices
relate to WR selection. WR candidates are required to be regular long-term WHO staff
members, preferably medical doctors (or have equivalent academic preparation in the
provision of health services) with post-graduate training in public health, and extensive
experience at senior management level in a national health administration.” In 1995 the
DG issued guidelines for WR selection,® which states that vacancy notices are no longer
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to be issued for WR posts. The procedure requires the RD to select 3 internal candidates,
note order of preference and forward their names, CVs and performance appraisals to the
DG for selection. The selected candidate’s CV is then submitted to the MoH for final
approval. Whether this procedure always produces the right people for the job can be
questioned. Clearly, many of the WRs in the case studies had good reputations with their
Ministries and other partners in the health sector. However in other countries, there have
been in the past, and there are at present, WRs left in place when Ministries of Health,
and other partners in health, have requested their removal due to poor performance.

In all but one of the case studies, the current WR is a medical doctor generally with a
public health background. In Nicaragua, the WR is a health planner. In none of the
twelve case studies is the WR a national of that country, although PAHO/AMRO and
AFRO WRs are often nationals from within their respective regions. This is less so in
the SEARO and WPRO countries. Because of the importance of WRs understanding
Regional Office procedures, AFRO has set an additional requirement of one year’s
experience working at regional level. In the AFRO and PAHO/AMRO countries, WRs
are often from other countries within the region. In AFRO six (of 46) WRs are women,
two WRs are nationals, and in South Africa, there is a National Liaison Officer, rather
than a WR. It is generally considered that there are too many political and financial
pressures on WRs for them to be nationals.”

The current WR job description is generic for all WRs globally and was developed
around 1987. It is very broad giving WRs little specific guidance but considerable scope.
Details need to be adjusted to fit each country situation, but this is left to the WR to work
out, rather than being done formally. The broad areas covered in the job description for
WRs are presented in Box 3.1. and each has 5 to 10 sub-points covering, for example,
support for Health For All, briefing for WHA, mobilisation of resources, transfer of
WHO knowledge and information, programming and evaluation, media contact,
coordination with other organisations including NGOs, and supervision and support of
other WHO staff. WR post grading depends on the size of the country, the size of the

WHO country programme and the Country Office. The grade is usually PS5, but can range
from P3 to P6."

Box 3.1 Main areas of work in the WR job description, with percentage of time. n

Briefing for new WRs and ongoing in-service education varies in the different regions.
WHOHQ is presently developing a new 2 week course for WR orientation in Geneva
which will add some standardisation to the process. PAHO/AMRO, SEARO and WPRO
provide leadership and management training for their WRs. Some WRs in
PAHO/AMRO and WPRO are invited each year to participate in the RCM and other
regional meetings. In AFRO it is assumed that staff employed for WHO should have the
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required skills and that the WRs will keep up with issues via communications and
meetings. Hence, in-service-training is not provided.

WHO Country Representatives (WRs)
The delegation of authority within WHO is formally:'2

Director General > Regional Director > Country Representative

The strength of this line of delegation and the level of autonomy permitted or taken by
the Country Representatives at country level varies considerably across the twelve case
studies. WHO Headquarters sometimes works directly with country institutions with
little reference to either the Regional Office or the WR. Although direct contact may
facilitate ease of functioning for both WHOHQ and the country institution, it can
undermine the strength and validity of the WR’s role and the reputation of WHO at the
country level by reflecting lack of cohesion within the Organisation.

In all regions the WRs must be supported by the Regional Director in order to survive
politically in the country. In Ecuador the RD has actively supported the WR in a
vulnerable situation with the MoH. On the other hand, the RD is elected by the Ministers
of Health at the Regional Committee, so s/he has to be careful about taking a stand in
support of a WR in any controversy between the WHOCO and the MoH. This web of
necessary political support influences WHO procedures and activities at both Regional
and Country levels, and gives the Organisation both unique strengths and profound
difficulties.

The level of WR autonomy not only varies in the different WHO regions, but is also less
than that of UNICEF and UNFPA at country level. Issues of autonomy relate to
independence in decision-making, use of initiative and discretion, especially in
emergency situations, movement of finances within budget strategic areas, and
mobilisation of resources. There does not appear to be a rational basis for the differences
in level of autonomy observed. An example of inconsistency between the regions is that
SEARO countries are permitted to reprogramme up to $25,000 without permission from
RO, in WPRO countries the limit is $10,000 whereas in AFRO countries nothing is
permitted. In PAHO/AMRO the WRs appear to have greater autonomy, particularly
with regard to the use of different types of approved budgets. If needs in the country
change, PAHO/AMRO WRs are permitted to move RBF country level funds from one
programme to another, provided they stay in the same Strategic area and within the
approved human resource envelope.

In the AFRO countries several WRs complained of lack of autonomy, particularly in
relation making financial decisions in emergency situations. However, in Mozambique, a
newly appointed WR was proactively seizing greater autonomy, for example demanding
information on expected HQ interventions in Mozambique. In the WPRO countries,
although financial and personnel management are highly centralised, there is some scope
for country specific negotiations for delegated authority, for instance in terms of local
purchases if this is more efficient and of lower in cost than if centralised to Manila. The
WRs in the PAHO/AMRO region can be directly involved in negotiating with donors
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and raising EBFs locally, and therefore can have more influence on the focus and
direction of the work of the WHOCO on donor projects.

UNICEF has a much less substantial regional level in its structure than WHO. One
consequence is that at country level, UNICEF staff are permitted to make a wider range
of decisions independently. This in turn contributes to the perception of the WHOCO as
weak and dependent on the regional level. In some of the AFRO case studies, UNICEF
clearly saw itself as the leader in international health work, rather than WHO.

Performance Appraisal

Performance appraisal of WRs is not consistent across all countries. In the
PAHO/AMRO Regional Office there is an associate director who is responsible for all
the WRs of the region, and meets with them regularly. In one case, poor performance
was recognised and the WR was removed after 6 months because there had been no
satisfactory improvement. Other regions do not appear to have a similar system of
dedicated supervision and support for WRs. In AFRO there are a few country examples
of 'whiere WRs have been left in place even though they were perceived to be functioning
poorly and in one case requested by MoH to be removed. In PAHO/AMRO there is some
discussion suggesting that as circumstances and the role of the WHOCO changes it may
be desirable to change the WR in order to achieve a change of approach more effectively.

Other Staff
Selection and Recruitment

The importance of WHO as a knowledge-based Organisation is significant for the other
professional staff as well as the WRs. Access to top quality professionals and their
selection and recruitment are important procedural issues faced by the Organisation.
Problems identified by the Study include:

e Limited search for qualified candidates for long and short-term international staff.
There is a tendency to rely on the central roster of potential candidates that is held in
Geneva, and data held by regional advisers in selecting new staff members and
consultants. The central roster is updated every 2 years but has not introduced new
categories of expertise. It is therefore, not a good source of consultants for the types
of expertise required to tackle the new challenges confronting the Organisation.

Until recently, posts in field projects were not advertised; but this has changed with
effect from December 1996.

* Low consultancy fees: WHO offers a maximum of US$120 per day. Some other UN
Organisations pay significantly higher: UNDP consultancy rates range from $220 to
$400/day, while World Bank rates range from $220 to $700/day depending on the
skill and seniority of the consultant, and can go as high as $1,000/day in special
circumstances. UNICEF pays $80 to $120/day, similar to WHO. Bilateral aid

agencies usually pay high commercial rates. Low fees may limit WHO’s ability to
attract top specialist consultants.

e Long delays in processing recruitment: it can take more than a year from
advertisement to commencement of duties. However, some of the delays are outside
the control of WHO. For example the Study team were told that it can take 6 to 12
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months to obtain national clearance of a proposed candidate by the Bangladesh
Government.

Since Thailand now has many highly skilled professionals who can make requests for
sophisticated advice, the country only wants high level consultants with specialised
expertise, particularly as many of its own staff can give advice on general programme
matters. Many senior health professionals now consider the level of the traditional
WHO consultant to be totally inadequate, and even insulting, in the present Thai context.
The poor quality of many of these consultants was frequently commented upon. (Thailand
Report, p.12)

Use of short term staff

Because of zero growth of WHO's regular budget, the Regions and Country Offices have
had to take coping measures to accommodate inflation and other cost increases, e.g. in
some regions, staff vacancies have been frozen or deleted and duty travel reduced. In the
WPRO countries the 1992-93 biennium was the first period this struck really hard,
resulting in a series of frozen and semi-frozen posts. Meanwhile, where there are donors
willing to provide funding, STPs and STCs are used to cover essential work.

Partly in response to budgetary pressures, WHO is making greater use of shorter
contracts (STPs and STC) of 3 to 24 months.”? A consequence of this, in addition to
giving greater control over personnel expenditure, is that it gives the Organisation the
opportunity to be responsive to the changing staff skill mix needed within countries.
Long-term staff who stay in the same position over many years can become resistant to
change, inhibiting implementation of new initiatives (e.g. in Ecuador). The time of
long-term professionals within WHO may be over, with more frequent change on the
horizon. This means that there is a need to create selection, recruitment, monitoring and
evaluation systems that can cope with frequent changes in staff. The customary practice
of frequently renewing STPs and STCs will also have to change.

In-service Training

In-service training and professional development of staff also varies between the regions.
It is given most importance in PAHO/AMRO, where emphasis is placed on upgrading
the formal qualifications of staff (masters degrees for example). This includes the use of
educational leave. Officials at AFRO clearly stated that they expected staff employed for
WHO to have the skills required and therefore not need in-service education. With
greater use of shorter contracts, rather than long-term staff, then approaches to the
necessity and type of in-service training will have to be considered.

National Professional Officers

Local professional staff, or National Professional Officers (NPOs) are used most
extensively in AFRO and PAHO/AMRO, with few in SEARO or WPRO (but 30 in
Bangladesh). NPOs are recruited and employed locally, with salaries established by the
UN system, between the WHO Professional and General Service levels, making them
significantly less expensive than international staff. In AFRO, NPOs are presently
employed on SSAs (special short assignments) but the intention is for them to become
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fixed-term WHO staff with 2 year contracts. This has to be approved by HQ, after a one
year probation period. However, the lengthy procedure involved in establishing the posts
as fixed-term, causes long delays and staff shortage problems for some AFRO Country
Offices (e.g. Cameroon). In PAHO/AMRO, NPOs are fixed-term WHO staff, usually
with more definite employment status than the international staff.

The employment of national experts in WHO offices is a contentious issue. In favour of
the using national experts in WHO offices is that, apart from their technical expertise,
they have the advantage of greater degree of familiarity with the local culture than
expatriate staff. Furthermore, national staff cost less to employ than expatriates of
similar grades. But there is an inherent anomaly in this policy in that WHO normally
provides expertise that is not available within the country. National experts, who would
normally be employed by national institutions, are not available to the Ministries of
Health because of low national salaries and other poor conditions of service. The use of
nationals in WHO's Country Offices, widely practised in the African region, provides a
short term solution to a deeper problem about the human resources policies of many
developing countries. WHO should use its influence to persuade member states to
develop more realistic human resources policies that would enable them to recruit and
retain their own trained nationals. In addition, WHO should review and make explicit its
policy and rationale with regard to recruiting national staff.

Employment of NPOs has advantages of providing the WHOCO with local knowledge of
the country situation, at less expense, and with more control, as MoH and WRs select
NPOs. Thus, with greater numbers of NPOs, there will be fewer international posts, so
the Regional Offices will be less involved in staff selection. On the other hand, WRs may
face pressures from government to select individuals not best suited for NPO positions.
Thus criteria and procedures must be transparent and WRs need training and RO support
in staff management and appraisal. In PAHO/AMRO such management training has
recently been introduced.

In the AFRO countries NPOs were the primary mechanism used to make up Country
Teams in order to strengthen the Country Offices from about 1986. The aim was for all
countries to have at least one NPO for the Disease Control Programme, and then select 3
or 4 additional NPOs to cover other programme areas. The structure and composition of
Country Teams has to be approved by the RD. In AFRO and PAHO/AMRO, some
NPOs receive briefing/training at the Regional Office. In PAHO/AMRO, others may
receive training by participating in sub-regional meetings.

In the AFRO countries, there are few international staff (other than the WR) in the
Country Offices. There is more of a combination of international staff and NPOs in the
PAHO/AMRO Country Offices with the WR usually supported by at least two other
international staff who tend to be in leadership and coordinating positions. It seems that
this is a deliberate policy. There does not appear to be any other rationale as to whether
staff recruited should be international or NPO.

3.4 Communication

Both contextual factors outside the control of WHO (such as communication
infrastructure) and the multilevel and hierarchical structure of the Organisation influence
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the nature and speed of communication. The possibilities for effective communication
within and outside the Organisation across all the regions have recently been improved
by using local computer networks, computerised financial and administrative systems, e-
mail and the Internet. The WHOHQ website provides the opportunity to obtain a wide
range of technical documents as well as EB, WHA and RCM resolutions and documents.

Communications with Regional Offices

The ROs are a main source of administrative and technical support for the WHOCOs.
The strength, relevance and speed of this support varies between the different regions.
For example, in WPRO, the RO style of operation is highly centralised but responsive to
country needs and requests. In PAHO/AMRO the WRs appear to have greater autonomy,
and receive significant support through sub-regional meetings. In SEARO
communication between the WRs and RO is less direct or supportive, and WRs are
viewed as lacking skills for effective programme implementation.M There have been
improvements in AFRO in recent times, especially with wider availability of e-mail,
improved disbursement procedures and the possibility for the WRs to have direct contact
with the RD if there are any problems.

AFRO has introduced a system of a week long orientation in Brazzaville for new
Ministers of Health. However, the WR does not accompany the Minister to AFRO during
this formative time. WPRO provides new Ministers with orientation packages and
arranges visits to the RO. PAHO/AMRO uses sub-regional meetings to assist new
ministers in becoming familiar with the Organisation.

Regional Meetings

Countries send a delegation to the annual Regional Committee Meetings (RCMs),
usually consisting of the Minister or a Secretary of Health and selected technical staff.
Some WRs also attend. In all the Case studies the RCMs are seen as more relevant fora
for discussion of country issues than the WHA. Several regions can demonstrate
important regional or subregional policy initiatives which are seen as very relevant for
countries. RCMs thereby: have a potential political impact on countries’ health systems,
probably stronger than the WHA. Key interviewees for the Study did however express
some concern that Ministers of Health may be more concerned about potential future
work with WHO and thus not voice their true opinions. Also, the RDs are elected by the
Regional Committee. Thus the membership nature of the Organisation creates a “two-
way need to please” that can bias interaction and voting.

There are many and varied interactions between the Bangladesh WHO Office and
programme staff in Headquarters and the Regional Office. In general terms, this
support is seen to be very variable, largely depending on the strength of the WHO
Headquarters programme. For instance, support is perceived to have been strong from
the larger programmes, such as those for diarrhoeal diseases, ARI, EPI, essential drugs,
malaria and vector-borne diseases. However, it has been more variable and problematic
in the difficult areas of human resources development, for such topics as medical and
nursing education, and the organisation of primary health care.

(Bangladesh Report, p. 12)
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Ministers of Health from the SEARO countries rarely attend the RCMs so SEARO
established a special meeting for Health Ministers at a cost of about US$35,000. This
initiative has now broadened into a mechanism for more vigorous interaction among the
Ministers of Health in the region. SEARO also runs a meeting for Secretaries of Health
to review reports from the Executive Board and Regional Committee Meetings.

Communications with Headquarters

In the Case studies there seemed generally to be little direct interaction between the
WHOCOs and WHOHQ. The situation does however vary greatly between regions.
Whereas there is very little direct interaction in WPRO and PAHO/AMRO countries,
countries in SEARO and in particular AFRO are practising much more of an open door
policy, where initiatives may be taken as much by HQ than by the countries/regions
themselves. Most HQ direct interaction with the country is in relation to the special
programmes, and then often with the relevant institution and less through the Country
Office. The various HQ programmes attempt to keep the WHOCOs informed through
copies of relevant written communication which is forwarded to the ROs for distribution.
However, it seems that in some regions/countries there is either insufficient or a
breakdown in this form of communication. One WR commented that he only hears from
HQ when there is a problem, and that he resented being used as a post-box for messages,
when he is not involved in any other way.

TDR and HRP at WHO Headquarters have been strong supporters of institutional
strengthening in Thailand since the mid-1970s and more recently, in fact, these two
programmes have been drawing on this national capacity for support to international
research activities. These two programmes operate fairly independently of the WHOCO

staff, although they do keep them informed on new agreements and their progress.
(Thailand Report, p.11)

Staff from one headquarters division, in providing information for this Study, identified

the following as factors presenting critical barriers to their effectiveness at country

level: "

o Complex administrative procedures that prevent quick action, notably in the supply
of drugs, monitoring and evaluation activities and in organising workshops,

e Lack of quick and efficient channels of communication with WRs and national
programme managers,

o Difficulties in coordinating activities with Regional Offices.

Channelling all WHO's work in a country through the WHOCO is seen by WHO as the
best means of ensuring effective coordination of work at the country level. "Briefings
prior to meetings of Regional Office and headquarters staff with high-level national
officials and immediate feedback following such meetings, keep the WHO
Representative informed about direct contacts between WHO and the government and/or
other national institutions".'® WHO recognises that there is a need for improved
communication in order to give the fullest support to the WHOCO and to promote unity
of the Organisation's action at country level. The experiences in the case studies show

that the complexity of the Organisation, in addition to regional differences, can create
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difficulty in communication, especially when there appear to be no consistent procedures
or management to ensure their implementation.

World Health Assembly

The Study found that the RCMs are seen as more relevant to individual countries than
the broader, more global WHA. This has implications for communication and
dissemination of policy decisions from HQ to country level. One role of the WHOCO is
to brief country delegates attending the WHA. Information from the case studies
indicated that preparation for the WHA (and RCMs) tends to be scanty, and depends on
the timing of arrival of the briefing documents from Headquarters and the Regions.
Overall it seems that depth of value of these global meetings are not being achieved in
many countries. Some country officials, in comparing the RCM and the WHA, noted that
the politics and dynamics of the WHA was largely determined by the traditionally strong
“northern/western economies”, they have more resources for preparation and pursue their
agenda through the WHA, whereas many delegations from developing countries feel
disempowered.

Briefing of MoH Staff to the WHA: Tanzania

WHO delivers the agenda and papers on the various items for debate and discussions for
the World Health Assembly (WHA) to the MoH. The MoH might on occasion ask for
explanation from the WHOCO, but there is no mechanism for detailed discussion
between WHO and the MoH. ..... For the past two WHA sessions, the WR planned his
home leave to coincide with the meetings in Geneva and has therefore been able to
attend (not as a formal member of the Tanzania delegation). It did not appear that
Tanzania prepares a strategic plan for attendance at the WHA. No major briefing
meetings are held among the various divisions of the MoH by way of preparation for the
WHA. There are also no formal debriefings of MoH, when the delegation returns from
the WHA, but reports are made to Regional Officers meetings. Currently Tanzania is a
member of the Executive Board of the WHA. Thus, preparations for the WHA need to be
improved. (Tanzania Report, p. 16)

4.5  Costs of running WHO Country Offices

Concern is often expressed about knowing and controlling the administrative costs of
running a service. However, identifying what this means is not straight forward. The
costs of running a WHO Country Office could be specified to include: facility rent and
maintenance (electricity, cleaning, grounds); salaries of the WR, his secretary and
administration officer; vehicle costs and maintenance; related office costs: phone, fax,
postage, stationary etc. These types of costs that are linked to a specific programme
(such as Malaria Control) are most correctly called programme administration rather than
costs of running the office. Thus very specific and detailed activity and financial
information is needed, and must be consistent across countries and regions before any.
comparisons can be made on administrative costs. This level of detailed financial
information is not easily available and was not collected by WHO for the two biennia
covered by this Study. ‘
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It is important to note moreover, that the role of the WR is technical rather than
administrative. Functions of advocacy and advice require WR time and skill, and can
have a significant impact on policy and planning within a country, without using
additional WHO funds. The question of administrative costs, as with other programming
and financial issues, should be aimed specifically at achieving the most effective focus
and use of WHO’s scarce resources. Information on some major components of costs for
running the Country Offices has been obtained from WHOHQ for 1996-97 and compared
across the case studies, as presented in Table 3.1. These amounts include: salaries of the
WR, the administration officer, secretary and driver, plus costs of stationary and supplies
etc. In all countries the WR, and in several countries the administration officer are
international staff members, which has important cost implications.

Table 3.1 WHO Country Offices: selected “administration” costs

Country Total No. of staff | International Total
- Programme WHOCO | included |staff included Admin | Admin %
RBFs 1996-97 Staff in Admin in Admin | Components | of RBFs
Cameroon 1,409,627 15 4 2 780,600 55.4%
Ethiopia 2,612,245 16 8 1 730,000 27.9%
Mali 2,184,861 20 4 1 698,800 32.0%
Mozambique 1,973,753 9 4 1 697,900 35.4%
Tanzania 1,918,212 19 7 1 614,900 32.1%
Ecuador 1,507,937 51 5 1 671,200 44.5%
Haiti 3,569,563 79
Nicaragua 2,140,344 70 4 1 590,000 27.6%
Bangladesh 11,097,459 58 16 2 1,010,700 9.1%
Thailand 5,595,088 17 11 2 967,200 17.3%
Cambodia 2,081,580 73 5 2 943,200 45.3%
PNG 3,121,952 18 8 2 865,200 27.7%

Source: WHOHQ

Administration costs showing as a high percentage of total RBFs may be as a result of
the country programme being small, with little other support than the WR himself (e.g. in
Cameroon) or recent one-off acquisitions of office equipment (as in Cambodia). Regions
record these expenditures differently, and there is a need to go to the detailed accounting
level to trace expenditure in a comparable way. Where there are heavy executing or
operations support functions including the management of a high volume of funds, the
administrative capacity needs to match this. Whether this is the cost of the CO office per
se, or an overhead expenditure that should be recorded under the programme concerned,
needs to be defined. The same applies to the growing interest in technical cooperation
among countries, and how expenditure incurred in WHO’s facilitation function should be
accounted for. Hence, such figures must be treated very cautiously.
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3.6  Processes for planning, implementation and evaluation of WHO
collaborative programmes

WHO managerial process and regional applications

In the Eighth GPW reference is frequently made to WHO managerial processes, and the
importance of ensuring optimal use of WHO resources in support of HFA and
strengthening country health systems based on primary health care, in a sustainable way.
The components of this managerial process are listed in Box 3.2, and form the
framework for the next sections of this chapter.

Box 3.2 Key Components of the WHO Managerial Process'’

ral Programme of Work (6 years)
get (2 years) - Regional

3.6.1 Planning and Programming

Each region has a detailed set of procedures which guides the implementation of the 5
key managerial components listed above, for example AFROPOC'® and AMPES."” An
overall summary of the process and timing is presented in Box 3.3. The details differ
from region to region, with the only points of convergence being the submission of
proposals to the Executive Board and the World Health Assembly.

Box 3.3 Summary of the Planning Programming Process for the 1998-99 biennium

Note: months specified vary in the different regions.

The planning and budget process for the 1998-99 biennium started in August/September
1995 with the regions notified of their indicative planning figures by the Director
General. The Regional Directors review their indicative figure and decide what
percentage of their total allocation will go to Country and Regional budgets. For
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example, in AFRO approximately 60% goes to Countries, in SEARO it is 75%. Country
allocations are calculated and WRs notified of the indicative country budget figure for
technical activities for the biennium in about January 1996 (2 years before the start of the
biennium). Initial plans from the countries are forwarded to the Regional Offices and
RCMs, and thence to the EB and WHA.

The DG has the authority and prerogative to change the proposed regional budgets. It can
be seen from examining subsequent regional budget proposals that the approved budgets
are often somewhat adjusted from the original proposals. When this happens the Region
has to cascade the adjustments to its divisions and country budgets. Once the country
budget is approved, WRs and MoH prepare detailed action plans in about
September/October for the following year. The RO provides budget figures for each
programme (based on MoH/WHOCO earlier planning), but these can be altered on
request of the MoH if the country priorities have changed. The Country Collaborative
Plan forms a contract between the MoH and the Regional Director™ (rather than the
WR)..

Planning and RBFs

WHO's regular funds are obtained through contributions levied against member states. In
recent years less than 100% of calculated contributions have been received. Despite this,
RBFs have the advantage of being relatively reliable and under direct WHO control. The
allocation of WHO's regular budget is made in the first instance by making block grants
to regions which are then subdivided to individual country programmes, with anomalous
results (see Chapter 4). The process is not currently transparent, and is to be reviewed to
take into account the population of the region, health needs, percentage of GDP devoted
to health, and specific health indicators.”!

PAHO member countries pay a contribution directly to PAHO in addition to their WHO
membership fee. Thus the PAHO/AMRO budget includes both PAHO and WHO funds.
In 1990-93 PAHO RBFs were more than twice the AMRO share of WHO RBFs, and the
EBFs represented half of the total budget. The WHO contribution to the region was 17%
of the total budget, and this proportion has been declining over recent years.”?

The RBF allocations from Regions to countries are generally based on historic levels,
and can be difficult to change, or to make allowance for new member states, e.g.
Cambodia. In PAHO/AMRO the calculation of the RBF allocation for each country was
originally based on a formula involving population, GDP per capita and incidences of
key diseases, with the intention to promote equity in the allocation. However the formula
is not applied rigorously and simply sets the framework for the budget allocation. Care
is taken that each year’s RBF allocations relate to the previous year’s level.

AFRO attempted to rationalise and improve equity in the budget allocations to the
countries using a formula involving thirteen health based criteria.’> The formula was
meant to be applied to one third of the budget for 1996-97, two thirds for 1998-99 and
100% for the biennium 2000/01. However, when realising that applying this would mean
that some countries would lose 30% to 40% of their country allocation, the formula was
not approved by the Ministers of Health at the RCM in 1995.%* Thus, the aim for
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rationalisation and equity in the budget allocations had to be abandoned, and the
historical basis continues.

In all the case studies, in addition to the country programme budget, RBFs were received
from HQ and RO programmes (see Figure 4.1, page 49). These funds had been planned
at HQ and RO and not coordinated with the WHOCO/MoH planning process. The EB
acknowledges the importance of coherence between all WHO inputs, and suggests that
there should be only one WHO country strategy, planned and monitored at country level
under the WHOCO rcsponsibility.25

The nature of technical operations support between WHO and the country is in many
ways different from the way other donors assist the countries. The volume of RBFs
available for the countries is agreed upon as part of the budgeting procedure well in
advance of the actual year of implementation, and through a process of negotiation that
largely takes place outside the country, collectively through the RC. RBFs are small but
predictable and dependable. How the funds should be used, is generally a matter between
the WHOCO, the MoH and the Regional Office. This is not usually coordinated by the
government’s external aid or planning division, and not reported in the same way as
other donor programmes in aid coordinating meetings, where such exist. Other partners
in health are often not aware of the use of the WHO contribution within the national
health system. In some countries MoH staff expressed the desire to have more direct
control over the WHO resources.

Priority Setting and RBFs

Through the WHA and WHO’s role as the directing and coordinating authority on
international health work, member states collectively identify priority health problems
throughout the world and define policies, strategies and targets to cope with them. These
are outlined in the successive General Programmes of Work. Thus WHO does not
infringe on national sovereignty, but advocates the adoption of policies that member
states have themselves collectively defined. Priority areas within the overall GPW are
arrived at within country through dialogue between government officials and the WR,
and an assessment of the country’s needs, and reflected in the Country Programme
budget.

WHO’s resources are intended to supplement and develop national resources, and to
mobilise external resources.”® Governments assume responsibility for the work of WHO
and the use of WHO resources in their country, under the condition that WHO resources
are used only for activities that are consistent both with defined national policies and with
the international health work policies agreed upon collectively by member states. WHO’s
resources should therefore be “invested primarily in spearheading development; they are

much too limited ...... to share national recurring expenditures”. 27

As outlined in chapter 4 the size and focus of WHO collaborative programmes in the
twelve case studies varied considerably. Detail on the overall focus and strategies for the
WHO country presence also varied greatly. In some countries this could only be
determined by examining the budget proposals, whereas in other countries it was clear
that priorities were developed first, and the planning and budgeting followed. Priorities
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and focus of functions such as advocacy, advice and capacity building could not be
determined in several countries.

Priorities specified in the GPW and RCMs are meant to be reflected in the Country
Collaborative Plans. In turn, country priorities collectively feed into the GPW at the
WHA, EB and RCMs, reflecting a complementary top down and bottom up process.
However, there is no systematic mechanism for achieving this in relation to specific
country contexts, and particularly health service capacity and the actions of other donors
in the health sector in each country.

The Eighth GPW lists criteria for selecting areas for WHO involvement generally, and

for determining country level activities.”® Programmes should:

e be directed towards problems of major importance in terms of public health,
particularly for underprivileged and high-risk population groups

¢ have the potential to make progress in solving the problem

e have a strong rationale for WHO’s involvement: covered by the constitution,

_ resolutions, or national, regional or global strategies for HFA

e give rise to the establishment and sustained implementation of countrywide health
programmes

o build national capacity and self-reliance
involve activities that can be satisfactorily developed and maintained by member
states at a cost they can afford and with the human resources available, or which
could become available with appropriate training.

¢ be likely to attract external resources

The delineation of these criteria are too broad and non-specific alone to be helpful in
priority setting in any individual country, especially where information and human
resources for planning are weak. The resource criterion, with no time-span, appears to
contradict other stated objectives of directing resources to countries in greatest need, and
especially to populations at risk. The criteria of focus, capacity building and
sustainability appear to question the appropriateness of fragmented programmes that
were seen in several countries especially in Africa (e.g. Mali and Cameroon).

Global level priorities such as Drugs and Reproductive Health are not necessarily given
priority at regional level, even though they may be country priorities. On the other hand,
if a designated Regional priority area is not covered in the proposed country budget, the
Region can suggest changes or use RO funds to fill the gap. In WPRO, this applies
particularly to eradication of poliomyelitis, and Health Policy and Systems where the
region has made special efforts to get WHOCOs to prioritise activities in these areas.
Some programmes, such as TB, need to stay at a certain size to be effective. Sometimes
countries are encouraged to adopt programmes that they might not consider priorities.

WHO regional policies act as a push for the adoption of policies at country level.
Following Government endorsement, the New Horizons in Health initiative in
association with the Healthy Islands concept now forms the main thrust of 1996-2000
National Health Plan. Polio eradication has also been pushed at WHO Regional level.

While the PNG Government was initially reluctant to adopt the campaign it subsequently
did so. (PNG Report, p. 16-17)
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This type of encouragement is an important part of WHO advocacy, requiring skill to
avoid tension. In AFRO it was acknowledged that there are problems in accommodating
different sets of priorities from the three levels of the Organisation.

Finally, in many of the regions, Ministries of Health have a number of strong fora in
which to meet and develop regional and sub-regional priorities, programmes and policy
positions. For example, the Andean and Central American Group of countries, the
Southern Cone, and ASEAN provide opportunities, among others, for sub-regional
policy priorities and discussions. As a result, health sector development priorities may
be established at a regional level by the Ministries of Health themselves.

Planning, priority setting and EBFs

As outlined in Chapter 4, EBFs form a significant portion of WHO funding in all the
case studies. EBFs coming into a country may be for Common Global Functions as well
as for Country Specific Activities. Although the study has not separately examined the
amounts of financial support to these two main sets of functions, important differences
are recognised. This section deals with EBFs for Country Specific Activities rather than
Common Global Functions. Whereas programming and priority setting for WHO RBFs
are controlled by the the organs of WHO and Ministries of Health, EBFs are somewhat
more under donor control. In addition, EBFs are relatively less long-term and less
reliable than RBFs.

At the time of preparation of biennial budget proposals, WHO Regional and Country
Offices have uncertain and incomplete information on the amount of EBFs that will
eventually be available for country programmes during the biennium in question. For
example, in the 1994-95 budget proposal for Ecuador, (dated July 1993) $721,600 was
listed for total EBFs.”’ In the budget for the following biennium (dated August 1995),
where the approved budget for 1994-95 was presented, the amount listed for Ecuador
EBFs was $6,217,400 , representing a nine-fold increase. In several countries the level of
EBF expenditure (compared to approved budgets) is over 100% (Ethiopia, Mozambique
and Nicaragua) and in some cases, over 200% (Tanzania and Cambodia). This is partly
because more EBFs were made available to WHO for its country programme during the
biennium, than could be confidently budgeted for. Conversely, $74 million of EBFs was
anticipated for 1994-95 in Bangladesh but only $14 million was spent, due to slow
project implementation and non arrival of funds. The implications for this on
programming and priority setting depend on the extent of discussion and project
planning that has been done with the donor (which is often extensive) prior to the arrival
of funds. In some countries EBFs tend to be for specific, relatively short-lived projects,
rather than longer-term development, though there are some notable exceptions such as
in Cambodia. WHO has to determine how to balance the use of RBFs in relation to
EBFs, and as ongoing EBF availability is uncertain, this can at times be a difficult
juggling act. In regions such as PAHO/AMRO and WPRO, the RO served an important
function in optimising and managing the RBF/EBF mix.

In addition to those managed through the WHOCO, EBFs may also flow to the country

directly from HQ to other national institutions, making it difficult to manage the totality
of WHO resources as a unified whole. WHO acknowledges the present lack of a WHO

38



policy framework for managing EBFs to improve integration of activities funded through
RBFs and EBFs,*® and lack of guidelines on handling EBFs in the context of overall
WHO priorities.3l

There appears to be a trend for negotiations regarding EBFs to be held more often at the
country level providing the opportunity for creating country-specific strategic
partnerships between a donor, the government and WHOCO. There are obvious strengths
and weaknesses to this approach. If EBFs are not focused on country priorities there are
potential problems of sustainability when the EBFs are phased out, and the government
is expected to continue funding. In some case studies this opportunity was missed by
WHO, e.g. the WHOCO in Bangladesh missed the opportunity to participate in planning
the use of some World Bank funds due to an oversight of budgeting.32

WHOROs and COs can assist in mobilising additional EBFs, but formal acceptance of
any EBFs must be by the DG, to ensure compatibility with WHO priorities and values.
This is somewhat different for PAHO/AMRO, where, if the EBFs are raised under the
auspices of PAHO rather than WHO, it is not necessary to obtain approval from the DG.

In the twelve case studies EBFs have been more concentrated on specific strategic areas
(i.e. Integrated Control of Disease, see Figure 4.7 page 54), while RBFs are generally
spread more evenly across strategic areas. EBFs cover a greater percentage of priorities
established by the Executive Board than RBFs do, and this trend is expected to continue
through 1998-99.> The level of EBFs to AFRO have declined across the region which
has created serious resource implications. PAHO/AMRO has received the largest
amounts of EBFs. EBFs provided by specific donors can be flexible or rigid depending
on the degree of earmarking applied by the donor(s) providing them. The “tying” of
EBFs to specific programme and project activities becomes a critical issue at country
level when funds either arrive late or are cut at short notice by a donor. The WHOCO
cannot use RBFs to substitute for EBFs because of the very large risk that the activities
budgeted for using RBFs would go un-funded due to further delays or set-backs in
expected EBFs.

Financial Management and Planning

The Study found a general lack of clarity in financial information regarding total WHO
support to individual countries from the multiple, and seemingly uncoordinated, sources
of WHO funds to a country (see Figure 4.1, page 49). The Study Team were not able to
obtain from any one source a clear and total picture of all WHO funds to each individual
country. The WHOCOs and WHOROs, for example, may not have details on funds
entering the country from HQ. (e.g. TDR, HRP and UNAIDS). This may weaken country
level planning and mar the reputation of the Organisation, demonstrating lack of
cohesion. At present there is no collaborative effort from the three levels of the
Organisation to develop a unified WHO programme with government to underpin the

country’s own national health strategy, despite frequent calls for this by the Executive
Board.

In addition, information on expenditure at country level received from HQ, RO and COs
often conflicted due to incomplete or lack of understanding of information, especially at
the country level. Some of the information obtained for this Study from the Country
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Offices in AFRO and SEARO could not be used, as there were too many discrepancies
with the information received from the Regional Offices. SEARO was not able to give its
specific RO Intercountry budget expenditure for the two case studies in that region.

3.6.2 Implementation and Monitoring

The Eighth GPW states that it will be implemented as a cooperative effort of
governments, WHO, people in all walks of life, health personnel, NGOs and other
concerned organisations.34 While ideally this may be so, such a statement has the
potential to dilute WHO’s responsibility for implementation (and evaluation) of the
GPW.

The results of the planning procedure culminates in detailed programme and budget
documents for each region, outlining the budget and focus for each country and the
Regional Office divisions. However the overall process (6-year, 2-year and 1-year cycles)
is cumbersome and time consuming, placing heavy administrative burdens on the
WHOCO and MoH (Cambodia p.11; Tanzania p.38; Bangladesh p.15). The
administrative workload for a Ministry to receive WHO funds involves at least:

e participation in the 2 year planning cycle (with revisions until signed)

o development of an annual plan of action (with revisions until signed)

« submission of a specific request for an item on the plan of action to CO then to RO.

o submission of justification of funds used when activity completed to CO then to RO.

This long process, is not easily responsive to changing country needs, and often results in
the need for reprogramming budget lines at a later date, further adding to the MoH
administrative burden. Reallocation of funds between budget lines seems to be possible in
all regions, once requested by the MoH and substantiated by the WR. In some countries,
the observed low expenditure of the WHOCO budget, even though the country was
desperate for funds, was attributed to the high administrative workload and lack of MoH
capacity (e.g. Cameroon, p.9). This has been acknowledged by PAHO where it has been
proposed to abolish the annual budget plan and to make less frequent work plans (six
monthly). It is notable that there is little support offered from the Regional Offices where
there is low capacity in government and/or the WHOCO for preparing the Country
Collaborative Plan.

Overall it appears that RBFs and EBFs are treated in the same way for disbursement and
accounting (but not in planning and priority setting), that is, the same procedures of
approval for staff recruitment and disbursement of funds are used for EBFs and RBFs.

Reporting Procedures and Monitoring Activities

The Eighth GPW states that continuous monitoring against targets will ensure that
activities selected for implementation are proceeding according to plan.35

Activity monitoring and financial management are closely linked in all the regions.
PAHO/AMRO and WPRO have computer-based monitoring systems that show progress
of activities implemented and the financial consequences. This is an interactive system
that can be managed at the country or regional level. Such a system is planned to be
implemented in all regions. The country governments, in accepting responsibility for
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management of WHO resources, are also expected to have sufficient accounting control
and auditing procedures to demonstrate appropriate use of WHO funds, but this level of
capacity is often not available and adds a further burden on the MoH. A consequence is
either to dilute the responsibility of the WHOCO in some cases (e.g. in AFRO and
SEARO - “the MoH doesn't cope so we can't do anything ") or, to cause the WHOCO to
assume the role of the MoH (as indicated to some extent in the PAHO/AMRO countries).

The type of financial information available at some of the Country Offices is accounting
rather than financial management information and thus not readily helpful to overall
management. There are no documents showing original budget figures against
expenditure to date. The information the WRs are provided involves disbursed and
unliquidated obligations. The 1998-99 proposed budget document provides for the first
time, information showing original budget figures against expenditure.36 It also includes
products to be achieved at each of the 3 levels of the Organisation. However, many of
these are not very specific, and/or not easily measurable, and WHO acknowledges that
there remains a considerable amount of work to be done in this area to support
monitoring and evaluation of implementation.’

Despite many monitoring and reporting activities the Study found a general lack of
analytical and evaluation skills in WHO at the country level. The quality of monitoring
depends on the required procedures, the WHOCO capacity, the available information and
the use made of the activity reports. In many of the case studies at least one of these
factors was found to be weak, as indicated in the example below from PNG.

(In PNG) importance is placed upon financial accountability, with detailed financial
reports sent to Manila on a monthly basis. In Manila, a readily accessible storage and
record retrieval data base is operational. The extent, and success to which programs are
monitored was however found to be variable. The Study Team found that whilst Country
Representative semi-annual reports and mission reports  documented activities
undertaken within a specified reporting period, it was difficult to gauge overall program
impact and the extent to which progress had been made over time. Critical appraisal of|
program activities was generally absent. An annual report appraising WHO country
activities would be a useful adjunct to present reporting requirements. Similarly,
infrequent reference to previous consultant recommendations were made making it
difficult for the reader to judge whether recommendations had been instituted or not.
Assurance was given that this was in fact the case. There was a recognised need to revise
the evaluation process. Monitoring, particularly of disease control programs is
constrained by deficiencies within the health information system. (PNG Report, p. 18)

Similar findings were recorded in several of the case Study reports, including those for
Ethiopia, Mozambique and Haiti.

In the PAHO/AMRO countries activity and financial monitoring occurs through the Four
Month Progress Reports. In the AFRO countries, WRs send reports every 3 months to
explain what activities have been implemented and why other activities have not been
undertaken. Generally the reports are not problem oriented, nor is there any feedback
from the Regional Office to the WRs on the contents of these reports. An examination of
the expected and actual outcomes provided by the WHOCOs as part of the data
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collection for this Study, also shows a general lack of analysis or problem recognition.
As a consequence the Organisation loses important opportunities to learn from problems
and improve implementation.

Auditing

There is external auditing of WHO Headquarters and Regional Office financial accounts,
but not at Country Offices, (as they do not keep separate accounts). The Regional Offices
do periodic internal audits of Country Office procedures, and the use of local imprest
funds. In PAHO/AMRO countries, an internal audit i1s done on appointment of a new
WR so that they can start the new regime with a ‘clean slate’. If there is to be increased
WR autonomy in other regions, with more wholesale allocation of authority to spend
“stickers”,”® then more frequent auditing at Country Office level will become necessary.
Whether auditing at country level should be external or remain only internal is an issue
that the Organisation will need to consider. The costs of external post-auditing could be
offset by more simplified planning and expenditure approval processes (or pre-auditing).
The external auditors reports for 1994-95 and 1996 discuss the need to strengthen the
role of the Organisations internal audit units.*

3.6.3 Evaluation

The final step in the WHO managerial process is evaluation. The Eighth GPW states that
the efficiency of activity implementation and its impact will be evaluated against the
targets spe,ciﬁed.40 Although there is regular monitoring of routine activities and
financial expenditure at Country Office level, there appears to be less longer term
evaluation of products or outcomes of WHO activities, PAHO/AMRO countries possibly
being the exception.

The Ninth GPW acknowledges that the evaluation of WHO’s own work needs to be
strengthened and recommends that there will be increased use of external evaluations.”!
However, many WHA and EB documents have previously and repeatedly stated the need
to improve evaluation: for example, in 1985 “... urged the regional committees to
increase their monitoring, control and evaluation functions.....and to include in their
programmes of work the review of WHO’s action in individual member states..”.* and
in 1996, “Evaluation was the weakest component of the Organisation’s management
process. ... Objectives and appropriate indicators were often not well defined ...”.*?
These are just two of many examples where the Organisation itself recognises its
weaknesses in these areas, but appears slow, and/or uncertain as to how to overcome the
difficulties, or to improve its skills and activities in monitoring and evaluation. As part of
the process on the WHO Response to Global Change, efforts are underway to provide
overall guidance for a Programme evaluation process.44 However, this guidance is not
yet tested or implemented.

At present here is still no overall system of monitoring and evaluation which sets
principles and criteria to cover all WHO activities financed by regular and extra-
budgetary resources, and which define what kind of evaluations should be carried out
(and by whom) at country level. The Study finds considerable regional variation in
monitoring and evaluation policy and practices, and low priority given to evaluation as a
tool for critical reflection and learning in the Organisation. Few evaluation reports were
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found of large individual programmes in most countries, and most evaluations reports
were of programmes with large extra-budgetary funding initiated by external donors.

At the country level there is no established practice of carrying out programme reviews
to assess the overall policy and direction of the collaborative programme and the
operations of the WHOCOs. PAHO/AMRO has introduced an Annual Evaluation of
Technical Cooperation (EAP), and a joint evaluation of overall PAHO/AMRO
effectiveness at country level which is conducted by the CO and MoH every four years,
but there seems to be irregular practice and little substantive evidence of use of
evaluation results found in the case countries.

The complex area of impact measurement of WHO collaborative efforts has so far
received little attention. Some individual programmes have developed performance
indicators - mostly at output level and rarely at outcome or impact levels. In Thailand, a
number of “products” are listed for each programme, and the programme later evaluated
against these products.

There is also a lack of effort to assess WHO activities with low specificity and often
marginal monetary inputs, like strategic objectives for advocacy, health promotion,
interaction and facilitation through other actors, and against overall goals like national
capacity building, or equity. It is not reasonable to expect that WHO’s relative
contribution to complex long term national goals should be measured precisely, but it is
important to assess whether WHO inputs are relevant to such issues, and discuss how
WHO contributes jointly with other actors.

The principle of self-evaluation has been adopted in WHO to ensure optimal use of the
evaluation process and its results, and in order to provide an opportunity to learn from
experience.”’ There seems however to be an unclear definition of “self” and
consequently who initiates, coordinates and responds to evaluations. The WHOCO and
national stakeholders should be part of joint evaluations, but external participation and
active involvement of a third party in initiating and following up evaluations would have
strengthened the legitimacy, regularity and utilisation of evaluation results.

There are both aspects of control and learning in evaluations, where the control function
provides better accountability, while the critical assessment and reflection contribute to
internal learning and improvements - and both seem to be missed (or under-utilised)
opportunities for WHO at country level.

The procedures adopted by the special programmes in evaluation, using peer review and
independent external evaluation, are more rigorous than for other aspects of WHO’s
work. Whilst HRP and TDR regularly subject their activities to careful evaluation, the
regular budget programmes rarely do so. For example, TDR has periodically reviewed
and reported on its capacity strengthening programmes to assess to what extent trainees
have completed their studies, have returned home and are being productive. Various
objective measures of performance have been devised to measure the performance of
institutions: ability to compete successfully in getting research grants, number of
scientific publications in peer reviewed journals, etc.'
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One of the largest individual areas of WHO expenditure, the fellowships programme, has
not been thoroughly evaluated, despite the greater simplicity of identifying appropriate
outcomes, and EB and WHA resolutions going back to (at least) 1987. Several meetings
on the Fellowship Programme have been held by WHO since 1988 to strengthen
procedures and administration.4” Problems identified include non-adherence to selection
criteria, unclear objectives and lack of mechanisms for evaluating the longer-term impact
of the programme. The recent evaluation reports on the Fellowship programme that have
been seen from AMRO,48 SEARO" and WPROfocus on numbers of fellows, length and
area of study, and expenditures. However, there is no analysis of the actual role of the
programme in meeting gaps in national human resource capacity. There is little critical
analysis (beyond description) of spread of fellowships across professions or areas of
study. PAHO/AMRO and SEARO are trialing new evaluation tools in an attempt to
meet the EB resolution which urged member states to “evaluate their use of fellowships
resources in order to ensure that their selection mechanisms are effective ant that

returning fellows are utilised in the best interest of the national health system”.50

3.7 Summary of main issues: WHO Structures and Processes

1. Across the twelve case studies and four regions WHO Country Office size is not
related to country capacity or need. The 3 low capacity AFRO case studies have the
smallest WHOCOs, whereas the 3 low capacity case studies from the other regions,
have the largest number of WHO staff. All 3 case studies in the high capacity cluster
have WHOCOs larger than those in 3 low capacity and 3 medium capacity
countries. The difference is more extreme for the PAHO/AMRO high capacity case
studies. Within the regions, there is some relationship between capacity and
WHOCO size, but this is less so for AFRO.

2. Among the case studies, only four countries have the WHOCO co-located with the
MoH. The others are located in separate buildings and pay for their rent and
maintenance.

3. Selection of WRs has been an issue for WHO for several years. The process of
selection is exclusive rather than inclusive, restricted to WHO fixed term staff, and
involves only the RD and DG. MoH is invited for comment only at final approval. It
can be questioned whether this procedure produces the right people for the job.
There are past and present examples of poorly functioning WRs being left in place,
even though MoH and other partners in health have submitted requests or
suggestions to WHO for their removal and replacement.

4. There is considerable variation in the extent of autonomy permitted to WRs. Ability
to move finances between budget lines, use of initiative and discretion, especially in
emergency situations, and mobilisation of resources, all differed between countries
and regions. In addition, WR autonomy is generally less than that of other UNICEF
and UNFPA, contributing to the perception of WHO as weak at country level,
especially in AFRO countries.

5. WHO?’s skill base remains predominantly medical, with only a slow increase in the
wider range of skills associated with financing and managing health services. This
restricts the Organisation’s ability to assist governments to assess proposed health
sector projects and reforms.
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10.

11.

There are a number of problems in recruitment of professional staff. Some countries
complained about the limited search for staff, the protracted process causing delays
in filling vacancies, and the poor quality of some consultants. There appears to be
increased use of short-term staff, which, if well managed, provides the opportunity
to be more responsive to country needs. The low level of WHO consultancy rates in
comparison with, UNDP or the World Bank may impede WHO’s ability to recruit
top quality specialist consultants.

WR and staff inservice training, management and performance appraisal tends to be
weak in all regions, but less so in PAHO/AMRO.

In taking measures to cope with inflation and zero growth in WHO’s regular budget,
some full-time posts have been frozen, with more use of short-term contracts of 11
to 24 months. Shorter contracts have the potential of making COs more responsive
to changing country needs. However, this requires that such needs are correctly
assessed, that WHO can draw on staff with appropriate skills and has procedures to
facilitate timely recruitment. Information from the country case studies indicated
that these requirements were often not met, particularly in the AFRO and SEARO

“countries.

In most of the case studies communication between WHOCOs and the Regional
Offices is relatively frequent, and regions are perceived to be more in touch with
local issues than HQ. There is little interaction between COs and HQ, and HQ
programmes often deal directly with institutions in the country, informing rather
than involving the CO. Although COs are in close contact with MoHs, they often
miss opportunities for briefing around the World Health Assembly and Regional
Committee meetings.

Planning and priority setting occur at all levels of the Organisation with varying
degrees of relevance and benefit to individual countries. The study found evidence
of difficulties harmonising priorities from three different levels. Global level
priorities may or may not be promoted at regional levels and regional priorities are
promoted in countries. Sub-regional meetings between Ministries of Health may
also set priorities, and within countries, the MoH may have an articulated health
policy establishing its own sectoral priorities. If the country is the focus of WHO
activity at country level, then it is the priorities most salient to the country’s needs
which should be reflected in the WHO country collaborative plan, rather than more
broadly derived global or regional priorities.

The planning and budget process for each biennium is lengthy and ponderqus,
achieving little ownership in Ministries of Health. It starts in a top down manner,
with regions being notified of their indicative planning figures, and they in turn,
decide how much of their total allocation will go to countries (AFRO the figure is
60%, SEARO 75%). WRs then negotiate a collaborative work programme with
MoH. Headquarters and regional planning for activities in specific countries is not
coordinated with planning at country level with MoH involvement. The allocation
of RBFs, is generally based on historic levels rather than country needs. The process

is not transparent, and the Organisation plans to improve the rational basis of
allocations.
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12.

13.

14.

15.

EBFs flow into countries from all levels of WHO and constitute 40% to 80% of
funds spent at country level. EBFs may go directly from HQ to national institutions,
making it difficult to manage the totality of WHO resources as a unified whole.
EBFs are relatively less long term and less reliable than RBFs, and decisions on
their use are influenced as much by the donors as by WHO. WHO acknowledges the
present lack of a policy framework for managing EBFs to improve integration of
activities funded through RBFs and EBFs, and lack of guidelines on handling EBFs
in the context of overall WHO priorities.

The financial information system currently used does not allow a clear calculation of
the recurrent costs of running a WHOCO, as separation of administrative from
technical costs is not straight forward. Compiling HQ information for 1996/7, using
salary costs of the WR, the administration officer, secretary and driver, plus office
stationary and supplies, showed a range from 9% of regular budget funds in
Bangladesh, to 55% in Cameroon. However, these figures need to acknowledge
context and be treated with caution. For example, some costs are higher when an
office is first established; and administration will be a large proportion if the overall

. budget is small. In addition, the WR is a technical, not administrative, position, and

therefore costs related to his/her work are directly relevant to programme goals.

Financial information on total support to individual countries is generally unclear,
and there was no one source which was able to give an overall picture. Moreover,
information between HQ, ROs and COs often conflicted. Financial information
available to WHOCOs and the MoH is not conducive to effective management.
However, the Organisation is developing and implementing a finance and activity
monitoring system which is anticipated to assist country level management.

Monitoring and analytical skills and practice, whether in finance or evaluation of
programmes, were lacking in most of the COs. Although procedures exist to monitor
processes regularly, reports were seldom problem oriented and there was little
evidence of feedback or discussion. This lack of analytical capacity in monitoring
and evaluation exists in spite of recognition by the Organisation, over a number of
years, of the need for improved evaluation. This deficit severely inhibits the
Organisation’s opportunities for critical reflection and learning.
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CHAPTER 4. AN ANALYSIS OF WHO'S CURRENT ACTIVITIES AT
COUNTRY LEVEL

4.1 Introduction

This Chapter presents characteristics of the WHO collaborative programmes at country

level. The Chapter begins by describing WHO's financial support to planning, programming .

and management of country health programmes.! This concerns the overall resources

provided by WHO to the twelve case studies, as well as detailed analysis of how they are

allocated by strategic areas. It goes on to describe the WHO collaborative programme

profile using four different perspectives:

(i) grouping the activities in terms of functional categories according to intended purpose,

(ii) grouping the activities in terms of the use of tools for implementing the activities,

(iii) identifying activities contributing to health policy development and research, and

(iv) examining the extent to which WHO supports the mobilisation and rational use of
- financial and other resources for health development at country level.

4.2  'WHO Financial Support to Countries
Overall resohrce flows to the countries

Analysis of WHO activities at country level must take account of the totality of resource
flows from all three levels of the Organisation. Figure 4.1 shows that countries receive
RBFs and EBFs in varying combinations from: (a) WHOCO Programme Budget; (b)
WHORO Inter-country Budget; and (c) specific divisions or programmes at WHOHQ.
Funds from HQ and RO may be for either common global functions or country specific
activities. HQ funds do not necessarily go to the MoH or WHOCO, but are more likely to
go directly to other national institutions within the country, making it difficult to manage the
totality of WHO funding as a coherent whole.

Figure 4.1 Flow of RBFs and EBFs from WHO to the country level
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Total WHO (and PAHO) funding globally across all regions for the 1994-95 biennium was
almost US$2 billion, with 40% spent by Headquarters and 60% by the regions and countries
(Figure 4.2). The Americas Region, with WHO and PAHO funding, has by far the highest
level of expenditure of any of the regions, at 21% of global funds in 1994-95. As described
in Chapter 3, allocations to the regions and countries are based on historical precedents.

Figure 4.2 WHO Estimated Global Obligations: RBFs and EBFs, 1994-95

$1,971,298,600

AFRO

PAHO-
AMRO 21%

12%

Source: 1996-97 Programme budget, WHO Headquarters, Geneva.

Figure 4.3 Regional Budgets, 1994-95
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Source: 1996-97 Regional Proposed budgets.

- The approved regional budgets for 1994-95 (Figure 4.3) range from $103 million for WPRO
to $438 million for PAHO/AMRO. These budgets comprise 27% EBFs in WPRO to 73%
EBFs in SEARO, with AFRO and PAHO/AMRO around 50%. In relation to these 1994-95
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regional budgets, the twelve case studies represent 8% of the RBFs and 12% of the EBFs
for the four regions. Thus, the study analysis covers approximately 10% of the total funding
to the four regions.

In this section summary findings from the twelve case studies are presented on WHO
financial resources expended at country level for the combined 1992-93 and 1994-95
biennia. Detailed tables are presented in Annex 4, and referred to as necessary.

There are wide variations in the level of WHO funding to the twelve case studies. For
example the 1994-95 biennial budgets for RBFs in the Country Collaborative Programme
ranged from $1.6 million in Cambodia to $6.4 million in Thailand and $10.7 million in
Bangladesh, while anticipated EBFs for 1994-95 ranged from $0.9 million in Mali to $18.9
million in Haiti and a huge $74.9 million in Bangladesh (budget table in Annex 4, p.A22).

Figure 4.4 shows total WHO expenditure for 1992 to 1995 combined, RBFs and EBFs from
all levels of the Organisation. Highest levels of total expenditure were in Nicaragua (high
capaqit){ cluster) Haiti and Bangladesh (low capacity cluster), with lowest levels of
expenditure in Ethiopia, Mali, Mozambique and Cameroon (low and medium capacity
clusters). In regional terms, the AFRO case studies received the smallest amounts of total
funds ($4 to $13 million), while the PAHO/AMRO (814 to $37 million) and SEARO ($21
to $41 million) case studies were among the largest recipients. The conclusion is that level
of funding is more related to the region than to country capacity or need.

Figure 4.4 Total WHO Expenditure at Country Level, 1992-95, from all levels, RBFs
and EBFs
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Table 4.1 Total WHO Expenditure at Country Level, 1992-95, showing percentages of
expenditure from different levels of WHO, and by RBFs and EBFs.

Countries Total
by Region [SXPenditure | o,co | %RO | %HQ [% RBFs | % EBFs
(millions)

Cameroun 7.8 61.4% 8.9% 29.7% 45% 55%
Ethiopia 11.8 82.2% 2.2% 15.7% 50% 51%
Mali 10.0 63.3% 9.1% 27.6% 57% 43%
Mozambique 8.5 84.3% 7.3% 8.4% 53% 47%
Tanzania 12.9 83.9% 3.3% 12.8% 33% 67%
Ecuador 14.5 66.5% 17.6% 15.9% 38% 62%
Haiti 36.9 89.2% 5.2% 5.6% 25% 75%
Nicaragua 39.7 86.2% 13.2% 0.6% 17% 83%
Bangladesh 413 89.4% 1.8% 8.7% 51% 49%
Thailand 21.1 76.4% 0.0% 23.6% 54% 46%
Cambodia 13.2 83.6% 9.4% 7.0% 60% 40%
Ic’iapua New 10.6 79.6% 8.4% 12.0% 48% 52%

uinea

Figure 4.5 Total WHO Country Level Expenditure from CO, RO and HQ, RBFs and
EBFs, 1992-95
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From the three levels of the organisation, (Table 4.1 and Figure 4.4) the Country
Programme Budget contributed the largest share of total expenditure at country level
ranging from 60% to 90% in all the countries. (Table 4.1 and Annex 4, Scale of Operations
p.A17-18). Funds provided by WHOROs were a relatively small proportion of total
expenditure, though somewhat larger for the PAHO/AMRO case studies. For example,
WHORO funds as a percentage of total WHO funds in 1992-95 ranged from 2.2% to 9.1%
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in the AFRO countries, 5.2% to 17.6% in PAHO/AMRO and 8.4% to 9.4% in WPRO.
SEARO was not able to give country specific expenditure from the regional budget. Funds
from WHOHQ for 1992-95 represented less than 10% of total expenditure in five countries
(Mozambique, Haiti, Nicaragua, Bangladesh and Cambodia), with highest proportions in
Cameroun (30%), Mali (28%) and Thailand (24%). Largest amounts of HQ funding were to
Thailand ($2.6 million) and Bangladesh ($1.7 million). In all countries except Ecuador,
Nicaragua and Cambodia, HQ funding is greater than that from RO, though with similar
amounts in both Haiti and Ecuador.

EBFs were a major source of funding to all the case studies, being more than 40% of 1992-
95 total expenditure in all the countries (Table 4.1 and Figure 4.6) The countries most
dependent on EBFs, both in absolute amounts and as a proportion of funding, were
Nicaragua (83%), Haiti (75%), Tanzania (67%) and Ecuador (62%). This PAHO/AMRO
regional emphasis on EBFs is striking, and reflects the rich partners within the region.
Tanzania is an exception amongst the AFRO case studies with the other four having 43% to
55% of their total expenditure from EBFs. Similarly the EBF proportion of total 1992-95
expe_nd_i_ture in the SEARO and WPRO countries ranges from 40% to 52%.

Figure 4.6 Total WHO Expenditure at Country Level, 1992-95
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Analysing changes in total expenditure from all 3 levels of the organisation between 1992-
93 and 1994-95, there was no particular pattern in which source of funds changed most
(Figure 4.6). Five countries experienced a percentage change in RBFs greater than EBFs,
and seven with changes in EBFs greater than RBFs. However, in eleven case studies, the
change in RBFs reflected an increase in expenditure; in contrast, six countries experienced

decreases in EBFs. This was particularly notable in the AFRO case studies where four of
the five case studies saw a decrease in EBFs.
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WHO financial support by strategic programme area

The study undertook a detailed analysis of the Financial Activity Profile for each country,
(Annex 4, p.A19-21) which provides detailed data on how funds have been distributed
across the four strategic programme areas: Health Policy and Management, Health Services
Development, Promotion and Protection of Health, and Integrated Control of Disease (see
Box lin Annex 3, p.All). Figure 4.7 provides a summary of the findings for 1992 to 95
combined, showing the differences in patterns of expenditure across the case studies.

For Health Policy and Management, Nicaragua (7%) and Ecuador (10%) spent the
smallest proportion while most of the remaining case studies spent 11-30%, with the
exception of Haiti which spent the largest proportion (50%).

For Health Services Development, the proportion of total expenditure ranged from 5%
in Haiti to 40% in Ecuador and Nicaragua. Eight case studies spent 10-30% on this
strategic area, and Cambodia more than 30%.

Protection and Promotion of Health had the smallest proportion of total expenditure in
six of the twelve case studies. Three countries spent less than 10% (Cambodia, Mali
and Tanzania), eight countries between 10-30%, and only Haiti spent more than 30%.
The proportion of expenditure in this strategic area is highest in PAHO/AMRO and
SEARO case studies, and lowest in the AFRO case studies. There is some correlation
with capacity clusters, but not consistently.

Integrated Control of Disease represented the largest proportion of total expenditure in
the seven AFRO and WPRO countries and in Nicaragua, all showing 30% to 65% of
total expenditure in this strategic area. Bangladesh and Haiti spent less than 10%, and
Thailand and Ecuador spent between 10-22% on Integrated Control of Disease.

Figure 4.7 Proportions of Total WHO Expenditure by Strategic Area, 1992-95
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Among case studies in the same region, there are broad similarities in expenditure by
strategic programme area. This is especially notable between Bangladesh and Thailand
which, as described in Chapter 2, have substantially different health needs and capacities,
yet have similar overall expenditure patterns. There is also general similarity among the
five AFRO case studies, and between the two WPRO case studies. Ecuador and Nicaragua
have similar expenditure patterns, but the pattern in Haiti (a ‘post’ conflict country) is
noticeably different from all the other countries (Figure 4.7), though most similar to
Bangladesh.

Figure 4.8 Proportions of Total RBF and EBF Expenditure by Strategic Area 1992-95
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The percentages from each of the 4 boxes add to 100% for each country.

Examining on what strategic areas RBFs and EBFs were spent, Figure 4.8 shows some clear

differences. :

e In Health Policy and Management, RBFs were the key source of funding for all the case
studies with the exception of Haiti.

e For Health Services Development, RBFs were more important in seven of the case
studies (all 5 AFRO countries, Thailand and PNG)

e For Protection and Promotion of Health, EBFs are more prominent in the PAHO/AMRO
and SEARO case studies, with a less clear pattern in the other case studies.
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e For Integrated Control of Disease, EBFs represent the greatest proportion of expenditure
in all the case studies except Bangladesh.

In sum, there are regional variations in how financial resources have been allocated. In all
the AFRO case studies, the smallest proportion of total expenditure (less than 12% on
average for the two biennia) was for Promotion and Protection of Health. Neither RBFs nor
EBFs provided significant funding for this strategic programme in AFRO. In comparison,
most of the case studies in the other regions (with the exception of Cambodia) spent
between 15-37% for Promotion and Protection of Health. In all the WPRO and AFRO case
studies and Nicaragua, Integrated Control of Disease represented the largest proportion of
expenditure, followed by Health Services Development or Health Policy and Management.
Thus the level of WHO expenditure, and the pattern of that expenditure over the four
strategic programme areas, among the case studies, appears to be more related to the regions
than to the capacity assessment of countries as presented in Table 2.3, page 15.

Comparing RBFs and EBFs between the two biennia, the Study finds that the countries
experiencing the largest increases were Cambodia and Bangladesh (‘post’ conflict and low
capacity countries, and in regions other than AFRO). There is some evidence that change in
either RBFs or EBFs may be balanced by corresponding change in EBFs or RBFs. In Papua
New Guinea, for example, the proportion of total expenditure on Integrated Control of
Disease remained relatively stable between 1992-93 and 1994-95. However, RBFs for
Integrated Control of Disease was increased by US$1.1 million, and EBFs declined by
about US$480,000 during this period. In Haiti, EBFs to Integrated Control of Disease
decreased by about US$120,000 while RBFs increased by US$215,000. Both examples
suggest that RBFs may respond to changes in EBFs, or vice versa, in order to maintain a
given level of activity.

4.3 WHOCO Country Collaborative Programme by functional category and by tools
used for implementation

4.3.1 WHO activities in terms of functional categories according to intended purpose

As described in Annex 3, the Study analysed each case study by functional category and by
tools used to carry out WHO activities. A function in this study is defined in terms of
intended purpose or a strategic approach of a specific activity or programme. Five
functional categories are examined:

e advocacy,

support to establishing norms, policies and national planning,

research and research promotion support,

information dissemination and

technical operations support.

For each case study, the WR was requested to estimate the relative importance of each
function and tool by budget line item. This assessment of importance or emphasis does not
necessarily reflect either time or financial input, but a combination of “efforts” related to the
implementation of the activities, as estimated retrospectively by the WHOCO staff. It is
also important to note that the assessments and percentages may reflect a combination of
actual “effort” and what the WHOCO staff perceived as appropriate or desirable.

56



The percentages in Box 4.1 indicate the proportion of total weightings in each of the
functional categories, added from the budget line items and combining information from all
activities in all countries. The lowest overall “effort” is on research and the highest on
technical operations support. Between these two extremes, more or less similar “effort” is
made in advocacy, support to establishing norms, policies and national planning and
information dissemination.

Box 4.1 Percentage of “effort” to functions in the twelve case studies

Function Y% of “effort”
Health advocacy 21
Support for establishing norms, policies and national planning 22
Research and research promotion support : 10
Technical operations support 29
Information dissemination support 18

Source: Derived from Activity Profile, WHOCO Use of Functions, 1992-93 and 1994-95

The profile of activities in each country by functional category is shown in Figure 4.9. The
variation in profile between the countries is notable. There are no striking regional
similarities in profile, except for between the two countries in WPRO, and to a lesser extent
the two SEARO countries. The low involvement in research is common to most countries,
yet more prominent in Tanzania and Thailand than in any of the other countries. Equally
striking is the finding that technical operations support, representing the function where
WHO actually supports implementation of health programmes, is not more prominent in
countries with low capacity compared with to with higher capacity.

Figure 4.9 WHO country collaborative programme: Functional Categories, 1992-95

100% @ Information
Dissemination
80% i
@ Technical
Operations
60% Support
O Research
40% Support
Norms, Policy
20% and Planning
0% - W Advocacy
5 8 % 3 8 52 85 2 80 |
BEEERESEERE
£ £ E & O 2 £ E
g W ] g w 8 g’ (ol ©
(&) P Z & )
AFRO =  AMRO SBARO WPRO

57



Health Advocacy

Health advocacy can be defined as an activity undertaken for the purpose of supporting or
recommending a particular health practice or policy. The Constitution of WHO states that
the Organisation should "assist in developing an informed public opinion among all peoples
on matters of health."> Such a function would entail, for example, drawing the attention of
national policy makers to specific health issues (e.g. mental health, reproductive health,
aging, smoking) relevant to needs and priorities at country level. As such, health advocacy
is both a common global and country specific function.

Across all the case studies, the emphasis on advocacy is 21% of the total effort as assessed
by the WHOCOs (Box 4.1). Advocacy was indicated as most important in Nicaragua (54%)
and Cameroon (36%)3 compared with other functions during the two biennia. These
countries also have relatively small budgets. Six other countries estimated 18-30% of their
effort in advocacy. Thailand (5%), Bangladesh (8%) and Haiti (8%)* indicated the least
emphasis on this function (Figure 4.9).

Analysing activities concerned with this function by strategic area (Annex 4, p.19-21), most
advocacy effort is directed towards Integrated Control of Disease, and least to Health Policy
and Management. However, the differences are generally not great, and advocacy was used
across all four strategic areas.’ In Nicaragua and Cameroon advocacy was focused on
programmes in the strategic areas for Health Services Development and Protection and
Promotion of Health and in Mali and Ecuador in the area of Integrated Control of Diseases.

Support for establishing Norms, Policies and National Planning

This function can be defined as developing norms, in the form of agreed guidelines,
standards, conventions, agreements, regulations, and supporting the use of these norms in
the development and implementation of national health policies and planning. As discussed
in Chapter 1, this can be seen as both a common global and country specific function. The
agreement of norms at the global level is often based on information and knowledge
obtained at country level. Global norms, in turn, can be used at country level to strengthen
national health policies and planning. It is through this process of interaction that WHO can
support the use of strong national policy and planning in health development.

While most countries have a formal national health document (Box 4.2), each varies in the
extent to which it forms the basis of a nationally agreed policy, plan or strategy® for health
development. In Mozambique, for example, the MoH has taken a strong leadership role
among national and external health actors in the development and application of the
National Health Policy and Strategy for Cooperation (Mozambique p. 12). In contrast, a
multiplicity of national health actors has led to fragmentation and lack of "any
consensus...within the Government of Ecuador on what should be the actual direction and
content of health sector reform", despite the existence of a national health plan (Ecuador p.
5). Of particular note is Bangladesh where a multiplicity of external actors, led by the
World Bank consortium, and relative weakness of the government in directing their
activities, has led to a "fragmented approach to health planning...[and] absence of a national
health policy" (Bangladesh p. 5).

Across all the case studies, Support for establishing Norms, Policy and Planning accounted
for 22% of WHOCO effort, and was indicated as the second most important function. For
the two biennia, the greatest emphasis was in Cambodia (31%) and Ethiopia (30%) closely
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followed by PNG and Tanzania. Five countries indicated 20-30%, and three countries 10-
20% of their effort, for this functional category. The countries giving the smallest amount
of emphasis to Norms were Mozambique (12%), Bangladesh (18%) and Thailand (19%)
(Figure 4.9). As with advocacy, most effort is directed towards Integrated Control of
Disease and least to Health Management and Policy.

Box 4.2 National health policies or plans of the case studies

Cameroon Statement of Cameroon's Sectoral Health Policy, Basic Document (1992)

Ethiopia National Health Policy (1993); National Health Strategy (1995)

Mali Declaration de Politique Sectorielle de Sante et de Population (1990)

Mozambique Mozambique Health Sector Profile (1996); Health Sector Cooperation Strategy
(1996)

Tanzania National Health Policy (1990)

Ecuador Reforma por la Salud de Todos para Todos, 1995

Haiti Politique de Sante (1996)

Nicaragua Health Master Plan (1991-96)

Bangladesh A national health plan but not policy

Thailand Eighth National Health Development Plan (1997-2001)

Cambodia National Health Development Plan (1996-2000)

Papua New Guinea National Health Plan (1996-2000)

Source: Compiled from the twelve Case Study Reports.

It is not possible to attribute the situation in the countries directly to WHO input.
Nevertheless, it is interesting to note that in Cameroon which has only a statement from
1992 as Health Sector Policy, WHO “effort” directed towards norms, policies and planning
in Health Policy and Management has been very low compared to other strategic
programme areas. In Haiti the Study findings reflect the recent effort to develop a Health
Policy (1996): half of the WHOCO “efforts” in this functional category was directed to
Health Policy and Management. Bangladesh is characterised as having a fragmented
approach to health planning and an absence of a national health policy. This is one of the
countries with least activities in this functional category and puts limited “efforts” towards
Health Policy and Management.

Research and Research Promotion Support

This function is related to WHO's constitutional responsibility "to promote and conduct
research in the field of health",” and can be defined as identifying research needs,
encouraging research workers to conduct research in a particular area, and providing
advice about the preparation of research protocols.

The emphasis given to Research and Research Promotion Support across all the case
studies was only about 10%, and lower relative to other functional categories in most
countries. For the two biennia, emphasis was greatest in Thailand (25%), followed by
Tanzania (20%), Ecuador (13%) and Haiti (11%) (Figure 4.9). The remaining eight
countries indicated 10% or less of their effort to research support. This limited amount of
effort was generally distributed evenly across the four strategic areas. The exceptions are
Thailand and Haiti where research in Promotion and Protection of Health is given the
highest priority and in Tanzania where Integrated Control of Diseases receives highest
priority for research (Annex 4, p.A20) .
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Technical Operations Support

Technical operations support for the purpose of this study was defined as the function where
WHO goes beyond country specific support to the development of health policies, strategies
and systems, into actual operational support or implementation of health programmes.

Technical operations support was indicated as the most important function (29%) for
activity implementation across the twelve case studies (Box 4.1). Bangladesh (44%)
indicated a heavy emphasis, followed by six countries which assessed 30-40% of their effort
for this function. Nicaragua and Cameroon indicated least effort (10-20%) for technical
operations support (Figure 4.9). Technical operations support was indicated as important
across the four strategic areas in all the countries though more emphasis can be seen for
Integrated Control of Disease and Promotion and Protection of Health. Support to technical
operations was surprisingly low in some low capacity countries (Mozambique and
Cameroon) and surprisingly high in some high capacity countries (Thailand and Ecuador).
Thus, there is no clear pattern indicating use of technical operations in relation to country
capacity.

Information Dissemination Support

This function is reflected in WHO's constitutional responsibility to "provide information,
counsel and assistance in the field of health".® The function of Information Dissemination
Support can be defined as the generation and transmission of information to the Member
Countries and is concerned with distributing material that will be useful in program delivery
(e.g. manuals, guides, the results of bibliographic searches, etc.), planning information
needs, establishing transmission formats, targeting information to appropriate users, and
monitoring the information's use.

The case studies indicated about 18% or the second least amount of effort for Information
Dissemination Support. Five countries indicated 20-30%, five countries 10-20%, and two
countries 10% or less to information dissemination during the two biennia. Mozambique
(29%) gave the most and Ethiopia (6%) the least effort to this function (Figure 4.9).
Information Dissemination Support is most frequently directed towards the strategic area
Promotion and Protection of Health. In general, Information Dissemination Support
accounts for a relatively small amount of “effort” in activity implementation across the four
strategic programme areas.

4.3.2 WHO activities in terms of the use of tools for implementing the activities

A tool is defined as the means or instrument by which an activity or programme is carried
out. Eight tools are examined: financial assistance, supplies and equipment, consultancies,
courses and seminars, travel and visits, fellowships, linkages to other health actors and WR
advice and facilitation. The WHOCO in each case study was requested to estimate the
relative importance of each tool for the implementation of programme activities. Importance
was indicated for each budget line item, and then summarised for the four strategic areas.
Again, the emphasis represents an estimate of overall “effort” in the implementation of
activities. Thus the percentages used in this section, and presented in Box 4.3 and Figure
4.10 indicate the proportion of total effort considered across all the tools for all the activities
in the budget plan for the twelve case studies.
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In general, supplies and equipment with financial assistance represented 31% of effort on
tools, while courses and seminars together with fellowships comprised 26%. The most
striking finding is the low level of effort afforded to linkages with other agencies.

Box 4.3 Percentage of “effort” to tools in the twelve case studies

Tools % of “effort”

Courses and seminars 18

Supplies and equipment 17

Financial assistance 14

WR advice and facilitation 13

Consultancies 12

Travel visits 10

Fellowships 8

Linkages with other health actors 8

Source: Derived from Activity Profile, WHOCO Use of Tools, 1992-95.

The profile of WHOCO use of tools for each country, is presented in Figure 4.10. The
variation in profile between the countries is notable, but no striking regional similarities,
except, again, for the two WPRO case studies. The low involvement in establishing linkages
to other partners is a common feature, with no involvement at all in some countries.

Fellowships, Courses and seminars _

Courses and seminars are indicated to be the most important tool for implementation of
programmes and activities (18%) across all the case studies. Including the effort for
fellowships, the two account for 26% of total “effort” on all the tools. There is some
difference in how the regions rate the importance of fellowships: highest by the case studies
in SEARO, moderate by those in WPRO, lowest by those in PAHO/AMRO, and from high
(Mozambique) to low (Cameroon, Mali and Ethiopia) in the AFRO case studies.
Fellowships are most frequently awarded in the area of Health Service Development and
Health Promotion and Protection. Courses and seminars are more frequent in Integrated
Control of Disease in WPRO case studies, and in Health Promotion and Protection in Haiti,
Nicaragua and Thailand.

Supplies and equipment

For all the case studies, supporting provision of supplies and equipment in different ways
was one of the most frequently used tools (17%), with most importance given to Integrated
Control of Diseases. Nicaragua, Haiti, Bangladesh and Mozambique are countries that
consistently both in total and across the strategic areas indicate this tool as important while
Thailand, Cameroon and Ecuador give this tool low importance.

Financial Assistance

Across the case studies, financial assistance is given moderate importance (14%). The
WHOCO in Bangladesh reported financial assistance as the least used as a tool for carrying
out its activities. This may reflect the relatively low WHO funding compared with that of
the World Bank. Financial assistance was also little used in Cambodia and Papua New
Guinea where there are prominent external donors (i.e. UNICEF, bilateral agencies). In
contrast, financial assistance was cited as a frequently used tool in Ethiopia, Thailand and
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Nicaragua. One could question the relevance of WHO using financial assistance as a tool in
a high income country like Thailand.

Figure 4.10 'WHO country collaborative programme profile: Use of Tools 1992-95
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WR Advice and Consultancies

For all the case studies, moderate importance is given to these tools. Countries putting more
emphasis on using WR advice (Cameroon, Cambodia, Tanzania and PNG) tend to use
consultancies more frequently as well. Similarly, countries putting little effort on WR
advice (Nicaragua, Ethiopia and Thailand) also give least importance to the use of
consultancies. There is no clear regional pattern in use of consultancies, although the AFRO
countries rate it generally lower than the countries in the other regions. Except for the
WPRO countries which used consultancies more frequently in Integrated Control of
Disease, there is no other general pattern in how consultancies are used across the strategic
areas.

Linkages

In general, making linkages with other actors in the health sector, is given least importance
(8%) of all tools. Some WHOCOs indicate no use of linkages at all (Ethiopia, Nicaragua,
Haiti, Bangladesh). Conversely, Cameroon and Ecuador, give considerable priority to
making use of linkages with other actors in the health sector (Figure 4.10) especially within
the strategic area Promotion and Protection for Health.

Generally, there does not appear to be any discernible similarity in the WHOCO profile on

use of tools among countries by capacity cluster, or in the same region, with the exception
of Cambodia and Papua New Guinea where tools were used in similar proportions.
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4.4  WHO activities contributing to health policy development and research,

In relation to directing and coordinating function in international health work, the 9th GPW
outlines WHO’s role in advocating for health as a human right and greater equity in health
and access to health services, defending the rights of vulnerable groups and countries in
need. Rather than viewing the directing and coordinating function as distinct from the
technical cooperation function, in this Study we have distinguished between common global
and country specific functions. The tasks for this global function include support for health
research, and strengthening the collection, assessment and dissemination of information on
cost-effective methods for health development.

The activities explored in this section include WHOis involvement in:

(I) activities related to Health Policy Development as reflected in the country programme
budgets for the strategic area Health Policy and Management;

(i1) health related research activities; and

(111) inter-country activities related to advocacy, technical programmes and cross-learning.

WHO?’s financial input to Health Policy

In terms of funding that can be traced for common global functions at the country level in
the strategic area for Health Policy and Management, the findings show that involvement is
very scattered (Table 4.2). The only two regions where case studies record use of financial
resources for the purpose of health in socio-economic development are PAHO/AMRO and
WPRO. PAHO/AMRO is also the only region where there has been an effort to document
implications of macro-economic conditions for health through mapping the mobilisation of
political support (section 4.5). In eight of the case studies, there is WHO country level
funding for the specific programme area of information systems, either as planning and

management support to information systems or support for trends assessment and country
health information.

Table 4.2 Fixnding available at country level for common global functions, Strategic
Area Health Policy and Management?®

COUNTRY |REGION | Health in Socio- | Coordination | Research policy | Information
economic and Resource and strategy | systems, health
Development Mobilisation coordination status, trends

RO co RO (60) RO CO RO 160)

funds funds funds | funds | funds funds funds
Cameroon AFRO NO NO NO | VE NO :
Tanzania AFRO NO NO NO NO
Mozambique AFRO NO NO NO {:
Ethiopia AFRO NO NO NO
Mali AFRO NO NO
Ecuador PAHO NO NO
Haiti PAHO NO NO
Nicaragua PAHO NO NO
Thailand SEARO NO NO
Bangladesh SEARO NO NO
Cambodia WPRO NO YES NO
PNG WPRO NO TS B
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Advocacy related to programme activity under the strategic area Health Policy and
Management is not rated as very significant in any of the case studies, apart from Tanzania
where this strategic area demonstrates the highest engagement in advocacy. No
commonalties can be found that meaningfully relate to the clustering of case studies
according to capacity and service access (Table 2.3 page 15).

WHO research related activities

This section describes the study findings on WHO’s role in research at country level. It
includes research activities in public health and health systems as well as special
programmes in Tropical Disease (TDR) and Human Reproduction (HRP). As noted in
Chapter 3, the HQ special programmes are not part of the WR portfolio and function rather
independently from regional and country level WHO structures and systems.

The emphasis on the functional category of research and research promotion support is
lower relative to all other functions in most countries (see Figure 4.9, page 57). Generally,
this is supported by the findings from the country visits which are summarised here.

WHO operates its research programmes through the Advisory Committee on Health
Research (AHCR) and through various HQ and RO divisions. At regional level the research
programmes are co-ordinated through the Regional AHCR which sets regional priorities for
health research, based on country needs, and promotes initiatives in strengthening research
capacity in member states, including the award of fellowships, institutional grants and the
use of visiting experts.

WHO's global research agenda covers problems of high public health priority, such as
disease control in developing countries, which are otherwise relatively neglected by the
research establishment and the pharmaceutical industry. Examples include new anti-
malarial drugs and ivermectin for onchocerciasis. WHO regional programmes have also
addressed problems of regional interest such as dengue haemorrhagic fever in South East
Asia and schistosoma japonicum infection in the Western Pacific region. Through the years,
considerable support to research training has been given to countries such as Ethiopia,
Bangladesh and Thailand. The capacity in Thailand for research is now high, but in the two
other countries research capacity remains weak. PAHO/AMRO together with IDRC has set
a programme offering public health research training grants with focus on strengthening
research institutions as well as individuals in applied research.

In many countries, health systems research was relatively poorly developed and in
particular research that would inform health sector reform. However, the subregional
network on health systems research in Southern Africa was noted for relevant contribution
to capacity building, both in Tanzania and Mozambique where Health Systems Research
Units have been established and many health staff have been trained. PAHO/AMRO has
established a research programme on health systems and services as a complementary effort
to the public health programme. A particular focus has been on health sector reform and
consequences for equity. However, none of the case studies are as yet included in the
programme.
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In many of the case studies, national institutions have received support from WHO for
research purposes. Examples include university related institutions such as the Centre for
Research and Studies in Health (CIES) in Nicaragua, and a network of health training
institutions in Ecuador. In nine of the case studies ENHR Committees (or similar research
committees) have been established. Only Thailand, Cambodia and Haiti do not have such
committees. WPRO countries have least activities related to research.

Several of the case studies had received inputs from the special programmes of research,
HRP and TDR. Table 4.3 shows TDR activities in the twelve case studies since the
inception of the programme in 1975. The variation in activity between the countries is
notable. Given an approach where grants are increasingly given on the basis of competitive
bidding, the resulting investment, number of projects and publications represent an
indication of research capacity in the country, with Thailand clearly ahead of the other
countries. Also notable is the relatively high level of TDR funding to the AFRO case
studies, which forms a substantial proportion of total WHO funds at country level.

Table 4.3 TDR support to countries 1975-1995

Capacity | Total Amount| No.of | Publications | Trainees |[Membership

Countries | Cluster USS Projects fugj‘:""ggﬁ ¢s| hosted [~ ooxix;rxlx‘lli)é{e es
Thailand HIGH 14,374,661 257 230 46 37
Ecuador HIGH 590,258 11 1 0 0
Nicaragua HIGH 383,470 7 1 0 0
Tanzania MEDIUM 4,277,342 91 43 9 6
PNG MEDIUM 1,576,621 27 20 0 1
Cameroon MEDIUM 5,307,934 83 31 3 7
Haiti LOW 135,500 1 0 0 0
Bangladesh LOW 307,693 13 18 0 3
Cambodia | LOW 95,280 5 0 0 1
Mozambique LOW 837,507 11 10 0 1
Ethiopia LOW 4,316,524 92 41 7 8
Mali LOW 2,944,230 53 16 6 12

HRP has also had a strong programme geared towards strengthening the capacity of
institutions to carry out research in reproductive health. Successful research groups have
been established in Mozambique, Cameroon and Thailand. PNG requests for support to
build research capacity had not been met, due to financial constraints. Thailand plays a role
in supporting research training in the less developed countries in the neighbourhood. Table
4.4 shows that the level of funding from HRP during the period 1992-95, has been declining
in all the case studies.

The special programmes operate differently in the different regions. The case studies in
AFRO have received more support from the TDR than any other regions, although Thailand
has received the largest amount of funding. HRP has also supported more case studies in
AFRO than in the other regions, but only Thailand and Cameroon have participated to any
extent in the global research effort.
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Generally, communication between research institutions and Ministries of Health would
benefit from greater attention from the WHOCO. Several case studies reported excellent
collaboration between programme managers, academic institutions and the MoH, such as
for malaria in Mali. In other countries there was more distance, such as noted in PNG.
Individual scientists who receive WHO research grants are gathered into an international
network of researchers, and a dynamic relationship between researchers is fostered. The
push to make research findings relevant and useful to national systems may weaken, unless
it is actively encouraged and facilitated by all parties.

Table 4.4 HRP support to countries, 1992-95

COUNTRIES | Capacity HRP support 1992 1993 1994 1995
Cluster '

Thailand HIGH High, declining 831,766 638,430 277,921 114,638
Ecuador HIGH None
Nicaragua HIGH None
Tanzania MEDIUM None
PNG MEDIUM None _
Cameroon MEDIUM| Medium, declining 145,100 110,370 67,000 63,050
Haiti LOW None
Bangladesh LOW Low, steady 27,000 26,500
Cambodia LOW None
Ethiopia LOW Low, declining 84,000 67,940 25,000 15,000
Mozambique LOW Low, declining 53,000 86,000 20,000 30,000
Mali LOW None

Inter-country activities

One of the special advantages of WHO is its ability to enable countries to work together in
circumstances that would normally be difficult or impossible. WHO provides a neutral
platform for discussion, advocacy, joint planning and mutual support. The Study
encountered several examples of WHO facilitating inter-country collaboration through:

Consultation, advocacy;

Review and planning of technical programmes;
Cross-learning and training; and

Mutual support.

Consultation and advocacy

From the global forum of the WHA to regional committee and sub-regional meetings, WHO
provides many opportunities for health officials of member states to exchange experiences
and to learn from each other, e.g. SEARO has an annual meeting of Ministers of Health, at
which the minister of the host country presides as the chair of a forum that encourages
consultations and exchange of visits among within the region. WPRO countries have had a
number of exchange visits of high ranking officials between countries in the region, for
example to deal with the special challenges in health policy facing the Pacific in (Healthy
Islands). Comparable fora are found in all the sub-regions in PAHO/AMRO; e.g. Health
initiative for Peace and Healthy Boarders in the Andean subregion and Health and Peace
towards Democracy and Development in Central America. An Inter-American Network on
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Health Economics and Financing (REDEFS) has been established by PAHO/AMRO to
strengthen national capacities and promote regional co-operation on reform.

Technical programmes

The control of communicable diseases illustrates the value of WHO's coordinating role in its
work with member states. For example, based on the experience gained in the poliomyelitis
campaigns in the Americas, SEARO and WPRO coordinated National Immunisation Days
in neighbouring states to achieve maximal epidemiological impact. Inter-country and inter-
regional collaboration is also evident in the control of malaria in the Indochina peninsula.
Gains achieved by the more advanced countries are threatened by cross-border immigration
of infected persons. SEARO, WPRO and AFRO have therefore organised various policy
and technical meetings to stimulate and promote technical co-operation among
neighbouring states in malaria control. Mechanisms for consultation and collaboration
between countries in Asia (both WPRO and SEARO) have also been developed in other
areas, such as on the question of drugs, both through ASEAN and Technical Cooperation
among Developing Countries. Several technical programmes in PAHO/AMRO have a cross
country approach, for example, the immunisation programmes with strong sub-regional and
regional activities through the inter-agency committees, the Central American project on
Intrafamily Violence against Women and the programme on Environment and Health in
Central American Isthmus (MASICA).

Cross-learning and Training

Experiences gained in some countries and capacities developed are often shared through
WHO initiatives. For example, a WHO organised workshop in Thailand, on the disposal of
hospital wastes enabled other countries to share knowledge and experience gained by the
host country. In 1995, about 500 WHO fellows were placed in Thailand to undertake a
variety of training programmes. PAHO/AMRO has held regular consultations to share
experiences. Examples include Health Reform, local health systems and decentralisation at
regional and subregional levels. WHO has also supported institutions in less developed
countries to gain capacity to meet national needs and to share with other countries. For
example, a Malaria Research Centre in Mali, strengthened by TDR, has trained a number of
national scientists as well as students from other countries.

Mutual support

In previous decades, much of the flow of knowledge and external aid was from developed to
developing countries. WHO and other development agencies adopted the policy of
stimulating collaboration among developing countries. As developing countries gain
increasing capacity, they are participating in mutual exchange of knowledge and services.
Thai institutions provide technical services for neighbouring countries through WHO, such
as, laboratory services including diagnostic virology, and quality assurance of drugs. WHO

recruits consultants and advisers from developing countries to serve in other developing
countries.

Research

Many of the countries in the Study have been involved in collaborative research that was
coordinated by Headquarters programmes (HRP, TDR), and by the Regional Offices. In the
Americas, collaborative research on Chagas' disease set standards for epidemiological
survey, compared various types of interventions and resulted in a regional strategy designed
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to eliminate the disease. A recent research initiative on Health Reform and Equity is
currently being implemented in some Caribbean countries. Much of the knowledge about
the application of mosquito bed nets was derived from collaborative studies coordinated by
WHO undertaken in countries.

Overall the study finds that the perceived neutrality and technical expertise of WHO means
that it can provide a platform for collaboration between neighbouring states, to work on
health issues where individual country effort would be insufficient. WHO seems to be able to
play this role in a way that other donors cannot.

4.5 WHO support for mobilisation of financial and other resources for health
development at country level.

The Ninth GPW! lists the mobilisation of resources as a major task necessary to ensure that
the GPW has greatest impact. The Study has taken a broad approach to identifying WHO’s
role in resource mobilisation covering financial, physical, human, information management,
institutional resources and political resources (see Amnex 5, p.A31). In each of these
resource areas the WHOCOs were asked to list their activities related to mobilisation of
national and external resources.

The regions show some differences in whether they have specific regional policies and
resolutions that stress the WHOCO role in mobilising various kinds of resources.
PAHO/AMRO, has documentation covering resource mobilisation policies and approaches
for both the Eighth and Ninth GPWs.!! In PAHO/AMRO mobilising national resources is
emphasised in terms of political will in favour of health and modernisation of the sector and
institutional resources such as universities, institutes and collaborating centres. In AFRO!?
the recent policy framework for technical co-operation gives most attention to financial
resource mobilisation and the role of WHO in preparation of project documents to submit to
donors, while not neglecting the advocacy role for health. The WPRO policies!? are more
concerned with directing resources to priority health needs in the most productive way
within countries. The initiative for eradication of poliomyelitis seeks to actively mobilise all
sectors, both government and non-government for collaboration in the effort.

WHO Country Office resource mobilisation activities

The WHOCOs listed many and varied activities in national and international resource
mobilisation. The strongest feature demonstrated by the findings presented in Table 4.5 is
the regional pattern. However, stated regional priorities in resource mobilisation are not
consistently reflected in the examples given for this study. In the AFRO case studies,
financial resource mobilisation is not more prominent than other types of resources, while
PAHO/AMRO and WPRO case studies have as much activity in financial resource
mobilisation as in other areas. The WHOCOs have a similar level of activity across all areas
of resource mobilisation (whether high, medium or low), although there is less richness in
the activities recorded for mobilisation of physical, human or institutional resources. Least
effort is directed to mobilising political support. The levels of resource mobilisation
activity presented in Table 4.5 may also reflect WHOCO size and capacity (See
Figure 3.1 page 22). PAHO/AMRO and WPRO case studies, which listed more and a
wider range of resource mobilisation activities, also have more staff.
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Table 4.5 A summary of WHOCO activities related to resource mobilisation

Country Region | Capacity | Financial | Human | Institutional | Information | Physical | Political
Cluster * | Resources | Resources | Resources | Management | Resources | Support

Cameroon AFRO Low Low Low Low Low Low

Ethiopia AFRO Low Low Low Low Low/Medium Low Low

Mali AFRO Low Low/Medium Low

Mozambique | AFRO Low Low Low Low Low None Low

Tanzania AFRO | Medi Low

Ecuador AMRO ; g

Haiti AMRO

Nicaragua AMRO

Bangladesh | SEARO

Thailand SEARO

Cambodia WPRO

PNG WPRO

* see Table 2.3 page 15
Source: Compiled from the WHO Country Office data collection instrument

Financial resources

The WHOCOs gave examples of activities in assisting governments to; (i) attract more
national resources for health; (ii) use national health and non-health resources more
efficiently; (iii) attract more EBFs through WHO channels; (iv) plan and negotiate for

additional external health resources; (v) make more efficient use of external resources.
(Annex 5, p.A31)

The WHOCO’s listed many activities related to mobilisation of both national and external
funds. However, more effort is put into raising external finances. This is particularly so for
the AFRO and WPRO case studies. There seems to be no marked difference in the use of
EBFs, whether mobilised through WHO or other channels (infectious diseases, drugs, water
and sanitation). Efforts to mobilise resources for infectious diseases are more frequent than
for other purposes (7 countries).

The WHOCO:s listed frequent support to develop health sector policy and plans in order to
assist the MoHs in their negotiation for external funds with multilateral and bilateral donors.
Assisting the MoHs to justify increased national funding to the health sector is achieved by
supporting annual budget preparation, making key information available and by general
advocacy. Success stories are reported from Cambodia, where there has been a remarkable
increase in the national health budget, and in Nicaragua and Ecuador where more national
funds have been allocated to cover EPI programme costs. Main activities for mobilising
non-health resources for health purposes are directed towards broadening partnerships (6
countries) and developing new financing mechanisms (3 countries). Cameroon recorded
‘very few activities in mobilising financial resources.

Along with efforts to attract more financial resources, countries in PAHO/AMRO and
WPRO give examples of assisting governments to make more efficient use of national and
external resources, through establishing improved management systems, staff training and
strengthening co-ordination mechanisms.
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Human resources

The WHOCOs gave examples of assisting the governments to; (i) mobilise the potential of
young professionals for national health development; (ii) stimulate more health orientation
of education system and adult learning; (iii) make better use of health professionals in the

health system; (iv) make more appropriate use of technical assistance personnel. (Annex 5,
p-A3l)

The WHOCOs put more emphasis is put on mobilising national rather than external human
resources by supporting training and systems development. The emphasis is on human
resource development in contrast to human resource management.

The award of fellowships is the single most used activity for mobilising young professionals
for national health development. Courses, seminars and continuing education are frequently
used to mobilise the potential of health professionals and to assist the government in making
better use of them in health service delivery. In some countries, such as Ecuador and
Cambodia, WHO has supported curriculum development for training under- and post-
graduate health workers. Courses and seminars for non-health workers are also used. Half
the case studies are supporting initiatives related to human resource development planning.
In terms of making better use of health professionals, little appears to be done in the area of
incentives, working conditions, or career development.

The activities related to external human resources are mostly concerned with development
of Terms of Reference for consultancies, selection and recruitment of technical assistance
(TA), and participating in co-ordination committees for national use of TA (3 countries).
Recruitment of lecturers from abroad is mentioned by Tanzania and participation on
subregional technical meetings by Nicaragua.

Institutional resources

The WHOCOs listed activities in assisting governments to mobilise, nationally and
internationally, the potential of (i) universities and teaching institutions for national health
development (ii) private sector (iii) NGOs, and (iv) stimulating formation of networks.
(Annex 5, p.A31)

The WHOCOs in PAHO/AMRO listed more activities related to mobilising institutional
resources than case studies in the other regions. The WPRO case studies also give
considerable attention to institutional resources, whereas the African WHOCOs and those in
SEARQO, listed fewer. More emphasis is put on national than external institutions. However,
little is done to assist governments to mobilise the potential of private sector institutions.
Where such initiatives are found they are mostly in connection with activities regarding
AIDS and EPI. Less attention is given to stimulating formation of networks between
institutions involved in health development, except in PAHO/AMRO and WPRO. Nearly
all the case studies have some activity to assist the government to mobilise the potential of
universities and teaching institutions. Some case studies mobilise lecturers from abroad (4
countries) and use institutions abroad for advanced degrees (4 countries). Nearly half of the
case studies stated that they have established links to institutions abroad, but only three
stated that they use WHO collaborating centres (two PAHO/WHO, the other in WPRO).
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Information management resources

The WHOCOs listed activities in assisting governments to: (1) make better use of available
data, (ii) make national information systems more efficient, (iii) achieve more appropriate
data generation for health policy analysis and planning, (iv) improve access to relevant
international data, (v) establish better match between national data needs and data collected
by external support agencies. (Annex 5, p.A31)

Resource mobilisation related to information management is mostly in terms of
development of national health information systems (HIS) and building national capacity.
Disease surveillance is an area of focus, and activities in relation to drugs and tobacco were
listed in Cambodia. The PAHO/AMRO case studies listed a wider range of activities in
relation to development of information management systems including norms and
standards, and disease surveillance systems, than the other regions. Nicaragua has
developed a world-wide WEB page on the Internet to which all actors may link, and the
Inter-Agency Co-ordinating Committee (ICC) has made a policy for communication in
health. Ecuador has a variety of activities in this area and not only in collaboration with the
MoH: but also in other sectors related to environmental health and animal health. The
WPRO case studies also listed many and varied activities.. Fewer activities are listed by the
AFRO and SEARO case studies, but, they identified more activities related to information
management than in most of the other resource areas. All the case studies use and
disseminate WHO documentation and make available regional data on diséases for the
countries to use. Cameroon and Mozambique are the case studies with the lowest profile
regarding the mobilisation of national information resources, and Cameroon, Thailand and
Haiti regarding international information resources.

Physical resources

In this resource area, WHOCOs listed activities for assisting governments in: (i) health
facility maintenance, (ii) health equipment maintenance, (iii) use of unused infrastructure,
(iv) external ODA procurement, (V) sustainable ODA investment in new infrastructure,
(Annex 5, p.A31)

WHOCO:s in the AFRO case studies indicated a lower role in regard to all these aspects of
mobilising physical resources than case studies in the other regions. Across the regions there
is more involvement in activities related to mobilising national rather than external physical
resources. Three case studies are assisted in procuring equipment externally and three others
are involved in standardisation and development of procurement guidelines.

When mobilising national physical resources, equal weight seems to be given to health
facilities and equipment. The activities include development of systems for standardisation,
quality assurance (5 countries) and maintenance systems for equipment (4 countries). There
are few activities dealing with facility coverage plans, inventories etc., or with capacity
building of national staff in these areas. More frequently the WHOCOs are found to be
involved in direct implementation of maintenance (4 countries). Only in WPRO (Papua
New Guinea) and PAHO/AMRO (Nicaragua and Ecuador) were there activities to mobilise

existing, unused infrastructure for health purposes, typically in connection with EPI
activities.
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Political support

The Study asked WHOCOs to list activities related to assisting governments to: (i) mobilise
national political support for health, (ii) development of health legislation and regulations,
(1) make social sector reform more conducive to health, (iv) create better justification for
external support, (v) enhance negotiating powers for external health resources; (vi)
document implications of macro-economic conditions on health. (Annex 5, p.A31)

Mobilising political support should be an important WHOCO task related to its common
global function. However the WHOCOs listed few activities in this area. Again, there are
regional differences, and WHOCOs in PAHO/AMRO and WPRO listed more activities than
WHOCO:s in the other regions.

Generally, there is more emphasis on mobilisation of national then international political
resources. The WHOCOs identified different ways of mobilising political support such as
encounters with parliamentarians, using and even training the press corps. These are used to
mobilise- general support, but also to pursue specific critical issues such as equity for
~ indigenous people, AIDS and women's health. In some case studies WHO played a role in
the development of legislation and regulations related to health, including on drugs and
tobacco. Some WHOCOs listed many activities related to mobilising national political
support (Ecuador and Papua New Guinea), while others did not (Ethiopia, Mozambique and
Cameroon). Few case studies have assisted the governments to document the implications
of macro-economic conditions for health, although the 3 case studies in PAHO/AMRO have
made some efforts in these terms. In terms of assisting governments to make social sector
reforms more conducive to health, some of the WHOCOs mention contribution to health
sector reforms and policies. However, activities directly relevant for social sector reform in
broader terms, are rare. One example is the participation of the WR in Tanzania in the
Social Services Commission.

In terms of mobilisation of international political support, the WHOCOs concentrate on
activities to create confidence in the international donor community. They support
development of sector policies, project proposals and ensure that interagency committees
are functioning.

In sum, the WHOCOs list a wide range of activities across all the areas of resource
mobilisation to provide incremental increases in national health services development. The
analysis shows a regional variation which in part corresponds to stated regional policies on
resource mobilisation, and in part to the size and capacity of the WHOCO. The WHOCOs
put a similar level of effort to all areas of resource mobilisation (whether high, medium or
low), although there is less richness in the activities recorded for mobilisation of physical,
human or institutional resources. Least effort is directed to mobilising political support.
There is low overall resource mobilisation in Thailand where the country need is less.
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4.6 Summary of main issues: WHO's Current Activities at Country Level

1. Total WHO (and PAHO) funding globally across all regions for the 1994-95 biennium
was almost US$2 billion, with 40% spent by Headquarters and 60% by the regions and
countries. The Americas Region, with WHO and PAHO funding, has by far the highest
level of expenditure of any of the regions, at 21% of global funds in 1994-95. EBFs
constitute about 50% of funds, being a higher proportion in SEARO and a lower
proportion in WPRO.

2. 'WHO funds flow into countries from Headquarters, Regional Offices and as part of the
country programme budget. Most go through the WHOCO. However in some countries
substantial amounts, up to 40% of country level spending, come from HQ and RO, and
do not go through the WHOCO, making it difficult to manage the totality of WHO
resources as a unified whole.

3. Comparing the case studies for 1994-95, the countries with the smallest total country
programme expenditure (RBFs and EBFs) were in AFRO (8$1.8 to $5.3 million) and
those with the largest were in PAHO/AMRO ($6.0 to $22.5 million), and SEARO ($8.3

~ to $23.7 million). Highest levels of total expenditure were in Nicaragua (high capacity
cluster) Haiti and Bangladesh (low capacity cluster), with lowest levels of expenditure
in Ethiopia, Mali, Mozambique and Cameroon (most in the low capacity cluster). The
conclusion is that at present, levels of funding are more related to the region than to
country capacity or need.

4, Funds from the Regional Office budgets (as distinct from the country allocation) may
be for country specific or inter-country activities. Over both biennia, RO funds as a
proportion of total expenditure at country level range from 2% to 10 % for the AFRO
countries, 6% to 18% for the PAHO/AMRO countries and 6% to 14% in WPRO.

SEARO was not able to give amounts for country specific funding from the regional
budget.

5. HQ funds are mostly from the special programmes such as TDR and HRP, and usually
go directly to national institutions, without going through the WHOCO. HQ funds can
be for common global or country specific functions. Largest amounts of HQ funding
were to Thailand ($2.6 million) and Bangladesh ($1.7 million). In all countries except

Ecuador, Nicaragua and Cambodia, HQ funding is greater than that from the RO
budgets (as described in point 4.).

6. EBFs were a major source of funding to the case studies. For the two biennia, in nine
countries more than 40% of expenditure was from EBFs. The great majority of EBFs
were spent on activities for Integrated Control of Diseases. EBFs appear to fill gaps in
RBF allocations, but are less in the contro! of the WHOCO and MoH than RBFs. EBFs
to AFRO declined across the region over the period 1992-1995, while the
PAHO/AMRO countries receive the largest amount of EBFs of all the regions.

7. Among case studies in the same region, there are broad similarities in expenditure by
strategic programme area. This is also the case with Bangladesh and Thailand even
though they have substantially different health needs and capacities. Integrated Control
of Disease represented the largest proportion of total expenditure in the seven AFRO
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11.

and WPRO countries and in Nicaragua, all showing 30% to 65% of total expenditure in
this strategic area. In all the AFRO case studies, the smallest proportion of total
expenditure was for Promotion and Protection of Health. Generally, the level and
pattern of WHO expenditure appears to be more related to regional similarities than to
the capacity assessment of countries.

There was wide variation in which of the five functional categories WHOCOs
concentrated their effort: advocacy, support for establishing norms, policy and
planning; research; information dissemination and technical operations support. The
most important function for implementing activities was judged by the WHOCOs to be
technical operations support (29% of effort expended), but its importance varied from
44% in Bangladesh to between 10-20% in other countries. An important focus of
technical operations support is Integrated Control of Diseases. Advocacy accounted for
21% of total effort across the 12 countries, with the greatest focus on Promotion and
Protection of Health. A similar level of effort was assessed for Establishing Norms,
Policy and Planning (varying from 31% in Cambodia to 12% in Mozambique) and

In_fomlation dissemination. Research was one of the most neglected functional

categories with only 10% of total effort across all case studies. In Thailand and
Tanzania more emphasis was given to research (> 20%).

WHOCOs used a range of different tools to carry out the country programmes. Courses
and seminars are indicated to be the most important tool for implementation of
programmes and activities (18%) across all the case studies. Including the effort for
fellowships, the two account for 26% of “effort” on all the tools. The most striking
finding is the low level of effort afforded to linkages with other agencies, only 8% of
effort across all the tools. Some WHOCOs indicate no use of linkages at all (Ethiopia,
Nicaragua, Haiti, Bangladesh). Conversely, Cameroon and Ecuador, give considerable
priority to making use of linkages, especially within the strategic area Promotion and
Protection for Health. However, overall there is no clear pattern in the use of tools
across strategic areas by need and capacity or by region, except for the two WPRO case
studies.

In looking at the WHOCOsi involvement support for health policy development and
research, there was evidence of some interaction in all regions, although there was great
variation. Few WHOCOs and MoH planned financial resources for specific
programmes in health policy and management. For activities related to Health in Socio-
economic development, only some countries in PAHO/AMRO and WPRO used funds
for this purpose. Highest activity level across all regions was in information systems
planning and management supporting the findings elsewhere in the study that
WHOCOs have significant activities in relation to information in different ways.
Advocacy is not rated as very significant. WHO is facilitating inter-country
collaboration. Activities for; (i) consultation and advocacy; (ii) review and planning of
technical programmes; (iii) cross-learning and training and; (iv) mutual support were
found in all regions, although most evident in PAHO/AMRO. Fewer activities were

found in SEARO and WPRO and least evidence of such activities were found in
AFRO.

The study explored WHO’s role in mobilisation of resources in broad terms: financial,

human, institutional, physical, information management resources and political support.

In all the case studies the WHOCOs list a range of activities across all the areas of
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resource mobilisation to provide incremental increases in national health services

development. The main findings can be summarised as follows:

» There are regional differences in stated policies on resource mobilisation

» There is regional variation in levels of resource mobilisation activities which in part
correspond to stated regional policies on resource mobilisation, and in part to the
size and capacity of the WHOCO. The PAHO/AMRO and WPRO case studies
reported higher levels of resource mobilisation activities. The smaller AFRO offices
reported lower levels of resource mobilisation activities.

» Most emphasis across countries and regions is put on mobilising information
management resources. Least emphasis is put on mobilising political support and
thereafter on human resources.

e Low priority is given to issues related to consequences of macro-economic
adjustments and social sector reforms on health.

» There is limited contribution to Human Resource Management which is identified as
critical in all the case studies. In terms of making effective use of health
professionals, little appears to be done in the area of incentives, working conditions,

. or career development.
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Endnotes: Chapter 4.

I
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7
8

. These three areas of focus, collaboration in policy formulation and implementation, mobilisation and

rationalisation of the use of available resources, and provision of technical support have been identificd in
the Executive Board (Document EB97/5) as specific functions of the WHOCO. While the key role of the
WHOCO is recognised, this chapter also examines the contributions of WHOHQ and the WHOROs.
Constitution of the World Health Organisation, 1946, Chapter 11, Article 2(r).

Percentage of effort used for advocacy in Cameroon is for the 1994-95 biennium only.

Percentage of effort used for advocacy by Haiti is for the 1994-95 biennium only.

Detailed graphs on each WHOCO use of functions and tools are presented in the country case study
reports. Two samples are provided in annex 3 of this report.

It is important to distinguish between the terms health policy, plan and strategy. The three terms are often
used interchangeably and variably in different countries. A policy sets out the overall goals and objectives
for the health sector of a particular country. A plan specifies the various means, in terms of activities and
resources, to achieve an agreed policy. A strategy describes how these means will be used to achieve the
agfecd policy.

Constitution of the World Health Organisation, 1946, Chapter 11, Article 2(n).

Constitution of the World Health Organisation, 1946, Chapter II, Article 2(q).

9 Sp;cif_i.c programme 2.1.3./2.1.5./2.2.1./2.2.2

10
11

13

WHO Ninth GPW page 52

PAHO/ Regional Office of the World Health Organisation: Strategic Orientations and Program Priorities
1991 - 1994 and PAHO/Regional Office of the World Health Organisation: Strategic and Programme
Orientations 1995 - 1998 "Health for All and by ALl"

WHO Regional Office for Africa August 1995: Policy Framework for Technical Cooperation with
member countries in the African region.

Partnership in Health in a Region of Rapid Change, WPRO Manila 1996
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Chapter S. TRACER PROGRAMMES

5.1 Introduction

Three specific programme areas were chosen as tracer programmes in order to study
WHO support to countries in greater detail (Annex 3, p.A12) and to ensure a framework
where some comparison could be made across countries. They were: national drugs
programme (DAP), national immunisation programme (EPI), and malaria control. All
three programmes are well defined and structured in terms of WHO policies, guidelines
and approaches. They are programmes that commonly have support from a number of
different partners at the country level. All three are in various ways health system
dependent, and could therefore be used by the Study Team to further explore
appropriateness and responsiveness to national health capacity issues.

Two of the tracer programmes (DAP and EPI) are set up with a meeting for interested
parties. at the global level, providing an arena for following progress, sharing views and
making recommendations on programme development. It is commonly believed that
these advisory mechanisms, the more rigorous programme reporting and the greater
flexibility provided through generous EBF allocations lead to better management and
more efficient use of resources compared to WHO regular programmes.

This Chapter describes and discusses the way the three national programmes were found
operating at the country level, how WHO relates to these programmes and finally
whether the WHO support given is responsive, adequate and effective in strengthening
national capacity in these areas. A special set of field instruments were used for data
collection to check country achievement against programme defined policy indicators
and to identify the role and contribution of each of the partners, including WHO.

52 WHO related drug programme activities at country level

Resolution WHA 28.66 (1975) underscores the importance of drug policies for linking
drug research, production and distribution with real health needs. It was agreed that
WHO should be of greater direct assistance to Member States in the formulation of
national drug policies and the implementation of national programmes in advising on
procurement and quality of essential drugs in training scientific and technical manpower
in these areas. In 1977 WHO published the first model list of essential drugs, which has
subsequently been revised. Technical discussions during the World Health Assembly in
1978 took the agreed mandate forward, and access to essential drugs was included as an
element of PHC at the Alma Ata Conference.

The WHO Action Programme on Essential Drugs (DAP) was started in 1981. Rational
use of drugs received particular attention from 1985, and the WHO guidelines for
developing national drug policies were published in 1988 (updated by an expert
committee in 1995). In 1994 and 1996 the WHA reaffirmed the crucial importance of
WHO's leadership and coordination in the development, support and evaluation of
national drug policies (WHA 47.13 and WHA 49.14). Concern was however expressed
in the 1996 resolution that "access to drugs is still inequitable, that promotion of
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commercially produced drugs still outweighs independent, comparative and scientifically
validated and up to date information on drugs and that problems persist in ensuring
quality of medicines both on the open market and for donation as international aid".

DAP engaged in a review of objectives, priorities for action and approaches during the
latter half of 1996, and has produced a new strategy document, restating objectives and
approaches in the current context of health reform and broadening partnerships in health
development. In the recent document, published in February 1997' the new direction
given for country level support is to strengthen coordination with WHO Regional Offices
and increase support to inter-country and subregional activities and to increase impact at
the country level through: focus on specific programme development objectives; careful
selection of countries and activities; flexibility and responsiveness to local needs;
enhanced country level coordination with all parties and more emphasis on guidelines
and technical advice.

In the period under study (1992 to 1996), country support has been the highest priority
area of DAP. The framework used for country support distinguishes between Type 1
countries (long term policy and strategy development), Type 2 countries (intensified
support) and Type 3 countries (support to implementation of specific technical
activities). Of the twelve countries included in the Study, Ethiopia and Cameroon are
labelled as Type 1, Ecuador as Type 2 and the remaining 9 countries as Type 3. The
study sample 1s therefore not appropriate for making any observations of what DAP can
do at country level, given its full potential. It does however give a reasonable background
for discussing features of Type 3 collaboration, with countries represented in all the 4
regions visited. It is also important to note that the Type refers to DAP input rather than
country need, and DAP input is adjusted depending on the role of other donors.

DAP noted in its 1994 Progress Report2 the concern about a shift by donors from
unspecified to specified funding, limiting the ability of the Organisation to use the
criteria for prioritisation set out in the Future Strategy paper (WHO/DAP/94.4) and that
this might curtail WHO's core global functions of leadership, advocacy, development
work and research - and at a time of great demand for such work. Following an intensive
effort by DAP, the balance between specified and unspecified funds has improved in
1996-97. Donor earmarking of funds for activities in specific countries has influenced
the choice of countries for more intensified support (Type 2 countries) during the period
covered by this study.

In the mapping of the policy context and drug programme support at country level, the
Study sought to use the tools provided by DAP itself, including its indicators for policy
development and regulatory capacity, and the distinction between areas for technical
intervention. In addition, WHO reports and the role of other partners in the drug area
were studied to get an overall understanding of current status and significant gaps in the
sector and the role of WHO as an actor within this context.

The drug policy context and drug regulatory capacity

A map of indicators for the drug policy context and the drug regulatory capacity was
filled in for each country, and is appended to each country case study report.
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A national drug policy exists in all the twelve case studies, but only 4 of the countries
had updated the policy within the last 10 years. Of these 4 countries, three were in the
group of countries with highest health systems capacity and highest access to care
(Thailand, Ecuador and Nicaragua). In general, compared with the status of the national
drug policy, countries are more updated on drug legislation and regulations, essential
drug lists, rational drug use and standard treatment (see Table 5.1) It is worth noting that
all the case studies with assessed capacity higher than "low" have almost a complete set
of updated policy instruments aside from the drug policy.

Table 5.1 Drug Programme: Policy Context

Capacity | DAP | Drug Policy Legislation EDL Rational | Treatment

Country cluster | Type | updated updated | updated D"‘:lg tU(sie protocol
ate

Thailand HIGH 3 BERaYEL oo aNER YIS R
Ecuador HIGH 2

Nicaragua HIGH 3

PNG . MEDIUM 3

Cameroon MEDIUM 1

Tanzania MEDIUM | 3 | NO  jmsESa fo ¥eno :
Haiti LOW 3 - - -
Bangladesh LOW 3

Cambodia LOW 3

Mozambique LOW 3

Ethiopia LOW 1 e

Mali LOW 3 7 e

Note: This assessment was made in October 1996. More recent updates may affect the drug score.

In spite of its earlier achievements in the drug sector, Bangladesh lags remarkably behind
in terms of general updating. On the other hand, Mali shows higher achievement in the
policy area than one might have expected from national health system capacity/access
rating. The achievements of Mozambique and Tanzania is also worth noting.

WHO has developed a self-assessment instrument for drug regulatory capacity in a
country. The rating includes legislation (if not in place and up to date, capacity is rated as
limited) licensing, inspection (if in place in addition to legislation, rated as basic),
product registration, quality control and reporting of adverse reactions (if in place in
addition to the above, rated as moderately developed) and finally post marketing
surveillance and full range of quality control (if in place in addition to all above, rated as
comprehensive). When applying this instrument, a rating is obtained, as presented in
Table 5.2 for the twelve case studies.

There is wide variation among countries and no striking common feature that explains
the difference, neither by region nor by general capacity criteria. The DAP type 1 and 2
countries (Ethiopia, Cameroon and Ecuador) as a group are not different from type 3
countries. And countries with the lowest regulatory capacity (limited and basic) are not
showing a different level of WHO funding for drug programmes than countries with
better capacity (Table 5.3). Among the five countries with the lowest regulatory capacity,
only Tanzania has substantial inputs in the area of planning and management (Figure
5.2). Mali in this context scores much better than could be expected from the low general
health capacity. An explanation is the substantial support from other donors (EU/WB)
(Table 5.5).

79




Table 5.2 Drug Programme: Regulatory Capacity

Country Cc?ﬁsatc“y Comments Drug Regulatory Capacity*
5o e SRS ::%;;:.y ey

700 oo % ?{;’\ ey iﬁ( ,k‘,”v, é:}

ag
Tanzania MEDIUM| 3 |Some in-country QC Basic

PNG MEDIUM 3 No achievement re_corded Limited

Haiti LOW 3 - -

Bangladesh LOW 3 | All elements in place, legislation not | Limited
updated

Mozambique LOW 3 | Some in-country QC Basic

Ethiopia LOW 1 | Some elements in place, legislation | Limited
not updated
M

* According to DAP self-assessment instrument

Quality assurance and rational drug use

Three of the countries which historically were early on the scene in establishing and
implementing essential drug policies, Tanzania, Papua New Guinea and Bangladesh,
stand out as the countries that today have less engagement in the more recent policy areas
of quality assurance and rational drug use. Whereas Tanzania and Papua New Guinea lag
behind in quality assurance, Bangladesh has not engaged in operational research
activities within the last five years and has not established a satisfactory framework for
rational drug use, in spite of the support it receives for drug programmes from WB and
UNICEF (mostly focused on supply and logistics and quality assurance). Neither Papua
New Guinea nor Tanzania have had much formal collaboration with WHO in these areas
of technical interventions, but largely relied on bilateral support through AusAID (Papua
New Guinea) and DANIDA (Tanzania). In Tanzania, the limited WHO support given has
been through workshops, brief consultancies and some operations research.

Essential drugs, procurement and financing

All countries have essential drug lists which are in use, and for most countries, drugs in
the public sector have been limited to the essential drug list (not in Ethiopia, and only
partly true for Thailand). There are still gaps in terms of proper procedures for tendering
in some of the countries: both the countries in WPRO and two of the five AFRO
countries. The three countries in the medium health capacity group are among these. All
countries have some WHO input to the supplies and logistics area, apart from Cameroon
and Cambodia, where there are other partners involved. Three of the twelve countries, all
within the AFRO group, use less than US$1 per capita of public spending on drugs:
Tanzania, Ethiopia and Cameroon. (The total Cambodia health budget is not a lot more
than 31/head) The information from Mali is incomplete on this point. While the two
WPRO countries, Thailand, Tanzania and Cameroon cover more that 20% of the total
public drug budget by public funds, it is notable that the public share is lower in the
PAHO/AMRO countries, and in the three AFRO countries within the low health capacity
cluster (Mali, Ethiopia and Mozambique).
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Country “drug score”

The findings presented in Table 5.1 and 5.2 have been combined to form a country “drug
score” by giving each confirmed element in the policy framework one point, and rating
the drug regulatory capacity so that 4 = comprehensive, 3 = basic to moderate, 2 = basic
and 1= limited (4th column, Table 5.3). The higher the drug score, the stronger capacity
in formulating drug policy and regulation. When scoring country capacity for drug
policies this way, the “drug score” appears to follow general health capacity in the
country, but with some notable exceptions: Papua New Guinea scores much lower and
Mali much higher than would have been expected. Bangladesh and Ethiopia have a
generally weak institutional setting for pursuing effective drug policies. Even so, these
three countries have access to strong and supportive donors such as the WB and
UNICEF, and bilaterals that are either actively engaged in or are ready to be engaged in
the drug sector. The four countries with the lowest “drug scores”, Bangladesh, Ethiopia,
PNG and Mozambique, are all countries where DAP has had very little involvement over
the last 4 to 6 years. In Ethiopia a programme was planned but not implemented.

WHO felated drug programme funding

The pattern of funding made available through the WHO for drug programme support at
the country level also shows considerable variation. There is no match between funding
levels and “country drug score” (note for instance Nicaragua and Ecuador, Table 5.3.)
The exceptionally high investment in Ecuador, reflects a country specific partnership
established with the Netherlands. The low funding level for the drug programme in
Papua New Guinea reflects a situation where a bilateral has taken responsibility for
funding and support over a period of years, and therefore WHO has taken a more
marginal role.

Table 5.3 DAP Funding to Country Level and capacity (CO, RO and HQ funding)

Programme name: Action Programme on Essential Drugs

Capacity DAP “Drug 1992-93 Total 1994-95 Total
Country Cluster Type score” %EBF - %EBF
Thailand HIGH 3 9 135,978 91 213,870 67
Ecuador HIGH 2 8 1,422,301 100 | 1,101,313 100
Nicaragua HIGH 3 8 180,891 100 0 0

MEDIUM 3 6 146,895 100 289,613 31

MEDIUM 1 ,

Low 0 221,799

‘Cambodia 262,330

Mozambique 217,805

‘A commonly found level of total drug programme funding through WHO for a biennium
is in the range of US$150,000-$280,000 (Table 5.3). Drug programme funding shows
fluctuation in the EBF/RBF mix available to any given country from one biennium to the
next, such as in this case for Ethiopia, Tanzania, Mozambique and Cambodia. In some
countries WHO appears to be able to respond with RBFs if EBFs do not materialise
(Ethiopia, Mali, Tanzania and Cambodia). None of the PAHO/AMRO countries or

81



Cameroon received RBFs for drugs during 1992 to 95. Eight of the countries received a
higher level of funding in 1994/95 compared to 1992/93.

WHO support to National Drug Actions programmes by functional categories and
by use of tools

As referred to in section 4.3, the Study analysed each case study by functional category
and by tools used to carry out WHO activities. This was also done for the budget line
activity for DAP. For detailed description of how the data were collected and overview
of the various functional categories and tools, the reader is referred to Annex 3.

WHO support by functional categories

Figure 5.1 shows WHOCQO staff assessment on how the five main functions contribute to
WHO drug programme activities. Information dissemination’ is not listed as a strong
area in any of the case studies, and not at all part of the activities in four countries (Papua
New Guinea and Cambodia, Tanzania and Ethiopia). The relative significance of
advocacy and normative work differs considerably between the countries. In Nicaragua,
along with the other Central American countries, there have been efforts to establish a
more concerted drug programme, however encountering difficulties. This may explain
the perceived high activity in advocacy in this country. It is also worth noting that a
country such as Thailand, has a considerable part of its collaborative programme with
WHO in the area of technical operations support. The Tanzania profile reflects a situation
with another dominant donor to the area, as does the Cambodia profile. Papua New
Guinea represents a country with insignificant activity in the Study period, again with
another dominant donor. There are no other obvious connections between the drug policy
context and regulatory capacity previously presented and the profile which is emerging
from assessing relative significance of functional categories within the collaborative
programme. Neither is there any clear pattern for type 3 countries.

WHO support by tools

When examining the tools used for WHO support to drug programmes (Figure 5.2), and
seeing them in relation to the areas of technical interventions (Figure 5.3) one of the
striking features is how the mix of interventions and tools appears to be largely ad hoc,
with little focus or selectivity. This also applies to the type 3 countries (most of the
countries represented), in contrast to the direction of the most recent WHO Essential
Drugs Strategy’ which states that “WHO will provide only very selective support for
type 3 activities.” As the documentation of the Study relates to 1992-95, performance
should not be assessed in relation to new policies of 1997. On the other hand, the
observation made in the Study underlines the need for the shift in policies which now has
been made by the DAP programme.

Ecuador, as the only type 2 country in the sample, has the full spectrum of tools applied,
apart from financial support which is likely to come via other partners with whom WHO
has a close working relationship. Ethiopia (a type 1 country where the policy framework
is not updated and there is limited drug regulatory capacity) has largely financial support
(to supplies and logistics), which appears as a clear mismatch with country needs. This
particular example underlines that WHO, even in alliance with a committed donor
partner (Netherlands), cannot do much if the country itself is not responsive.
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Figure 5.1 'WHO Drug Programme: WHOCO profile of Functional Categories
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Figure 5.2 'WHO Drug Programme: WHOCO profile of use of Tools
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The set of tools used in Thailand, which are appropriately focused on quality assurance
and rational drug use, raises questions as to how this level of financial support and
support for supplies can be justified, given the high health capacity and the high “drug
score” for this country.

Finally, the tool mix in Bangladesh raises questions of relevance and appropriateness in
the context of the large donor consortium which also includes major support to the
national drug programme. Here the WHO inputs are focused in the technical area of
supplies and logistics, but with a little bit of everything in terms of tools.

WHO support by areas of technical interventions

The WHO DAP classification defines four main areas of technical interventions: Quality
Assurance, Rational Use of Drugs, Supplies and Logistics and Planning and
Management. The WHOCO instruments asked for information about actual expenditure
within the two biennia for each of the technical interventions. The findings are presented
in Figure 53.

Figure 5.3 Drug Programme: Resource allocations by areas of technical intervention
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Supplies and logistics stand out as an important component in almost all case studies.
Exceptions are countries with high national capacity (Ecuador, Thailand) or where there
are other donors specifically involved in supplies (Cameroon, Cambodia). In the latter
two countries, policy and management, rational drug use and quality assurance are the
significant components, indicating that WHO demonstrates some specialisation in
relation to other donors. In Haiti, the emphasis is more on rational drug use than on
quality assurance, which may also be very appropriate to the particular context of that
country. Mali and Ethiopia have a fairly similar profile, with hardly any emphasis on
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quality assurance and rational drug use. This could be questioned, given the country
context. For Mali, however, this is explained by the presence of other donors in this area
(Table 5.5). In Ethiopia, DAP is providing only policy advice rather than a drug
programme as such, and so components other than policy and a one-time donation of
drugs, have low profile.

Human resource inputs

The human resource inputs (all technical staff paid by WHO, including also staff from
HQ, RO and national technical staff) to drug programmes in the twelve countries show
great variation (Table 5.4). While the highest input is in Ecuador, reflecting the type 2
programme status with high level of funding, there is little match between the level of
funding and the level of human resource inputs in the other countries. Specifically, it is
hard to see any significance of being labelled a type 1 programme in terms of allocation
of human resources.

Table 5.4 Drug programme: funding and human resource inputs 1992-95

Capacity |Total funding, 1992-95 |Human Resource Inputs
Country Cluster Us$ %EBFs | (in workdays) 1992-95
Thailand HIGH 349,848 76 30
Ecuador HIGH 2,523,614 100 6,204
Nicaragua HIGH 180,891 100 946
Tanzania MEDIUM 436,509 54 117
PNG MEDIUM 15,831 0 30
Cameroon MEDIUM 63,440 100 65
Haiti LOW 221,799 100 1,232
Bangladesh LOW 347,869 6 770
Cambodia LOW 337,106 35 617
Mozambique LOW 245,124 18 35
Ethiopia LOW 432,976 31 240
Mali LOW 271,596 1 None

Drug programme activities and other partners

WHO is not the only actor in the drug field in the case studies (Table 5.5). Most
countries have several partners. In some countries the coordination between actors is
good with clearly complementary activities. Among the approaches taken are special
donor coordination meetings for the drug sector. In other countries donors appear to pull
in different directions. Several case studies demonstrate competition among agencies.
Some donors in some countries have engaged themselves heavily in the sector, without
establishing policy dialogue with WHO. Other donors have deliberately chosen WHO as
a strategic partner for their support to drug programmes (such as the Netherlands in
Ecuador and Ethiopia), thereby providing an opportunity for WHO to respond to requests
from countries that have the ability and political will to develop their drug sector.

In none of the case studies does it appear that WHO is functioning as the lead agency in
the drug sector. The only exception would be Thailand where no other donors are
involved and the country has sufficient capacity to develop its drug sector without
funding support from WHO.
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Table 5.5 Drug Programme: Actors in the field

Country Capacity | DAP | Other partners Donor contributions other than WHO
cluster Type
Thailand HIGH 3 | None None
Ecuador HIGH 2 [Netherlands, WB, USAid, |Popular pharmacies
Belgium MSF
Nicaragua HIGH 3 | WB, DANIDA, SIDA Supplies, Rational Drug Use, DANIDA
more than twice the WHO input
Tanzania MEDIUM| 3 |DANIDA, UNICEF Central Medical Stores by DANIDA. No
] formal collaboration with WHO
PNG MEDIUM| 3 |AusAID, WB Supplies and logistics. Privatisation
Cameroon MEDIUM 1 GTZ, UNICEF, USAID, Procurement, revolving funds, National
Belgium, CARE, EU centre for essential drugs
Haiti LOW 3 Drug supply centre/drug supply warehouse
Bangladesh LOW 3 | WB, UNICEF Supplies and logistics, Rational drug use,
Quality Assurance. NB Private sector
pressure
Cambodia LOW 3 | UNICEF, WB, Japan Supplies and logistics, planning and
management, Rational drug use, Quality
Mozambique LOW 3 | UNICEF, Netherlands, Supplies and logistics
USAID, SDC, NORAD
Ethiopia LOW 1 [Netherlands, WB, ADB, Supplies and logistics, Needs assessments
. USAID, UNICEF, SIDA
Mali LOW 3 | WB, UNICEF, EU Policy advice, Quality assurance, Rational
drug use

Overall assessment of WHO’s role in the Drug Policy Area in the case studies

Drugs and politics. Policy watch.

In the period being studied, a main challenge for the drug programme in most of the
countries has been to develop and/or maintain basic public systems and at the same time
cope with privatisation, diversification and decentralisation. Countries are struggling
simultaneously with availability of essential drugs for public service delivery, irrational
use of drugs is widespread, unacceptable prescribing patterns, unethical drug promotion
and unlicensed drug sellers.

Several of the countries/regions illustrate how the drug sector continues to be politicised,
with strong competing interests from drug industries and drug sales enterprises. Free
market policies are a component of Health Sector Reform in many countries, causing
pressure on established essential drugs policies. The regions experience this situation
differently. In PAHO/AMRO, political constraints have made it difficult to establish
effective inter-country initiatives for the Central-American sub-region in the drug sector.
The response from the RO has been one of active advocacy. In contrast, WPRO has
chosen a generally low advocacy profile in the drug area.

While there are instruments available for monitoring the drug policy context, the
regulatory capacity and access to drugs in countries, DAP is dependent on an active
response from countries and regions for engaging in collaboration at the country level.
So far, in the global context, there are more demands than resources. DAP does not see
its role as actively watching developments in the drug sector in countries. It could be
seen as a task of WHO Regions to do so, and a task of the WR in the countries. In
practice the findings from the twelve countries gave little evidence of systematic
monitoring of overall status and identification of imbalances and gaps. In a sector that is
so politically sensitive, and so directly affected by the ongoing reforms, more attention to
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this area ought to be considered, whether WHO is actively involved in any programmatic
way or not.

The criteria established for monitoring the policy framework in countries do not
adequately catch the difference between formulating policies and implementing policies.
In countries such as Cambodia and Nicaragua, where most of the policy elements are in
place, the capacity to implement is low. Yet, on paper, things appear to be well
established. Indeed, where there are clear gaps in the policy framework, such as for
Papua New Guinea, WHO does not respond by even noting this in the regular WR
reports to the RO.

WPRO and SEARO are engaged in a bi-regional initiative on essential drugs under the
auspices of ASEAN,* mainly to further technical cooperation among ASEAN member
countries in the two regions. The objectives of the initiative, established as early as 1984,
are “to strengthen the pharmaceutical sector so as to meet the objectives of the WHO
Action_Programme on Essential Drugs, and to achieve self-reliance in the training of
human resources in the regions”. The WHO Certification Scheme has been stressed in
the recent meetings, and Centres of Excellence have been developed in good
manufacturing practices, drug evaluation and registration and reference substances. This
initiative provides WHO with an important arena for policy dialogue and technical
advice in a rather complex context.

WHO role

In all the case studies, WHO has directly or indirectly, through well formulated and
widely accepted policies, standards and guidelines supported the development of a public
pharmaceutical system over many years. The WHO role in the countries varies from
having “taken on” the management of the drug sector (Haiti - as part of the emergency
programme) to being a marginal observer as in Papua New Guinea.

The Study has not found evidence that the WHO role and activities in the countries is the
result of strategic planning at WHOHQ or ROs, neither that there is an obvious match
between country needs and DAP type category or WHO level and profile of collaborative
activities. In the case studies, the WHO role was largely constituted by capitalising on
windows of opportunity as they arose within the country context. A balance is needed
between strategic planning and flexibility fo respond to unforeseen opportunities.
Important factors were identified to be:
* MoH commitment, interest and ability to use WHO as a technical resource in this area
* Country specific strategic alliances/partnerships between WHO and donors, where
WHO is either funded to implement an enlarged WHO programme, asked to act as an
executing agency for a programme identified by a donor, or used for technical advice
in programmes operated by others.

A DAP HQ staff member, commenting critical areas affecting programme implementation in
Tanzania, noted: “Good performance in the past due to good collaboration between DAP and
the main bilateral donor involved in the pharmaceutical sector, i.e. DANIDA. DAP was able to
contribute 1o the support programme through involvement in major project evaluations and
policy meetings, and through support to some technical areas not taken care of by other donors.
A facilitating factor was a team of motivated staff in the MoH. In recent years, problems arose
from the lack of funds in DAP, the lack of planning processes in the Ministry of Health, a low
capacity to manage the pharmaceutical sector and the lack of donor coordination”,

87




The new DAP strategies highlight the importance of strategic partnerships, by stating that
type 2 programmes normally should be supported by specified bilateral and multilateral
EBFs. The limitation in this approach is that there may not be such specified funding
available for some countries with great need and few partners, or countries which are not
seen as priority countries for partners that are most open to support DAP programmes. It
is for instance much harder to create such partnerships for West Africa than for East and
Southern Africa. It is also very difficult to obtain donor support for activities in Viet
Nam, the former USSR and countries in the Middle East and Latin America.

Relevance and appropriateness

As has been acknowledged for WHO technical documents on policies, standards and
norms generally, there has been a strong indirect influence through HQ/DAP technical
tools and policy guidelines in most aspects of member states’ national drug policies and
supply systems. However, the case studies show that WHO involvement in drug
programmes have varying degrees of relevance and appropriateness to the context. One
of the countries where the WHO response was considered to be of poor relevance was
Mali, where limited WHO resources was spent on drug supply. “..there appears to have
been an opportunity for more far reaching support in the policy development process
which was not exploited. Instead WHO supplied drugs to the value of some US$ 200000,
an insignificant amount in the total drug provision of the country (in the order of 0.5%)
The same amount of money would have been highly significant if used to assist in policy
development and training. There are still large areas of little or no activity, e.g. policy
and regulsations for effective control of the private sector and in rationalising drug use in
general”.

In general, the case studies did not demonstrate a well formulated overall strategy for
ensuring appropriate and relevant inputs to the drug sector, apart from the three countries
in PAHO/AMRO and in Ethiopia (a programme concept developed but not
implemented). Most of the WHO support represented largely ad hoc initiatives on
request from countries, and handled within the regional allocations, with little influence
from HQ/DAP. It must however again be noted that the countries in the Study are not
very representative of DAP supported programmes on a fuller scale.

Priorities

The drug sector has been identified as a WHO priority to the extent that the Executive
Board requested a 5% shift in global budgets for this area. Given that countries set their
own priorities for the use of their country allocation, and RBFs form less than 10% of
funds managed by DAP centrally, then this financial shift can only be achieved through
EBFs at the global level. There is a need to accept the difference between funding a
global programme, which then can establish cost-effective strategies based on a
management system they can control, and supporting selected countries in their own
effort to implement effective health programmes. The EB can more easily influence the
use of funds managed by DAP centrally than the way RBFs are allocated to drug
programmes in countries. In the case studies, HQ/DAP in general had little influence on
what was actually being done in terms of drug programme support to the countries. There
is an indirect influence as countries and regions rely on DAP tools, training materials and
policy guidelines.
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It appears that where there is a strong global programme, such as DAP, more attention
should be given to how countries are actually selected for inputs from HQ. Though there
are criteria, there is a need to be more transparent in how these criteria are being applied
by the programme. This is even more important as resources are becoming increasingly
scarce and there is uneven distribution of potential partners to enable WHO to engage in
type 2 programmes. The recent decision by DAP to stress the development of an RO-
DAP plan of action will be a step in the right direction.

With the stated global priority on drugs, a way to match this with the countries autonomy
could be to have countries report on what they have done to safeguard the drug sector in
their own national programme in the process of negotiating country budgets, and why
they give, or do not give, priority to WHO support in this area.

Effectiveness

The effectiveness and relevance of global norms and instruments for country level policy
and strategy formulation was affirmed in all the case studies.

The ability of the WHO system to recruit qualified consultants for specialised tasks
within a reasonable timeframe was not found satisfactory in several countries. In some
instances, consultants seem to have spent a long time in country with little tangible
results, and there is reason to raise questions about quality control of consultants.

Observing the managerial processes in the case studies, there was no difference in the
management of resources or evaluation of results between the drug programme and the
rest of the collaborative activities. It had the same strengths and weaknesses, and the
same type of monitoring systems and audits as discussed in Chapter 3.

5.6 WHO related immunisation activities at country level

The Expanded Programme on Immunisation (EPI) was established in 1974 with the
World Health Assembly Resolution WHA 25.57, as the success of world wide smallpox
eradication seemed increasingly assured. Although the coverage for EPI target diseases
climbed steadily in all regions throughout the 1980s, a decrease in the incidence of
disease did not always result. In the mid 1980s more effort was therefore placed on
developing surveillance systems. In 1988 the WHA® selected Poliomyelitis to be
eradicated globally, in 1989 declared its commitment to global elimination of neonatal
tetanus’ by 1995 and in 1990 to reduction of measles by 95% by 1995. In 1994, EPI
became one of three components of the Global Programme for Vaccines and
Immunisation (GPV). The other components are Vaccine Research and Development and
Vaccine Supply and Quality. This study focuses on the EPI component. The main
objectives for EPI are stated as:

. to promote country self-sufficiency in immunising target populations
. to raise vaccine coverage to 90%
. to increase quality of immunisation services
. to control selected target diseases
. to promote the introduction of new vaccines
GPYV offers guidance and support to governments on
. immunisation policy and global standards
. meeting global targets for eradication, elimination, or control of diseases
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. disease surveillance
. maintenance of a cold chain for the safe transport and storage of vaccines
. training of health workers and managers

Sustainable immunisation services implies not only increased and sustained levels of
immunisation coverage but also more self-sufficiency in vaccine buying and
commitment of national budget towards covermg operational costs of the programme.
The Global Programme for Vaccination® has proposed criteria for grouping countries
according to technical/ managerial (high, medium and low coverage) and financial
capabilities (weak, moderate and strong). Strategies for support are developed according
to the band the countries belong to. WHO and the World Bank have identified some
countries as highest priority.m

Many organisations have become partners in the programme. The main partners are
UNICEF, Rotary International, Governments of OECD countries and others, CPHA,
JICA and scientific research institutions and Foundations. The programme interacts with
parmers in different ways at different levels of the organisation; at HQ an annual meeting
of interested parties is held to assure funding. At regional and country levels, Interagency
Co-ordination Committees (ICC) are established for the purpose of mobilising funds and
to assure complementary use of funds and of activities.

Preparation of a Plan of action for a national immunisation programme is seen as an
essential element to ensure its success and sustainability. The plan of action provides an
opportunity for monitoring the key elements related to implementation of the EPI; the
use of resources from various donors and actors, assessment of proportion of funds
channelled to districts, indication of level of national funding."’

According to WHA resolution (41.28), poliomyelitis eradication should be pursued by
strengthening the development of the EPI as a whole fostering its contribution in turn to
the development of the health infrastructure and of primary health care. In parallel with
the dramatic and rapid progress in polio eradication particularly in some regions (e.g.

Americas), which has its own justification, there has been considerable unease about
whether single- mterventxon focused programmes interfere with general development of
primary health care'?. Disease control is the central EPI priority. The success to control
the three targeted diseases depends on other aspects of the health services (clean delivery
and post delivery services) and requires strengthemng of the primary health care
infrastructure, improvement of laboratory services and disease surveillance.

Taking these elements into consideration, the Study developed a set of indicators based
on those used by GPV to map the policy context, national capacity and WHO support to
national immunisation programmes. The map of policy content and national capacity was
completed for each country and attached to each country report. The capacity cluster
column in the following tables refers to the overall assessment of health capacity as
presented in Table 2.3, page 15. In addition, the role and contribution of other partners
was studied to provide a more comprehensive understanding of the status of National
Immunisation Programmes, identify possible gaps and to assess the role of WHO as an
actor within the particular country context as well as the relationship between WHO and
the various partners included the Health Ministries. The following presentation seeks to
present the results in relation to the goals set for the programme.
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Policy context and programme strategy capacity

Ten of the case studies have updated policy on Immunisation, a strategic plan in place
and have specific targets and strategies for control of the targeted diseases in place.
Nearly half of the countries have not undertaken a needs assessment during the last S
years. Ethiopia, Haiti and Mali stand out as countries with very vulnerable capacity in
these terms. These countries are also assessed to have low health systems capacity and
access to services. Only Ecuador and Mozambique have not identified specific strategies
and targets for control of all of the targeted diseases (Table 5.6).

Table 5.6 EPI Programme: Policy Context

Country Capacity Policy | EPI Strategic Needs Specific
cluster updated | plan updated | assessment strategies and
targets
Thailand HIGH YES YES YES YES
Ecuador HIGH YES YES YES only for N-T
Nicaragua HIGH YES | YES YES YES
PNG MEDIUM YES YES NO YES
Cameroon | MEDIUM YES YES YES YES
Tanzania MEDIUM YES ? NO YES
Haiti LOW NO - - -
Bangladesh LOW YES YES YES YES
Cambodia LOW YES YES ? YES
Mozambique | LOW YES Not for measles

Sustainable immunisation services

A group of countries have achieved a high coverage:”’l4 Tanzania, Nicaragua, Ecuador,
Bangladesh and Thailand. However, other countries in the sample have medium or low
coverage; Haiti, Papua New Guinea, Cameroon and Ethiopia and Mozambique. All the
countries with highest systems capacity and highest access to services have high
immunisation coverage (Table 5.7). These are the only countries able to cover most or all
EPI expenses with national funds. In programme terms, these countries have achieved
sustainable immunisation services. Cameroon and Papua New Guinea, in the medium
capacity group, used to have more satisfactory coverage, but due to economic recession
and in Papua New Guinea poor management, coverage decreased and the countries
financial contribution to EPI is limited. Bangladesh has satisfactory coverage and pays
for two types of vaccines in spite of the low health systems capacity and low access.
Papua New Guinea, Cambodia and Mozambique are currently improving coverage. The
others show signs of progress although not as readily.

Quality of immunisation services

All of the countries apparently have most of the quality assurance elements to quality in
place. However, only Thailand and Papua New Guinea, two very different countries, do
not have strategies in place to monitor missed opportunities for immunisation.
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Table 5.7 EPI programme: Financing and Health Systems Factors

Country Capacity EP1 Financial |Currentlevel | Integration | Supply and logistics
-1 15 | of national
cluster | Coverage | Capability financing

PNG MEDIUM| Low Moderate | ONLY for NO Few clements in place
some vaccines
Cameroon MEDIUM | Low Moderate Limited NO All elements in place
Tanzania MEDIUM | High Weak Limited PARTLY | Procurement is not planned
and undertaken by National
Immunisation
Haiti LOW Low Weak None NO -
Bangladesh LOW High | Moderate |ONLY for YES [ Allelements in place
) some vaccines
Cambodia LOW High Weak Limited - -

Mozambique | LOW | Medium Weak Very limited YES Guidelines for procurement

not existing, not planned

and undertaken by National
immunisation

Ethiopia LOW Medium Weak Limited YES All elements in place

Mali - LOW Low Weak ? PARTLY | All elements in place

Integration of EPI and development of health systems

Many countries are struggling for decentralised integration of EPI activities into general
PHC services. Mali and Papua New Guinea have no policies for integrated management
in place, Cameroon is presently adopting such policies. Other countries have written
policies, but struggle to implement according to intention (Tanzania and Bangladesh).
Nicaragua and Mozambique are examples of countries where there have been efforts to
integrate MCH services in general, contributing to integration of EPI activities. The High
capacity countries have succeeded in integrating and have all elements related to supplies
and logistics in place (Table 5.7).

In Cameroon, integration of service delivery and supervision at district level has only
been achieved in districts that have been reoriented to the new PHC policy. Ethiopia
reports that sustainability of the EPI programmed depends on further development of
basic health services. Bangladesh is struggling to achieve integration in a fragmented
health system. The Study provides examples of EPI activities contributing to health
sector development in various ways: Nicaragua has developed a well functioning
epidemiological surveillance system and in Papua New Guinea, the immunisation
programme has contributed to instituting a systems based approach to management
linking all levels of the health system.

Summary of National Programme Implementation Capacity

Table 5.8 has summarised the national immunisation programme capacity as assessed in
this study. The national programme implementation capacity profiles and the capacity
clusters identified in Chapter 2, coincide for the high capacity counties, but in the
medium and low capacity countries the coincidence is less distinct. There are also
counties with EPI coverage higher than national implementation capacity would permit,
which may the result of external operational support. The programme implementation
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capacity in Papua New Guinea, Cameroon and Haiti is particularly low, even though two
are assessed at medium general systems capacity. Thailand, the only country covering
all costs with national resources and in general terms described to have good capacity,
still has some outstanding critical areas. In terms of sustainability, the African countries
show less progress than the other countries.

Table 5.8 EPI programme: National Programme Implementation Capacity

Country Capacity EPI | Immunisation Critical areas
cluster |Coverage prc(;g;:é?tryne
Thailand HIGH High | High Still some critical outstanding issues
Ecuador HIGH High High Refunding --- vaccine shortages, no counterpart in
IPD surveillance
h Hi i d of tional

Nicaragua HIGH Hi

h Still

Financial, integration

Tanzamia

anglades Financial, integration
Cambodia LOW High Medium | Financial, Quality Assurance
Mozambique LOW Medium Low Financial, Needs assessment, Procurement
guidelines
Ethiopia LOW Medium Low Policies, monitoring, needs assessment, financial
Mali LOW Low Low Policies, integration, financial

Table 5.9 EPI programme: WHO Financial and Human Resource Support

Group Total Human

Country Capacity | EPI | 3°¢OMdiD80 | financial | %EBF | %RBF R§3°gg°r‘t’s

cluster | Coverage Independence support 1992 21995

Initiative 1992 - 95 Days

Thailand HIGH High 3 28,800 0 100 0
Ecuador HIGH High 2 258,118 83 17 4,800
Nicaragua HIGH High 1 2,930,425 | 100 0 2,880
PNG MEDIUM Low 8 203,981 0 100 420
Cameroon |MEDIUM Low 8 67,564 0 100 44
Tanzania MEDIUM High 1 0 0 0 86
Haiti LOW Low 7 3,764,629 100 0 720
Bangladesh LOW High 2 1,279,433 0 100 2,640
Cambodia LOW High 1 627,678 81 19 680
Mozambique | LOW Medium 4 0 0 0 35
Ethiopia LOW Medium 4 91,707 | 30 70 100
Mali LOW Low 7 832,956 61 39 660

Source: WHO Study data collected from the WHO COs

WHO resource input in relation to national immunisation programmes

WHO resource input in terms of funds and human resources is summarised in Table 5.9.
The financial support varied from US$4,600 in Mozambique to $4.5 million in Nicaragua.
Five countries received considerable financial support, six countries very limited support
and Papua New Guinea, medium financial support. The share of EBFs was highest in the
countries receiving the largest total financial support Nicaragua: Haiti, Cambodia and Mali
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with exception of Bangladesh which received a large support all from RBFs. The WHO
immunisation programme is supported heavily by EBFs (79%). In PAHO/AMRO the
major part of funds for EPI are EBFs, in SEARO there are only RBF. The two other
regions do not show any specific pattern in terms of budget source. In WPRO one of the
countries use mostly EBF (Cambodia) and the other RBFs. Nicaragua, Haiti and Mali have
given EPI special priority within the country support programme in terms of budget share
(11%, 15%, 17% of CO budget).

The number of days of technical support (all categories) varies in a similar way. Most of
the AFRO case studies received limited technical support. Cameroon, Tanzania and
Mozambique (Polio NID) had very sporadic STC support and Ethiopia limited FTC
support. Regional and subregional EPI advisors have provided some support to a few
countries. The PAHO/AMRO case studies received the largest amount of technical
support mainly through national professionals. In Ecuador the support has been at central
and provincial level. WPRO technical assistance is directed from Regional Office with
EPI advisors making frequent visits and providing other technical people for specific
tasks. The support is characterised by a process of problem identification and selected
support to the problems identified. The two case studies in SEARO show no common
features. Thailand received a little support from the SEARO Advisory Committee on
Health Research in development of new vaccines, while Bangladesh received strong
technical support through seven National Programme Officers in addition to some
support through STCs. Generally, the level of financial and human support corresponds.
The only exception is Ecuador where there is limited financial support, but very heavy
technical support. This may be because Ecuador is a middle income country and receives
considerable financial support from other agencies such as Rotary and the World Bank.

WHO support to national immunisation programmes by functional categories and
by use of tools

As referred to in section 4.3, the Study analysed each case study by functional category
and by tools used to carry out WHO activities. This was also done for the budget line
activity for vaccine preventable diseases. For detailed description of how the data were
collected and overview of the various functional categories and tools, the reader is
referred to section 4.3.

WHO activities by functional categories:

Figure 5.4. shows how WHO staff judge the importance of different functions in WHO
EPI country activities; (i) Research is judged as important by very few WHOCOs:
Bangladesh, Ecuador and Nicaragua. (ii) Support for establishing norms, policies and
national planning is given some importance in nearly all the countries and together with
advocacy it is given highest weight in the WPRO and the PAHO/AMRO countries. (iii)
Technical operations support is dominant in Ethiopia, but is given considerable
importance in almost all countries.
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Figure 5.4 WHO EPI programme profile: Functional Categories
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Figure 5.5 'WHO EPI programme profile: Use of Tools
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WHO support to national immunisation programme by tools

The profile of use of tools (Figure 5.5) shows that courses and seminars are used in
nearly all the countries and given more or less the same weight. Consultancies given
- most emphasis by Papua New Guinea and Bangladesh, and not used at all by Nicaragua
and Ethiopia. Again, Ethiopia stands out with very different profile from the other
countries. WHO supports the country mostly in terms of funds and through travel and
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visits within country. The use of financial support as a tool to enhance national capacity
does not generally seem in line with country needs. Ecuador and Nicaragua use financial
support as a tool despite the countries covering 80 and 90% of EPI recurrent cost by
national budgets.'” Some African WHOCOs, do not indicate use of financial support as
a tool, even though these countries cover very little of the EPI recurrent costs by national
budgets. This corresponds with the low overall WHO funding to EPI in these countries.
WHOCO advice is given considerable weight in African countries, but less so in the
PAHO/AMRO country offices with the exception of Haiti.

Haiti, Mali and Papua New Guinea, countries identified as weak in terms of national
programme capacity, show a balanced pattern in tools used. However, there is no clear
pattern related to countries’ systems capacity and access to services.

WHO support to national immunisation programme by technical interventions

Five areas of technical interventions are defined for EPI; Quality Assurance, Integration,
Infrastructure including support for cold chain, Supplies and Logistics, and Planning and
Management. The WHOCO instruments asked for information about actual expenditure
within the two biennia for each of the technical interventions. The findings are presented
in Figure 5.6.

There is no apparent pattern e.g. related to health systems capacity or between regions,
regarding WHO support in terms of resource allocation to technical interventions. Those
countries receiving the largest financial support, also receive the largest support for
supplies and logistics. These countries are also those receiving the highest proportion of
EBEF to the programme. Bangladesh uses 3/4 of the support for supplies and logistics in a
context of multi-donor investment in the health sector whereas in Cameroon 3/4 of the
support is invested in policy and management functions.

Figure 5.6 EPI : Resource Allocation by areas of technical interventions
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Table 5.10 EPI programme: Actors in the field

Country Capacity | Actors Role
cluster
Thailand HIGH UNICEF, Rotary Int., JICA [ Support 1o NID
Ecuador  |HIGH UNICEF Social Mobilisation and QA
Rotary Int. Funds
World Bank Support to supplies and logistics
USAID/UNFPA ?

Nicaragua HIGH UNICEF

Social Mobilisation

Rotary International Funds
USAID Support TA in WHO
20 NGOs Operation
PNG MEDIUM | UNICEF Social Mobilisation
"~ | Rotary Int/AusAID Funds
Cameroon MEDIUM | UNICEF Lead agent, S&L, Infrastructure
EU Vaccine
CARE int. Transport support
Business community Operational support to NIDs
NGOs Operation support to NIDs
Tanzama MEDIUM | UNICEF Heavy operational support, S&L, Infra. + TA
R Rotary Int. Funding
DANIDA Heavy operational support, S&L, Infra + TA
_ JICA Funding
Haiti LOW UNICEF Supplies and logistics (vaccine + cold chain)
Rotary Int. French Co-op. Funds
NGOs Operational support
B ang]adesh LOW - UNICEF .
Rotary International
USAID,

20 NGOs,

Cambodia LOW UNICEF

Operational support, social mobilisation

Rotary Int./Japan Funds
AusAid Funds to WHO
JICA Funds for vaccines
Mozambique |{LOW UNICEF Operational cost for mobile teams, S&L
Funds for Polio NIDs (through WHO office)
Rotary Int. Vaccine supply, Infra + TA
DANIDA Vaccine supply and operation cost
SDC Vaccine supply and operation cost
Ethiopia LOW UNICEF Support to S&L and QA
JICA Funds for S&L
Mali LOowW UNICEF Support to S&L, Infra
UNDP Capacity building
CIDA/CHA Funds

EPI activities and other partners

The main partners and actors in the national immunisation programme in the case studies
generally correspond to the ones that GPV state as partners of GPV (See Table 5.10).
UNICEF is operating in all countries supporting mainly vaccines, logistics and
infrastructure as well social mobilisation activities. In some countries they also provide
considerable technical assistance. In this sample we find the following governments
supporting national immunisation programmes: DANIDA in AFRO countries, AusAid in
WPRO countries, USAID in PAHO/AMRO countries as well as Bangladesh. JICA
provides financial support to countries in all the regions except for PAHO/AMRO. All
the governments provide financial support, some (DANIDA and USAID provide strong
technical and operational support as well. Rotary International plays a significant role in
national immunisation programmes primarily in terms of funds. In some regions




(SEARO) it is, however, also chairing the regional ICC. The global interest is
demonstrated through a presence in nearly all the case studies. In some countries other
NGOs support implementation of national immunisation programmes mainly through
operations. Bangladesh, Nicaragua and Cameroon enjoy considerable participation from
the NGO community. NGOs have been an important partner for programme
implementation in Haiti. Table 5.10 provides an overview of the main actors and their
role in each of the case studies.

The information collected in this study does not reflect multi-bilateral donor funds for
EP], such as through UNICEF. The bilateral organisations included here are only those
that provide support directly at country level.

Overall assessment of WHO EPI at country level

The period studied has been characterised by ambitious goals for eradication and
elimination of vaccine preventable diseases. In many countries and regions, these goals
are either achieved or will be achieved within foreseeable future. However, some
countries are still facing a situation where the EPI coverage is low or even decreased. In
some cases this is due to unrest (Haiti, Cambodia and Mozambique). However, in other
cases the situation is less easily explained (Mali, Cameroon and Papua New Guinea).

WHO role

As in the drug programme, WHO has directly or indirectly supported the development of
the vaccination programme in all of the case studies. WHO policies, standards and
guidelines are widely acknowledged and used by all agencies involved in the national
immunisation programmes, and whether or not WHO is involved in other ways. The
WHOCO role varies from heavy operational support in situations of long-standing
emergency (Haiti), to extensive support for National Immunisation Days (Cambodia) to
limited support for research on new vaccines (Thailand).

Relevance, appropriateness and responsiveness

A rationale for the WHO operational profile may be found for the extreme examples
mentioned above. Across all case studies there is, however, no obvious relationship
between goals and strategies set at global level, country needs and WHO profile for
immunisation programme collaboration. Countries identified in need of technical and
financial support by the Global Programme for Vaccination and according to the findings
in this study, having low national programme implementation capacity have received
little support compared to other countries which are technically and financially stronger.
In some countries, this may be a result of other actors taking the lead and providing the
necessary support (Table 5.10). In other countries, technical gaps remain which WHO
has not been able to respond to.

Rather than providing support tailored to needs, there seems to be a regional pattern in
WHO support to national immunisation programme implementation. The PAHO/AMRO
countries have all received considerable amount of financial and technical support. The
AFRO countries have in general received very modest financial and technical support
with the exception of Mali. This country has, however, experienced declining support in
a situation of increased need. The two countries in WPRO receive medium to high level
support closely tailored to specific problems identified. Some cases demonstrate the fact
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that WHO has not responded effectively to changing conditions; immunisation coverage
in Cameroon decreased during economic decline without any apparent WHO response,
Mali received decreased support in a situation of increased needs and WHO remained
inactive in a critical period in Mozambique as civil war ceased and health systems and
service rehabilitation started.

WHO support for vaccine research and development at country level was given to one
country (Thailand). Vaccine research and development activities are, none-the-less,
widespread in regional terms such as in PAHO/AMRO, but this is not reflected in the
WHOCO collaborative programme in the countries included in this study.

Effectiveness

In contrast to the drug programme, WHO has been instrumental in establishing links
between partners in the immunisation programme (Table 5.10) enhancing
complementarity of use of funds from various sources and use of comparative advantages
offered by the different partners. In all regions and nearly all the case studies, an ICC is
functioning. Although the case studies provide examples where there are competing
interests between actors, they also demonstrate situations where these mechanisms have
facilitated effective division of roles and relationships.

The managerial process of the immunisation programme support has some particular
features which differs from other programmes. WHO has strongly recommended that
annual operational plans be developed combining all efforts. In most of the case studies
such procedures have been followed. Linked to disease surveillance systems which have
been developed very efficiently in some countries (e.g. Nicaragua) this provides a good
basis for measuring programme effectiveness.

The effectiveness and relevance of global norms and instruments for country level policy
and strategy formulation was affirmed in most of the case studies.

Several recent evaluations of the GPV, have, on the one hand, discussed issues relating
to the effect of the EPI programme on health systems and, on the other hand, NIDs
impact on the routine immunisation programmes. In Papua New Guinea and Cambodia,
concemns were initially raised to the effect on EPI of running separate campaigns for
Polio and measles eradication. In Cambodia a trend analysis'® looking at the impact of
NIDs on EPI suggested that the routine EPI actually benefited from the supplementary
immunisation activities. Findings from Papua New Guinea indicate a similar experience.
These findings do not consider the cost-efficiency of separate NIDs. Examples of
contribution to health systems development (development of epidemiological
surveillance systems, annual planning procedures, decentralisation, resource pooling)
support the findings in the Tailor Commission’s work'® which indicate that there are
several areas in which EPI has developed operational systems which had contributed to
other programmes either by sharing them or by setting examples from which to learn.
Case countries in this study also provide examples which show that, on the one hand,
progress in integration of EPI services depends on having a Integrated Primary Health
Care system in place (e.g. Cameroon and Bangladesh) and, on the other hand, when
existing, it is tempting to maintain separate systems to enssure specific programme
efficiency (e.g. Tanzania).
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5.4 WHO related Malaria control activities at country level

Malaria is widely recognised as a major cause of morbidity and mortality in many parts
of the tropics. It is estimated that 300-500 million clinical cases and 1.5 to 2.7 million
deaths occur each year. Estimates of the effect of malaria morbidity on productivity
show that the disease causes enormous economic losses. Not only is it a serious problem
but the global situation has deteriorated in recent years, with malaria recurring in areas
that had been cleared of the infection. Technical difficulties, notably the spread of drug
resistant parasites and insecticide resistant vectors are rendering the control of malaria
more difficult and more expensive.

WHO’s programme for the control of malaria is coordinated at headquarters by the
Division for the Control of Tropical Diseases (CTD) and at the regional level by units
that deal with tropical and parasitic diseases. WHO has intensified its malaria action
programme in response to the persistent challenge of the disease. A Ministerial
Conference in Amsterdam in 1992 reviewed the situation of malaria in the world and
strongly recommended a new global strategy for tackling the problem, focusing on four
major approaches:

¢ Early diagnosis and prompt treatment of clinical cases;

e Selective and sustainable preventive measures including vector control;

e Prevention, early detection and control of epidemics;

¢ strengthening of local capacities in basic and applied research.

This new strategy was adopted by the World Health Assembly and endorsed by
ECOSOC and the UN general Assembly. In May 1996, the 49th WHA passed a
resolution® requesting the Director General to explore the possibility of establishing a
special programme on malaria. The DG set up a Task Force to advise him. The Task
Force was requested to review the malaria situation, to assess the progress made towards
the control of the disease and to recommend means by which WHO could best support
member states in tackling malaria. At its first meeting in October 1996, the Task Force
recommended that WHO should create a strengthened programme for the control of
malaria, with strong leadership, adequate human and financial resources, with an
autonomous and flexible administrative capable of launching and sustaining unified
action against malaria.

As an interim measure, the DG has made available a special fund of US$10 million to
support intensified action in Africa. US$9 million was assigned to countries in AFRO
and US$1 million for countries in EMRO. This special fund is providing intensified
support for 21 countries three of which are included in the present study: Ethiopia,
US$977,000; Mozambique, US$367,000; and Tanzania, US$606,000. Resources from
the regular budget are also supporting 14 country programmes including two countries in
the study: Cameroon, US$50,000 and Mali US$25,000. These funds support a variety
of activities including:

e Management of severe malaria;

Vector control, including the use of impregnated bed nets;

Community based case management;

Epidemic prevention and control; and

Information and communication system.
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Table S.11 Malaria Control: WHO Financial and Human Resource Support

Total Human

Country Capacity | financial | %EBF | %RBF | Resources

cluster support 199 P] 995

1992 - 95 Days

| Thailand HIGH 0 23
Ecuador HIGH 151,998 100.0% 51
Nicaragua HIGH 1,717,130 1.4% 98.6% 22
PNG MEDIUM 318,964 87.2% 12.8% 350
Cameroon MEDIUM 22,054 100.0% 32
Tanzania MEDIUM 207,705| 100.0% 0
Haiti LOW 305,348 100.0% 730
Bangladesh LOwW 1,120,785 100.0% 27
Cambodia LOW 1,532,083 14.8%| 852% 1,157
Mozambique LOW 0 0
Ethiopia LOW 166,544 100.0% 87
Mali LOW 49,771 100.0% 246

Source: WHO Study data collected from the WHO COs

WHO is working with various partners, especially multilateral and bilateral agencies, in
implementing this initiative. Prominent partners include UNICEF, the World Bank,
European Union and various bilateral donors: Belgium, Germany, Italy, Japan, the
Netherlands, Sweden, UK, and USAID.

This global effort is also being reinforced by regional initiatives. Malaria has its most
severe effect in the region for African and AFRO has developed a regional malaria
control strategy, a refinement of the global strategy specifically adapted to the African
situation. AFRO has produced technical manuals in English, French and Portuguese to
make the information available in the three major technical languages in the region. It
has sponsored training activities, sponsored and guided operational research and
promoted the use of impregnated bed nets.

Table 5.12  WHO products being used in national malaria control programmes

Type of In use for
Product Products disease Comments
control
Anti-malarial | Mefloquine & 1984 Discovered by Walter Reed; developed in
combinations collaboration with Hoffmann la Roche.
drugs Artemisinin & 1994 Discovered by Chinese scientists from traditional
derivatives herbal remedy; formulations developed & tested by
TDR.
Diagnostics Microtest Kit 1985 Extensively used in surveys of drug resistance.
Portable incubator 1986 For in vitro-drug sensitivity test in the field.
Vector Zavala test 1989 Developed by Chilean scientist, Dr Zavala for
Control species specific identification of sporozoites in
mosquitoes.
Impregnated bed 1994 Evaluated in various epidemiological situations
nets
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TDR coordinates WHO’s research programme on malaria at the global level
supplemented by the support from Regional Offices. TDR’s research programme spans a
wide range from basic biomedical studies on the biology of the parasite and host-parasite
relationships, to the research and development for new and improved tools for the control
of malaria as well as applied field research. Table 5.12 lists some TDR contributions to
the development of new technologies for malaria control.

It is not easy to assess the effectiveness and cost-effectiveness of large research
programmes. A recent study published by the Unit for Policy Research in Science and
Medicine (PRISM) of the Wellcome Trust gives an insight into the performance of
TDR'’s research programme. The relevant findings from the independent audit of global
malarial research are briefly summarised in Box 5.1.

Box 5.1 TDR funding and scientific papers
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TDR is also involved in training scientists and in strengthening national institutions. In
this study the TDR’s capacity strengthening for malaria research showed up prominently
in Mali and Thailand.

The country studies

Malaria is endemic in all twelve countries in this study. It was thus possible to examine
the translation of the policies adopted and promulgated by WHO into support for national
malaria programmes.

The policy context

It is clear from the Study that WHO policies on malaria and the new global strategy
adopted in Amsterdam have penetrated and influenced national policies and strategies.
As shown in Tables 5.13 and 5.14, most of the case studies have recently updated their
national policy, have devised national control strategies and have adopted specific
strategies in renewed effort against malaria. Both the national health authorities and their
other external partners fully endorse the WHO strategy as being appropriate and realistic.
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Only Bangladesh, Mozambique and Ethiopia have gaps in their policy documentation
(Table 5.13).

Table 5.13 Malaria Control: Policy Context

POLICY CONTEXT

COUNTRIES | Capacity | Policy updated [ National malaria | Needs assessment Included in Sick
Cluster |in past 10 years| strategy exists in last 5 years Child Initiative

Thailand HIGH YES YES YES YES
Ecuador HIGH YES YES YES YES
Nicaragua HIGH YES YES YES YES
PNG MEDIUM YES YES YES YES
Cameroon MEDIUM YES YES YES YES
Tanzania MEDIUM YES YES YES YES
Haiti LOowW
Bangladesh LOwW NO YES YES

Cambodia LOW YES . YES YES

Mozambique LOW YES YES

Ethiopia LOW YES YES

Mali LOW YES ~ YES YES YES

Table 5.14 Malaria Control: Strategies

SPECIFIC STRATEGIES

COUNTRIES Capacity | Malaria control| Therapeutic | Vector control | Local research

Cluster planexists | protocols exist | strategy exists resul(t:sznlﬁrf}ﬂence
Thailand HIGH YES ~ YES YES YES
Ecuador HIGH - YES YES YES
Nicaragua HIGH YES YES YES
PNG MEDIUM YES YES YES
Cameroon MEDIUM YES YES YES
Tanzania MEDIUM YES YES YES
Haiti LOW
Bangladesh LOW YES YES
Cambodia LOW YES YES*
Mozambique LOW YES YES
Ethiopia LOW YES YES
Mali LOW YES YES

* New programme will emphasise operational research

Country context is important to note, as Mozambique has just emerged from protracted
civil war. Conversely, Ethiopia has enjoyed a well-organised malaria control programme
since 1956, but at present it is decentralised with more than 27 programme managers
responsible for malaria control at various levels of the health system. Half of these are
biologists/malariologists, with the other half being medical doctors. Malaria control
programmes are also dependent on policies and actions outside the health sector.
Development programmes especially agro-engineering projects, dams, irrigation
schemes, mining and other activities that alter the breeding sites of mosquitoes affect the
pattern of transmission and the likelihood of epidemic malaria. In one country, an
intensified control programme based on the use of impregnated bed nets was frustrated

103



for over a year when another ministry of the same government banned the importation of
insecticides that were required by the national malaria programme.

Implementation of national malaria programmes and WHO support

All the case studies have had a long experience in dealing with malaria with variable
results. Most of the countries have established or are in the process of establishing the
managerial processes for running their revitalised malaria programmes.

With the exception of Thailand the public sector is not able to cover the cost of the
national malaria programmes fully and are therefore dependent on external aid for
implementing their programmes. Economic crises have adversely affected malaria
control programmes in some of the countries.

The case of Thailand illustrates a number of important features of the malaria control
problem. In spite of technical difficulties, notably the prevalence of multi-resistant
parasites, the Thai national malaria programme is steadily bringing the disease under
confrol. In discussion, the Thai authorities acknowledged WHO's contributions to the
development of their national capacity; they drew attention to the fact that most of the
current leaders of the National Malaria Programme had received significant part of their
training through WHO fellowships and other mechanisms.

The most important challenge to the Thai malaria programme is the introduction of new
cases from neighbouring states where the control measures have been demonstrably less
successful. In 1995, 40 to 50% of newly diagnosed malaria cases were in persons who
came across the border from one of the neighbouring states.”’ The success of the Thai
programme shows that, given national commitment and adequate resources, the strategy
proposed by WHO can effectively bring the disease under control. But it also illustrates
the need for inter-country collaboration in dealing with an infectious disease that does
not respect national boundaries. Thailand is supporting collaborative programmes
financially through its bilateral donor programme.

The Study observed the role that WHO is playing in facilitating cross-border
collaboration in Africa and Indochina. Not only is its technical input appreciated, but
more importantly, WHO provides a neutral platform that facilitates inter-country
cooperation which could have been stalled by political differences among neighbouring
states. Border meetings on malaria, inter-country workshops on the management of
severe and complicated malaria, epidemic prevention and control, and monitoring
efficiency of antimalarial drugs are common activities, especially in Africa.

In promoting inter-country collaboration on the Indochina Peninsula, WHO had to
overcome its own bureaucratic complexities in dealing with countries that belong to two
WHO regions, SEARO and WPRO. The regional directors have dealt with this problem
by permitting direct contacts among WHO technical staff across regional borders. They
have also jointly sponsored inter-regional meetings on malaria, bringing together public
health practitioners and scientists for the exchange of ideas and for developing joint
projects. A recent example on drug resistant malaria took place in Manila in October
1996; the participants were drawn from Cambodia, India, Indonesia, Laos, Malaysia,

Myanmar, Papua New Guinea, Philippines, Solomon Islands, Thailand, Vanuatu and
Vietnam.
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WHO is also playing an active role in the malaria programme in Cambodia. Here the
challenge is to rebuild capacity in a ‘post’ conflict era. The national programme has
received support from the British DfID (ex ODA), the World Bank and other partners,
and is now also involved in a new major initiative sponsored by the European Union
(EU) with technical guidance from WHO. This EU sponsored inter-country programme
includes Laos, Cambodia and Vietnam.

Malaria in Africa remains a daunting problem. There is a wide gap between the needs of
national malaria programmes and the resources available to them. WHO's regular funds
for malaria control in Africa are minuscule, attempting to cover training, advocacy, needs
assessment and some technical assistance. The bulk of funds required for implementation
of programmes must come from additional resources that the country can mobilise with
the support of WHO. The DG's special fund of US$9million can temporarily enhance
WHO's ability to respond to the requests from malaria programmes in African countries,
but much larger sums secured over time are required to tackle the problem meaningfully.

The malaria programme in Mali illustrates some important issues. Although the country
is economically one of the least developed countries in the Study, its university has
developed a remarkable degree of expertise in malaria research. Funded by TDR and
supported by other agencies, the Malaria Research Unit of the medical school has trained
many malaria scientists and practitioners, not only Malians but also students from other
African countries. The group has participated with the bilaterally funded demonstration
malaria control programme in partnership with the Ministry of Health and GTZ. And yet
the national malaria programme is still relatively underdeveloped and lacks effective
capacity or funding.

Table 5.15 Malaria Control: Other Actors in the field

/COUNTRIES Capacity OTHER ACTORS

| Cluster

Thailand HIGH |Technical cooperation with US based institutions - AFRIMS and Walter
Reed on mosquito identification

Ecuador HIGH |China and the Instituto Juan Cesar Garcia

Nicaragua HIGH |Nordic countries until 1995; Grant from Sweden in 1996 for control of
epidemic

Papua New Guinea | MEDIUM [a) AUSAID funds include support for the Institute of Medical Research;
b) UNICEF funding of bed nets.
1I),ir‘;kagé with Japanese Voluntary Contribution; Rotary and UNICEF for

ed nets.

Cameroon MEDIUM |UNICEF, Belgian Cooperation, GTZ, EU, CARE have provided inputs at
meetings and workshops.

Tanzania MEDIUM |a) JICA $13.8 million for equipment and supplies, technical assistance
b) UNICEF c¢) Swiss Cooperation d) African Child Survival Initiative

Haiti LOW  {UNDP funds programme managed by WHO

Bangladesh LOW  |World Bank led consortium

Cambodia LOW |WHO/DFID (ex ODA) main actors until 1996; World Bank and EU are
now making major contributions

Mozambique LOW [UNICEF, USAID and Italian Cooperation; supplies for hose spraying,
procurement of antimalarial drugs, training including safe handling of
insecticides

Ethiopia LOW Netherlands $250,000 for training in 1994; USAID and Italian
Cooperation

Mali LOW  |GTZ and others

Note: this is not an exhaustive list.
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Other Actors

UNICEF has worked closely with WHO on malaria control. The World Bank and the
European Union have recently increased their involvement. Various bilateral donors,
DAID (ex ODA), JICA, AusAid, GTZ, etc. have supported malaria control programmes
in the case studies (Table 5.15). There is however, a massive gap between the needs of
national malaria programmes especially in Africa and the available resources.

Overall assessment of the Malaria Programme in the twelve case studies

WHO's contributions to malaria control include:

* Policy and strategy development: WHO has worked with countries to adapt the
global strategy enunciated in Amsterdam to national programmes.

* Guidelines, protocols, manuals and other technical documents: WHO has produced a
variety of technical documents that provide guidance for national malaria programmes
both in the design and operation of the interventions. Some of the materials are used
in training programmes and others deal with special problems such as "Malaria
Control among refugees and displaced population"”.

o Research Mainly through the TDR programme: WHO has been involved in the
development and evaluation of new and improved tools for the control of malaria.
TDR has been involved in the development and evaluation of new antimalaria drugs,
mefloquine, and artemisine derivatives. It has also developed and standardised
techniques for testing sensitivity of parasites to drugs. It has co-ordinated trials to
assess the efficacy and acceptability of impregnated bed nets in various
epidemiological situations. It is also involved in immunological studies aimed at the
development of malaria vaccines. Of related interest to malaria control is WHO's
Pesticide Evaluation Scheme that is aimed at promoting the development and
evaluation of new pesticides. This programme is managed by the Division for the
Control of tropical Diseases and is linked with WHO's network on the Promotion of
Chemical Safety.

¢ Support for Country Programmes: All the case studies indicated WHO's close
involvement in the design and evaluation of their national malaria strategy and
programmes. WHO has also supported the training national malaria programme
managers, both within country, and internationally. WHO has aimed to strengthen
programme capacity on epidemic prevention and control, monitoring and efficiency of
antimalarial drugs and management of severe and complicated malaria.

* Resource mobilisation: WHO has been supporting countries in their quest for
additional resources for their malaria control programmes. The relatively small sums
available from WHO has enabled some countries to prepare credible national malaria
programmes and thereby leveraged more substantial funds from donors.

Malaria remains a major cause of disease death and disability in many countries.
Existing technologies, vigorously applied according to the new global strategy can
ameliorate the situation. The problem remains very severe in Africa where WHO is
spearheading a new initiative aimed at reducing the heavy toll from malaria. The
situation calls for strong national commitment from the governments of the endemic
countries and more generous, sustained support form external donors.
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5.5 Summary of main issues: The three tracer programmes

1.

The three tracer programmes, national drug programme (DAP), national
immunisation programme (EPI) and malaria control (Malaria) are used to analyse in
greater depth, the role, effectiveness, appropriateness and relevance of WHO
Collaborative Programme at country level. These programmes are well defined and
structured in terms of WHO policy and approaches, and have special structures for
policy dialogue and reporting, such as the meeting of interested parties for EPI and
DAP. All the tracers are in various ways systems dependent, but are also sufficiently
diverse (EPI strong technical, DAP strong political, malaria control strong multi-
sectoral aspects) to provide a broad view of WHO operations at country level. The
choice of the three tracer programmes was thereby affirmed through the Study
process as relevant for the purpose.

National programme implementation capacity

In terms of policy context, five countries had a complete set of updated policy
instruments on EPI and four countries had two or fewer items in place. For DAP,
three countries (all high capacity) had a complete set of updated policy instruments
and another six had 3 of the 5 items in place. Bangladesh did not have any, and
Ethiopia had only two. Policies on malaria control have recently been updated
following the renewed effort towards control of Malaria.

National funding for the programmes varies between countries and the programmes.
Three countries cover more than 80% of the EPI costs from the national health
budget, contrasting with other countries particularly in Africa, which cover hardly
any. Public spending on drugs is very low for some countries, while other countries
cover more than 20% of the total public drug budget. With the exception of Thailand,
the public sector is not able to contribute significantly to the national malaria control
programmes in the case studies.

The Study findings show that in general the national programme capacity for the
drug programme follows the national health systems capacity as defined in this study,
with two exceptions: Mali showing higher capacity and PNG lower capacity than
expected. Countries in the high capacity cluster also have high capacity in the EPI
programme, while some low capacity countries(Bangladesh and Cambodia) , have
higher EPI coverage than would be expected.

The role of WHO

WHO has had a long-standing commitment to EPI and DAP in case studies. Malaria
has, after years of less attention, recently received renewed emphasis. Many of the
case studies have enjoyed considerable financial and human support from WHO in
the study period, others negligible. Across the twelve countries for 1992-95, EPI
funding was $10 million, nearly twice as much as DAP ($5.5 million) or Malaria
($5.6 million). However, the DAP funds have been somewhat more evenly spread
between the countries. The differences in human resource input are less. The three
tracer programmes have been highly dependent on EBFs (79% for EPI, 70% for DAP
and 60% for Malaria). A special fund for intensified action for malaria control in
Africa was established in 1996, but the US$10 million available is very little
compared to the size of the problem over all of Africa and Europe.
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6.

7.

10.

11.

12.

13.

14.

WHO has directly or indirectly supported the development of all these programmes,
through well formulated and widely accepted policies, standards and guidelines.

The role of WHO has varied from heavy operational support (e.g. Haiti for EPI and
DAP), to a marginal observer role (PNG in DAP) or contributing to very specific
components (such as vaccine research and development in Thailand). WHO has been
heavily involved in malaria control as part of the overall disease control thrust in the
PAHO/AMRO countries. In AFRO there are examples of significant involvement in
malaria research (Mali) as well as in Thailand. The role of WHO in malaria control is
now changing in AFRO following the special fund and intensification of the
programme.

Relevance and appropriateness of WHO support

For all three tracer programmes, the findings show that WHO involvement has
varying degrees of relevance and appropriateness. There is no obvious match
between the country needs as defined by national capacity for programme
implementation and WHO level and profile of collaborative activities.

The Study constructed a “drug score” reflecting drug regulatory capacity and policy
framework. There is no match between country “drug score” or DAP category and
WHO funding level, nor between country “drug score”/DAP category and the
functional emphasis described by the WHOCOs in the collaborative programme. The
mix of interventions and tools appears to be largely ad hoc with little focus or
selectivity.

Among the case studies, highest WHO funding for DAP went to Ecuador (a high
capacity country), receiving $2.5 million EBFs over the 2 biennia. Least funding for
DAP went to PNG and Cameroon, both medium capacity countries. Thailand
received more funds for DAP than four of the low capacity countries.

Countries with high national programme capacity as assessed in this study and
according to the Global Programme for Vaccination, in general receive more
technical and financial support for EPI than those with low capacity. The findings
indicate regional commonalties, but no obvious and overall match between needs,
capacity and level of support.

Among the case studies, 1992-95, most WHO funding for EPI went to Haiti ($3.7
million), Nicaragua (nearly $3 million) and Bangladesh (1.3 million). No funding for
EPI went to Mozambique or Tanzania, and less than $100,000 went to Thailand,
Cameroon and Ethiopia.

The WHOCOs have, had close involvement in the recent review of national malaria
strategy which is highly acknowledged. However this has created expectations for
funding which is not forthcoming. The facilitation of inter-country focus and
networks in malaria control appears appropriate and effective.

Among the case studies, 1992-95, most WHO funding for malaria went to a high
capacity country, Nicaragua ($1.7 million, EBFs) and two low capacity countries,
Cambodia ($1.5 million, 85% EBFs) and Bangladesh ($1.1 million RBFs). No WHO
funding for malaria went to Thailand or Tanzania, and less than $100,000 went to
Cameroon and Mali.
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15.

16.

17.

18.

19.

For both EPI and DAP, the level and nature of WHO involvement (or lack of
involvement) in the countries may be explained by the presence of other donors and
actors supporting critical capacity gaps. In some cases, the situation has arisen as a
strategic choice, or as a result of WHO having let itself become marginalised, or by
being slow in responding.

In all the three tracers, HQ established criteria for involvement in countries did not
appear to influence WHO's actual presence and profile. The level of involvement
depended more on the availability of donor partners wanting to work through WHO
in that particular country. In relation to DAP, donor earmarking of funds for activities
in specific countries has clearly influenced the choice of countries for more
intensified WHO support. MoH commitment and ability to use WHO in policy and as
a technical resource, also stands out as an important factor determining WHO role
and activities in the case studies.

Effectiveness

The effectiveness and relevance of WHO established global norms and instruments
for country level policies and strategy formulation was affirmed for all the tracers in
all the case studies. The policies developed and agreed through the work of WHO at
the global level were accepted and used as basic to both national and donor policies.

The effectiveness of WHO programme operation at the country level is harder to
judge, because of the complex pattern of multiple partners for both EPI and DAP,
and the dependency on national system factors for all three tracer programmes. The
NID strategy, where implemented, has served as an instrument for raising general
immunisation coverage-and for re-establishing infrastructure and motivation for EPI,
and thereby demonstrated results, at least in the short-term. In several countries one
could question the effectiveness of WHO consultancies as measured against low level
of advice and recommendations actually implemented.

Effective linkages and partnerships stand out as a critical element in overall
effectiveness. WHO has been instrumental to establish links between partners in EPI,
as the ICCs at country and regional level have provided an effective instrument for
co-ordination of resources and for drawing on the comparative advantage of various
partners. However, in the case studies, this has been much less the case for DAP.
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Chapter 6. WHO LINKS AND PARTNERS

6.1 Introduction

This Chapter focuses on how WHO fulfils the intentions expressed to establish new
partnerships relevant to the country context in such a way that it may make any
significant contribution to strengthening the country’s own capacity for health sector
development. While the focus of this study is on the health sector, it does not assume that
interventions within this sector have the strongest impact on health in a population. The
health sector is a complex policy environment where WHO’s contribution to a country’s
health system is mediated through, and influenced by, the actions of many other players:
the government institutions responsible for health policy and health service delivery, the
bilateral and multilateral donors and a range of different for profit and not-for profit
actors within civil society. The interactions between the different players are affected by
factors such as their capacity and competence (both real and perceived), their interests
and their value systems as well as the political and economic structures of the country.

The Chapter describes the links and relationships WHO has established with other actors
and how other actors approach and relate to WHO. It also analyses the strength of the
country itself in directing and coordinating national health development.

6.2  WHO policies for partnership in health

WHO has long recognised its need to make links with other organisations involved in
health. The concept of partnership was strongly on the agenda of WHO in the early
1980s. The 33rd WHA discussed the Organisation’s cooperative activities within the UN
systems through joint efforts to support health as part of development and to influence
the channelling of all available resources, including those of other relevant sectors and
nongovernmental organisations (NGOs), into support for national, regional and global
strategies for health'. The 34th WHA? considers that technical cooperation in
international health work must be characterised by equal partnership among cooperating
parties, developing and developed countries alike, WHO and other intergovernmental,
bilateral, multilateral and NGOs participating in technical cooperation. Since these early
resolutions, the scene has changed considerably, largely because WHO is no longer the
obvious strong partner that can set the agenda for cooperation in health development.

In the 1990’s as part of its efforts to renew the Health for All strategy, WHO has taken a
series of steps to establish “Global Partnership Initiatives for Health Development”,3
where special attention is given to the relationship with other United Nations bodies and
Bretton Woods institutions, at the same time as identifying new collaboration with
academic institutions, foundations and private enterprises. The UN Resident Coordinator
System has been established to provide a framework for collaboration within the UN
system at country level.!

WHA 49/19 sets out a policy on collaboration with partners for health development with
the following objectives: (i) to place and maintain health at the centre of national
development and regional and global cooperation (ii) to ensure complementarity and
cost-effectiveness in the allocation and use of resources for health (iii) to promote the
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continued development of strategic alliances with intergovernmental organisations and
other important institutions to meet the health needs of member states.

Collaboration with NGOs is guided by the Principles Governing Relations between the
WHO and NGOs.> Current policies give emphasis to relations with NGOs which are
international in membership or scope of activities. Regional Offices may also establish
working relationships with regional and national NGOs confined to the regional level.
WHO/INA97.2 notes that the time has come to take into more account national and
regional NGOs in the health development process. The Study found evidence that this is
being done in some regions more than others.

In the case of national organisations, WHO is required to consult with the government
concerned before working relations are established. PAHO/AMRO states® that as the
Regional Office of WHO, the Bureau has a constitutional mandate to direct and
coordinate international health work in the region and in this regard will assert its
leadership in health matters. AFRO states in its policy framework of 1995 that WHO will
invite all its partners for active collaboration at the regional and country level, finding
expression in concerted action directed by the Organisation, strengthening its technical
capacities and using the coordination mechanisms established by Headquarters. Capacity
building partnerships is one of the policy objective in the WHO policy orientation for
African Recovery and Development.

The Director General has reported progress at global level:’ (1) links with the World
Bank are strengthened, guided by procedural strategies for implementation - of
recommendations for health development, (ii) significant contribution to UN Special
Initiative for Africa is made by developing an implementation strategy for health sector
reform through series of interagency and technical consultation (iii) a “new level of
commitment and activity in the area of regional health sector policy formulation and
country-specific support” is reached with the five regional development banks.

The Study examined the links and partnerships in the case studies in the light of these
policies and reports. An overview of the relationships established in the case countries is
presented in Annexe 6.

6.3  WHO and the Ministry of Health

In all twelve countries, the essential partner for WHO is the Ministry of Health. Some
WRs were closely involved in national health planning and development of policy,
others were more marginalised. The findings from the case studies underscore that the
functionality of the relationship depends on the one hand on the capacity of the WR and
the WHO systems’ ability to respond, and on the other hand on MoH ability and interest
in using WHO as a close ally and privileged partner in health development. Ecuador has
a large CO which, in the context of national fragmentation and discontinuity of
leadership in the MoH, represents a strong “corporate memory”. Although, to some
extent this is highly regarded by the MoH, there is a mismatch between the intentions
and utilisation of the competence and capacity represented by the WHOCO. The MoH in
Cambodia and PNG demonstrated strong and consistent interest in safeguarding WHO’s
role as a neutral broker and privileged policy adviser. Conversely, the MoH in Ethiopia,
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refers to WHO as a key partner in health development, even “as an arm of the Ministry”,
but gives the WR no particular role or opportunity in supporting the MoH in sector

policy development and discussion, currently being undertaken with support from the
World Bank.

In all twelve case studies the MoH is the main institution responsible for health policy
and service delivery. Ecuador and Nicaragua provide examples where service delivery or
purchase is by a third party (the social security system {ISS}). In Nicaragua there is no
doubt that the MoH is the ultimate policy maker in health sector development, in
Ecuador the division of roles between the MoH and the ISS is disputed. In both these
countries, PAHO/AMRO has relations with the social security institutions, although not
on a large scale. It has been instrumental in the organisation of the Central American
network of social security institutions through the ISCA programme.®

Several of the case studies demonstrate that with weak government leadership for health
and a fragmented health sector, the WR is left with a difficult situation. Even so, the
credibility of WHO as an institution, which still remains high in many of the countries,
gives the WR a strategic position.

The WHO relationship with the MoH is generally valued by the other partners and
actors. WHO is seen to have a position that could be used strategically by partners in
terms of communication and influence with the MoH. In many of the case studies the
WR has relatively easy access to high level officials including the Minister (e.g. in
Mozambique, Ecuador and PNG). The bilateral agencies in Ecuador felt that, in a
difficult political scene, WHO’s position in relation to the MoH provided a platform for
collaboration. On the other hand, the NGO community saw WHO as too closely
identified with MoH which was interested in “controlling” NGOs.

6.4 WHO and other main actors in the health sector

Based on the premise that the relationship between the MoH and WHO in a country
serves as the reference point for WHO's relationship with other partnerships, this section
firstly presents some general observations and then examines findings relevant to each
main group of partners, the UN organisations, the Development Banks, the bilateral
agencies and the NGOs. Figure 6.1 provides a map of the main groups of actors in health
development at the country level. The term NGO in this context should be understood
in a broad sense, as all actors in civil society, non-profit and profit, and including
academic institutions, interest groups and peoples movements.

Within this framework, WHO has some unique features. Compared to donor agencies, it
is by design weak in terms of ability to mobilise financial support, but is intended to have
its strength as a technical resource and authority. It is also, through its specific
relationship to the MoH, distinctly different from actors in civil society. Its challenge is
to maximise its strengths and enter into partnerships that compensate for its weaknesses
without undermining the strengths. It should be noted that when this study discusses
whether WHO is perceived as a leading partner among external actors in health
development, the purpose is to explore relationships, not to state what ought to be.
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Figure 6.1 WHO in the context of other partners

PARTNERS IN HEALTH DEVELOPMENT

BILATERALS

NGOs and
Private Sector

WHO and other UN organisations

A number of formal and informal mechanisms for collaboration and coordination
between WHO and other UN organisations have been in operation at the country level.
The Country Strategy Note (CSN) is the most recent effort to establish an overall
development cooperation framework for the UN inputs to countries. In the twelve study
less than half (5) had developed a Country Strategy Note. Most of the other countries are,
however, in a process of developing such notes. In some of the countries the process has
involved the government and in others not. In Mali the Government itself has taken a
lead, and in Tanzania the CSN is now being transformed into a Government Paper. Some
Governments have not seen the value of the exercise and have until recently delayed the
process. In Haiti the WHOCO expressed some scepticism about its usefulness, and
concern at the resources expended developing it (p. 32) and in Thailand it was seen to
“carry little weight”. In Mozambique it had been developed, but had not served as an
instrument to operationalise joint action. Therefore in some countries it has served to
bring the UN agencies together with the national government. In others the process has
been less useful. In several of the countries with a CSN, it was expressed that the
exercise served to create more transparency and greater awareness of the different roles
and activities of the agencies, but did not as such cause UN agencies to change what they
were currently doing (Figure 6.2).

The case studies demonstrate that ultimately it is a government’s position on their
partnerships with the UN agencies and the way they use these partnerships which provide
the platform for them to act at the country level. In this, the specialised agencies, such as
WHO, UNESCO and FAO, are in positions which are distinctly different from the UN
funds, because their primary link is with a sector ministry rather than with a ministry of
planning, finance or external aid coordination. Governments commonly express a
different type of ownership when they speak of the specialised agencies, as compared to
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the funds. These differences give these agencies both their advantages and their
limitations, which need to be taken into account in the ongoing efforts to streamline UN
development cooperation functions at the country level.

Figure 6.2 WHO and the UN system

(&)
+\

UN
Coordination:
« Formal coordination
in place in 8 countries,
developed in 3
« Makes little difference in
"what", some
improvement in "how"
+ Ownership a barrier
to effective relationship in
countries

There are a number of examples in the case studies, of other attempts by agencies within
the UN system to coordinate activities. The countries which have been through major
emergency situations, such as Cambodia, Haiti and Mozambique, all give examples of
concerted action and willingness to give up the usual “territorial” thinking in these
situations. In Haiti and Mozambique, WHO had a distinct leading role during the
emergency. The experience with coordinated action under a UN umbrella in preparation
for the 1993 elections in Cambodia has carried over into the style of collaboration in the
rehabilitation phase.

In most of the case studies there are also examples of coordinated action among the UN
agencies on particular health issues. In many of these, WHO plays a key role, such as in
chairing theme groups. For example, it was commonly found that the WRs chair the UN
theme group on AIDS. However, only two of the five African countries (Mozambique
and Ethiopia) had taken any country specific steps in regard to the “UN Special Initiative
on Africa”. In Bangladesh, WHO’s close collaboration with the MoH is considered to be
hindering more significant UN collaboration, as UNDP, UNFPA and UNICEF operate in
a more decentralised manner. Eight of the twelve countries report that there are regular
meetings between the country representatives of the UN organisations.

Many MoH officials still complain that the different UN organisations operate with
separate and sometimes conflicting strategies for health sector support. The extent of
duplication of activities between agencies depends very much on the context of each
country. In some countries, UNICEF and WHO seem to draw on each others strengths
and financial abilities. In Tanzania a series of seminars and workshops were planned
together, using WHO guidelines and materials, but implemented and paid for by
UNICEF. In Nicaragua, the collaboration between UNICEF and PAHO/AMRO as joint
executing agencies for SIDA funded project has built on the strengths of the two parties.
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Experience to date indicates that this operation has functioned well. The same refers to
the role of the two agencies in the ICC for Immunisation programme. However, in other
countries the “operational culture” of UNICEF and the “technical culture” of WHO has
not always been compatible. In Haiti while both UNICEF and WHO have developed
mutually acceptable arrangements for avoiding duplication, they are both still operating
in the same areas - immunisation and nutrition for example - which does not appear to
build on their comparative advantages. The arrangements established in Cambodia to the
drug sector and immunisation activities still reflect some tension, in spite of formal joint
meetings to agree on the divisions of tasks and roles.

This Study did not examine UNAIDS in depth. However, through interviews with a wide
range of organisations it became clear that, in all the case studies, there were gaps and
problems in relation to the transition phase from GPA to UNAIDS. UNAIDS was
established in January 1996, to coordinate and facilitate the HIV/AIDS activities of six
cosponsoring organisations. While theme groups have been established, during the
country visits they were commonly referred to as places of words rather than action.
Donors are seen to be waiting for each other before country funds are allocated through
their regular agency procedures.

UNAIDS’ new operational style of facilitating, coordinating, monitoring and guiding
rather than funding is generally respected. However, the apparent lack of attention to the
transition phase has caused concern among government officials, health care providers
and other partners at the country level. A broad range of interviewees in the case studies
noted critical set backs and discontinuity in the national strategies for prevention and care
of AIDS, and that motivation was low and energy drained from the system.
Responsibility to ensure action, is delegated to the chair of the them group. This is often
the WR, who needs to depend on other partners for resources and feels limited without
authority over finances. This theme group mechanism and delegated authority, is
operating within a complex policy environment. In the early operational phase, as
observed during this study, it was found to be vulnerable in terms of mobilising
resources, initiating action and ensuring progress. However, since the visits for this study
(late 1996), progress has been reported by the UNAIDS’ Executive Director to the
Programme Coordinating Board (April 1997). Then it was noted that harmonised and
coordinated UN action on AIDS through the Theme Groups was resulting in more
effective support to countries. > The report of the Executive Director also highlights that
effective functioning requires not only commitment from sponsors, but also resources.

The situation found at the time of the case studies can partly be explained by some sense
of loss over the GPA instruments and close ties to WHO and National Aids Programmes/
MoH, and partly by the time factor. The greater concern is, however, that in the largely
donor driven reform from GPA to UNAIDS, not enough attention was given to
operational issues and realities at the country level, and not enough commitment was
given in terms of country level financial allocations from the agencies concerned

WHO and the Development Banks

Far the most significant of all the development banks in terms of both funding and policy
influence is the World Bank. The World Bank has increased its loans to social sector

116



substantially during recent years (around US$2.3 billion of new commitments in 1996).
The leadership of WHO (HQ level) and the WB has developed a specific collaborative
framework for support of each country’s health development. The conceptual thrust of
such collaboration is to combine the Bank’s resources, particularly financial, with
WHO’s policy guidance and technical expertise and its privileged entry point for
interaction with the MoHs in member states. While these consultations have led to a
situation where increasingly WB financed development projects in countries are said to
come m line with member states’ priority needs and the policy directions set out by
WHA,'? the results from the field visits in the case studies indicate that in many of these
countries, much is left to be translated from intention to practice.

In the case studies, the World Bank has either been engaged for some time or is in the
negotiating phase (Ethiopia) for sector lending. Loans are usually of considerable size
and in most countries the WB becomes the major contributor to the health sector
(Thailand is an exception). This puts the WB in a situation where it can influence policy
through funding, regardless of advice from WHO, pending the interest of the
government. The fact that the WB loan negotiations are conducted with ministries other
than the MoH, may increase conflicting views and policy directions for the country
concerned.

Figure 6.3 WHO and the Multilateral Financing Institutions
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focal ministries

The case studies provide examples of where WB and WHO have a established good
working relationship at a technical/planning level (Cambodia, PNG, Mali, Ecuador; and
Nicaragua; especially in the drug sector). In other cases WHO is being used by the WB
as executing agency. However, in terms of policy advice, a number of inhibiting factors
were identified. In Nicaragua, a decision to work together in providing support to the
new government in policy development, was jeopardised by a WB mission developing
its own priorities together with the MoH as basis for future health sector support. In
Ecuador a coordinating committee for health sector reform included all major
stakeholders including WB, instituted by the previous government with WHO in the
lead. However, in the transition to a new government, WB created alliances within the
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Ministry separate from this mechanism. Planning for the new Sector Investment
Programme (SIP) in Ethiopia has the WB in the lead, but no special role for WHO and
the other UN agencies, although they participate in the programming activities along
with bilateral donor agencies. Other countries provide examples of WHO participation in
annual supervision missions of WB sector programmes, such as in Mozambique and in
Tanzania. In Nicaragua the Institute for Water and Aqueducts indicated that they valued
PAHO/AMRO’s influence with both WB and IDB on policy and investment in the water
sector.

As a follow up of the World Development Report, 1993, the World Bank established a
new programme for "Better Health in Africa” (BHA). The BHA secretariat, located in
Washington, coordinates the work of an expert panel whose activities focus mainly on
the mobilisation of the civil society in support of health reform in Africa. At its 45th
meeting in September 1995, the WHO Regional Committee for Africa passed a
resolution (AFR/RC45/R9) endorsing ""Better health in Africa" as a framework for
action_for health reform at country level. It urged the regional director to continue the
active engagement of WHO on health reform and the work of the Better health in Africa
Expert Panel. In taking the programme forward, some strains in the relationship between
AFRO and the BHA has developed, mainly related to issues of ownership and channels
of communication.

In those countries where WHO currently has a lead role in the health sector, the WB was
identified as a potential threat. In such a setting, ad hoc relationships depending on
personal loyalties and interests do not create a sufficient platform for joint action towards
strengthening national capacity. There is a need for establishing more clearly country-
specific contracts between the key partners for a given period of time, spelling out
mutual commitments to a “code of conduct” including policy dialogue, information
sharing and to expect commitment and accountability from each party even though the
persons involved may change. Given the complexity and the sensitivity of the policy
environment in health, such a “contract” between MoH, WB (along with regional banks
if involved) and WHO may be as important as the UN collaboration based on the CSN.

The Regional Banks are also increasingly involved in the social sector and in health
sector reform and policy issues. The regional banks were present as actors in the health
sector in many of the case studies. An exception was the African Development Bank
which hardly had a health presence in the AFRO case studies. In the Americas, it was
found that the person responsible for country operations in the Interamerican
Development Bank in one of the case studies had limited (if any) knowledge about
PAHO/AMRO activities in the country. Several examples were given from SEARO and
WPRO of WHO’s participation in Asian Development Bank workshops and missions for

policy and programme development and project formulation (PNG, Cambodia and
Bangladesh).

In the Americas, consultations and negotiations are sometimes held between the WB,
IDB and PAHO/AMRO. A joint process on Health Sector Reform was undertaken during
1995 and 1996 in order to agree on a common understanding of the issues involved.
While these consultations are held with high level people in the central offices, it seems
difficult to translate policy agreements into action at country level.
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The Asian Development Bank appears to have less regular contacts with SEARO and
WPRO regional staff than was the case for the Americas, and very limited contact was
found between AFRO and the African Development Bank. Most of the interaction
between the financing institutions and WHO in WPRO and SEARO countries appear to
take place at the country level.

WHO and bilateral agencies

As shown in Table 2.1 (page 13) the countries have a wide range of bilateral partners in
health development, however different in mix and numbers from country to country.
Bilateral donors in the AFRO and WPRO countries appear to engage themselves more
heavily in operational activities than may be the case in the PAHO/AMRO countries. In
two countries in Africa, Mozambique and Tanzania, a bilateral donor is regarded as the
lead agency in the coordination of health sector support.

The major external financial contributors of grant money to national health systems are
often the bilaterals. How far the WHOCO relates to these players is complex, and is
highly influenced by the political and economic context. There are examples in these
case studies where the WHOCO clearly has a facilitating role as broker or negotiator. In
PNG, MoH is concerned about the feasibility of certain policies promoted by a bilateral
donor and makes use of WHO in the dialogue. In Ecuador, WHO is assisting in the
negotiations between the MoH and other national health institutions. Much depends on
the culture of the bilaterals and other donors, and their historical relationship with the
country in question. The relatively independent stance and skills of the WHOCO is
paramount in defining its role. In the Bangladeshi situation, with its plethora of donors,
strongly led by the World Bank, the CO is highly limited in its relationship with the
MoH which has its eyes firmly on the Consortium, and values WHO largely in its
executing agency role.

In their development cooperation activities, bilaterals are seen as more unpredictable than
the UN agencies in general and WHO in particular (Figure 6.4). They often have their
own special interests, which shift according to prevailing trends and political/economic
circumstances. A UK agency such as DfID (ex ODA) will often be found engaged in
reform issues, USAid largely interested in family welfare, nutrition, population and the
private sector, the Dutch and DANIDA in drugs and immunisation, and the Scandinavian
agencies interested in gender and reproductive health. It is also often the case that
bilateral donors have their special countries to concentrate assistance, leading to a
situation where, for instance, it is more difficult to generate support for drug programmes
in West Africa than in East Africa.

Bilateral donors who are ‘like minded’ often establish mechanisms for collaboration, and
this together with their financial strength, gives them special influence on sector policies
and the balance of sector development. Often the difficulty of overlapping activities and
interests stand out as more difficult to deal with for health authorities than the issue of
overlap among UN agencies. Some areas with heavy donor interest, such as reproductive
health, may be over-subscribed. Planning and reporting procedures, planning cycles and
information requirements are different and often demand separate actions from the
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country concerned, causing a heavy load on systems with strained capacity. Eagerness in
producing results in a defined area may lead to a high degree of donor-implementation,
sometimes without the necessary attention to building sustainable national capacity.

‘Figure 6.4 WHO and Bilaterals
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Bilaterals may or may not use WHOCO for advice in their programming and monitoring
of country level activities. They tend to shop around and use their own consultants, both
for project preparation and implementation. Several of the bilaterals visited during the
country studies noted that they did not see WHO as a resource of excellence, and that
they were more likely to call on their own expertise than to call on the WHOCO. In
situations of conflicting views between the “WHO global advice” and the bilateral
expert, donor agencies tended to put more trust in their own experts views and
perceptions. However, there were clear exceptions from this general description. Some
agencies were particularly sensitive that in some areas WHO would be in a better
position for specific advice and development, and had been in contact with WHO in
order to negotiate collaborative arrangements.

Most of the bilateral agencies with their own in-Country Offices related to health sector
development and policy dialogue through generalist aid bureaucrats, which on the one
hand made them dependent on the expert advice they received, and on the other hand put
them in a position where their ability to engage in health sector policy dialogue did not
match the financial investment in the sector. It appears obvious that in some of the
countries with heavy external bilateral support, it would be in everybody’s interest to
have access to a credible, neutral technical resource of expertise at the country level, such
as WHO. As 1t now is, WHO is being watched and assessed by the bilaterals, but not
appropriately used by them, either for core support, nor for strategic partnerships or
advice. This, together with deficiencies within the WHO system itself creates a vicious
circle, which is most evident in the AFRO countries, in none of which was WHO taking
a lead role.
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WHO and the NGO’s

In most countries, the links between the WHOCO and NGOs are relatively thin (although
NGOs provide few financial resources to most countries, they are many and often
provide a significant part of services, often in rural areas). Given the increasingly plural
environment, WHOCOs may, at the very least, be missing opportunities for advocacy.
The countries included in this study, show a difference between the regions. In
PAHO/AMRO and WPRO, links towards both NGOs and academic institutions are more
widely established than in AFRO and SEARO. Using the Immunisation Programme as
an example, there has been an increase of NGOs as partners from 4 to 20 in the last few
years in Nicaragua. Ecuador on the other hand, has few partners. As noted this is
explained by a reluctance from the part of the NGOs to join hands with WHO as the
organisation in considered to be too close to the government. There is very little
evidence of forming partnerships with the private sector, although some small initiatives
have been identified (Haiti, PNG, Thailand, Ecuador, Nicaragua). In Cambodia, there has
been quite active collaboration between VSO and the WHOCO, and a number of other
NGOs (including Medicine Sans Frontier, Pasteur Institute, ICRC, Health Unlimited).
There is also a fairly active coordinating body of NGOs, Medicam, which does
encourage a culture of collaboration with NGOs.

NGO’s themselves indicated that WHO is largely interested in governmental activities,
and do not reach out to interact with them in the way they would want (Figure 6.5). In
most countries they did however confirm that guidelines, information and advice from
the country office was available to them on request.

Figure 6.5 WHO and the NGOs
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This low profile in nurturing relationships between WHO and the NGO community is of
particular interest in a context where WHO makes a strong point of the need for closer
collaboration in its policy statements. One of the situations given by WHO is to watch
equity indicators and represent a corrective voice on issues pertaining to justice in health
and human rights. At the international level the NGO community has stated its intention
to participate constructively in this process. Little evidence was found that such
collaboration had penetrated down to the country level, either by WHO or by the NGO
community.
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6.4  Country capacity for coordination of external support and WHO role in

donor coordination

It is primarily the country itself that is responsible for coordinating and directing the
external support to the health sector. WHO has therefore a role in contributing to
countries” own capacities in terms of coordination. Table 6.1 summarises the country
coordinating mechanisms in place in the various countries for donor coordination and the
contribution of WHO. There are a few countries which may be characterised as having
strong  capacity for coordination of donors (Thailand, Cambodia, Mozambique,
Nicaragua), although less for coordination and regulation of NGOs. In few cases could
the Study Team establish some effect from WHOCO in terms of enhancing the MoH’s
own capacity for coordination (Cambodia being the exception).

Table 6.1 Country capacity for coordination of external assistance to the health
sector, WHO’s role and contributions.

Country Country coordinationg | UN coordination Theme/ NGO WHO role
mechanisms Programme coordination
- Coordination
Thailapd Good MoH; WHO (co- CSN developed but UN Theme ? WHO reluctant partner
SEARO chaired by Dep. PS Div. | bears little weight, group on AIDS in UN initiatives.
High Int. Health) other donors gg%]ﬂ)NdDe#]&ﬁ%by established.
Capacity through Dept. Tech .
Cluster gh Lept. . reluctant to endorse the
Cooperation plan.
Ecuador Weak. Fragmented health | CSN internal draft UNAIDS Weak WHO chair CIAR.
AMRO system. Difficult to developed. Several Theme group coordination: 15 % | WHO has suggested
High establish locus of coordinated actions UN chaired by has permanent possible mechanisms
. . theme group on Aids. WHO I lationship with fori d
Capacity leadership. (IESS/MSP‘ Wide collaboration in nter- relationship wit or improve
Cluster etc.). Difficult to establish | different programmes, agency MSP. NGOs very | coordination between
effective coordination Women’s health, committee on resistant to state and non-state
mechanisms. Division for | vaccination, health sector «control». actors.
External relations? micronutnents. reform (CIAR).
However, indication of
disjointed actions.
Nicaragua Relatively Good. Rather a UN position UNAIDS Through Dir. UNAIDS Theme group
AMRO Min. of External paper to present tonew | Theme group | external chaired by WHO.
High Cooperation and MoH government. UN theme cooperation,
, directorate for External . o
Capacity Cooperation. Need for group on Aids. Weak (?)
Cluster more coordination in
policy issues
(Decentralisation)
Tanzania Medium. Core donor Monthly meetings Health an Chair of H&P group
AFRO | group + MoH chaired by | Country strategy note in | Population Coordinates and
Medium host. All donors meet 1- process of being Sector Group Chairs theme group on
. 2/year. Chaired by MoH % di GoT |Th AIDS.
Capacity Health and Population transtormed into a Go cme group on Chair of negotiating
Cluster Sector meet, not chaired | paper UNIDS SMI group with
by government, but by HSR Initiative government.
WHO.
PNG Functional. Donors need | UN heads meet monthly. | Coordination of | Churches as strong Many meetings
WPRO approval from CSN prepared. Various | AIDS activities | partners, chaired by WHO
Medium MoH/National Planning | UN theme groups meet 1. oporaion | coordinated in between UN, bi- and
. . regularly Formal coll. ith AusAid breil multilateral
Capacity Ofﬁce:. bu.t little formal meetings, UN with AusAid. umbrella organisation WHO
Cluster coordination organisation and AusAid organisation influential in informal
and formal donor
coordination
Cameroon Weak. Min. of Ec. & Fin. | Good. Twice monthly. Informal monthly
AFRO Consultative Coordinating | Informal Coordinating donor coordination
gleggg."ty Group Health sector - UNICEF/WHO meetings initiated by
Cluster none WHO.
Haiti Relatively weak, butin | Level of coordination UNAIDS Planning and Previous Interagency
AMRO progress after the unrest. | o00d, Regular meetings, | chaired on External committee cha;:e_d by
Low Recent established Forum | oo i progress. WHO | rotation Cooperation WHO. The technical
. of Donor agencies o be UN 1 subcommittees of
Capacity | coordinated by MSPP. | ot enthusiastic. tween L currently current FAS chaired by
Cluster Transformation of organisation developing norms | PAHO/AMRO, & is
coordination unit of donor to regulate NGO also supporting the
agencies to a central activity. establishment of the
division in MSPP central coordination
reporting to DG. division.
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Country

Country coordinating UN coordination Theme/ NGO WHO role
mechanisms Programme coordination
) Coordination
Bangladesh | GOB external Relations UN have until recently Registered in NGO | UNDP/UNICEF
SEARO Division in Min. WB used | operated separately. bureau. Relatively | operate more on
l&ow . as a mechanism to Now in the process of gg‘:v%g‘;;’f;‘éo ‘3;3’8‘:(‘)‘::%2‘:;‘3-
apacity coordinate. developing CSN. coordinating MoHFW censidered to
Cluster committee be hindering greater
established. UN collaborations
Cambodia Good, mechanisms for CSN pending UN technical MEDICAM Influential in donor
WPRO donor coordination, UNDP: SHS project Working group | chaired by MoH coordination as lead
Low directed by MoH. WB did | UNICEF: Drugs, EPI, on AIDS external support
Capacity not want to join SHS Polio, Provincial agency for health.
Cluster stecring committee advisors
Ethiopia Weak (no political will) | Initiated work on CSN, | UN theme group | ? Theme groups chaired
AFRO Annual meeting on Heads meet fegullja'gy- on AIDS Theme by WHO
Low Family Health SC})"C?"E?};‘:;";:‘VC b |eouwponRH
Capacity Africa HPN group
Cluster UNFPA/UNICEF on
adolescent health
Mali Weak in heaith sectorin | GoM taken lead in UN the‘rsz]l;ic NGO WHC:_ not plalye?da
AFRO general. Donor Round developing CSN Head | roup- coordination Unit | S1gnificant role (donor
Low Tables Min. of Foreign meet regular Well supported PSPHR | ;o o or NGO) Unresponsive
. . . . and investment L to specific requests
Capacity - | Affairs. New framework | coordinated actions programme well | Temitorial Adm. | g ineane
Cluster in Min. for International UNICEF/WHO coordinated. Umbrella Ass. for | Contributed to
° 7 | Cooperation. Better Leprosy 0 NGOs in health - (fi;ve]opmira:{ él)ew
inati ; rogramnme we mewWor .
f:‘:f'"at“’“ atproject Coosdinated with | ot eBU Ay e et
NGO/MoH group.
Mozambique | Good. MoH drafted CSN developed, but UN theme group | Weak Efforts to | WHO starting to take
AFRO strategy for cooperation. | not followed-up. on AIDS coordinate NGOs, | part in collaboration -
Low FORUM for do;:qrs (llnb Regular meetings Community but difficult after | now chairing Com.
Capacity R;:}_tl}; g:;g:’sc(}:::m] y DiSCUSSi9“§ Wlth MoH | Health Group mushrooming Heaith group. No
Cluster meeting Donor Focal 3b°“_‘ prionities m Joint auditing of | during the significant contribution
point established Pooling | relation to UN Special | o505 supported emergency. during study period.
agreements. Still lack of | Initiative on Africa programmes
capacity in MoH for UNICEF/WHO has
implementation. various working links.

One of the ways in which the WHOCO can support the MoH is through helping to
coordinate all the different inputs into the health system to provide a coherent and
comprehensive health policy: collect, synthesise and analyse information on all donors:
their financial and HR inputs, locations, project objectives and timeframes. This
information can assist MoH in planning to identify gaps and avoid overlaps.

All twelve countries have experimented with formal ways of coordinating the activities
of the various actors in the health sector. The WHOCO seldom takes the lead in formal
coordination mechanisms. The most prominent coordination mechanism is the
consortium of donors in Bangladesh, which evolved out of project co-financing. Chaired
by the World Bank, it includes almost all the health sector donors (not USAid or the
Asian Development Bank), has a Secretariat and meets regularly both with the MoH as
well as with all the donors. WHO, along with other multilaterals, plays a minimal role in
the Consortium. In many countries (Tanzania, Mali, Cameroon, Ethiopia, Papua New
Guinea) it is the donors who initiate coordination meetings. In some of these countries,
the WHOCO has brought the donors together, where efforts to get the MoH to take the
lead have failed. In others, the WHOCO has failed to capitalise on a leadership vacuum
(Mali). In Thailand’s growing economy, external agencies play a minimal part in the
health sector, so the need for coordination is less. The WHOCO interacts only with the
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MoH, other agencies being coordinated through the Department of Technical and
Economic Cooperation

The political context influences coordination measures. In Haiti, during the emergency,
the WHOCO coordinated all efforts in the health sector, including the delivery of
services. Once the emergency was over, the MoH gradually began to take over, but the
frequency of inter-agency coordination meetings decreased. In Cambodia, as donors
started to arrive in the country when peace was being established, the WHOCO played a
key role in supporting the MoH to coordinate the influx. The consensus of collaboration
and coordination of the early post-conflict years is, however, now on the decline and
WHO’s lead role in the health sector is being challenged by other partners.

Coordination efforts are not confined to the national health sector level. There is
evidence in the case studies that the WHOCO may play an active role in project
coordination (Mali, Tanzania, Mozambique, Ethiopia, Papua New Guinea) or in
coordination at decentralised, sub-national level (Ecuador, Nicaragua, Cambodia).

Inter-agency Coordination Committees (ICC) for National Immunisation Programmes
have been established at regional (AFRO/WPRO), subregional and country level (seven
out of twelve countries). WHO plays a key role in these, in some countries as secretariat
in others as coordinator or member. The ICC have been instrumental to the coordination
of resource mobilisation, planning and implementation. In some countries, NGOs also
participate and in Nicaragua, the IDB does.

More recently there has been a growing international attention to coordinated, sector
wide approaches in national health development. A main concern in the debate has been
the need for stronger national ownership and commitment, the need for more concerted
external support efforts and improved results of investments in health development. To
this end, the WB has developed its concept for Sectoral Investment Programmes (SIP),
while a number of country initiatives taking a similar direction have emerged with initial
support from bilaterals, such as in Mozambique. Ethiopia has engaged in developing a
SIP with the WB as the lead external agency.

The approach have many promising elements which will make donor coordination to a
necessity and not an option. It also poses new challenges for WHO and the need for new
interpretation of what it means to be in the role of technical expert, neutral broker and
enabler in this new policy environment, without the clout of the money and with many
competing interests. Rather than make general statements and assumptions on the basis
of a mandate to direct and coordinate international health, WHO has to actively construct
its role within each country in dialogue with the MoH and the other partners. If it is seen
as irrelevant to the MoH and the other donors, this will have consequences for the nature
of presence of WHO in the country which should be taken seriously. It is hard to
perceive an effective WHOCO in a country with a SIP that covers most of the external

investment into the health sector, if WHO is marginalised in the policy dialogue relating
to the SIP.
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6.5 WHO as an executing agency

WHO frequently takes on the role as an executing agency. As it has not been possible for

the Study team to find references to a WHO-specific definition of an executing agency

role, it is for the purpose of this study used for two types of collaboration:

e where WHO is asked to have executing responsibilities for a project developed,
negotiated and «owned» by another external agency

e where WHO together with one or several other agencies undertake joint planning and
negotiations for a project, with joint ownership, and WHO is asked to carry executing
responsibilities on behalf of the parties.

This is to make a distinction from situations where a project initiative is developed by
WHO in response to a need established by MoH, and where WHO is able to secure
funding partnerships for the project while the ownership and overall responsibility
remains with WHO.

The WR in each of the countries was asked to list all projects where they themselves
defined their role as an executing agent. The role they have taken on ranges from
administering projects on behalf of other donors, for the MoH, or actually implementing
projects with resources from other donors. In Bangladesh it seems that the WHOCO’s
raison d’étre is largely as executing agency for World Bank projects, which it administers
for the MoH. Grouped under the four WHO case studies, Table 6.2 shows that most of
the projects fall into Health Services Development and Integrated Control of Disease.

Not all projects where the two-pronged study definition is applicable, were listed by the
WR’s as projects where WHO has an executing role. For example, the major project for
strengthening health service development in Cambodia was not mentioned, probably
because it was seen as a WHO operation with EBF support. This project is the most
visible component of the whole WHO collaborative programme in Cambodia. Formally
it is a joint project owned by DfID/UNDP and WHO in partnership, and with WHO in
the executing role. The DfID (ex ODA) recruited team leader has a WHO contract. The
project gives WHO a strong entry point to the whole arena of reform and policy
development, which is respected by all parties. Yet there is some confusion in the donor
community as to its identity, whether it is DfID that uses WHO as a platform, or it is
WHO that makes optimal use of DfID collaboration.

Whatever this may be, it illustrates some of the issues involved in the role of being an
executing agency. It needs to be very clear to all the parties what the role implies, who
the stakeholders are and who holds the overall control. WHO should only be involved in
such projects where the benefit of its specificity is obvious to all partners in health
development. And it should be projects where WHO’s neutrality and technical integrity
as a policy adviser are used, not jeopardised. WHO should avoid taking on project
execution just to expand the project portfolio, to fill gaps in MoH administrative capacity
or to work on behalf of bilateral donors where it is seen convenient.
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Table 6.2 Projects for which WHO was an executing agency on behalf of other

donors, 1992 - 1995

Country Donor Type of project | Project budget '*
Bangladesh 1DA (6) ICD, PPH,ICD,ICD, HSD, 8,000.000
IDA/Australia ICD 335,000
IDA/UK (2) Hpol 1,100,000
Canada (2) ICD, HSD 3,500,000
UK HSD, HSD 272,000
Norway (2) HSD 13,400,000
Sweden/Norway (2) HSD, HSD, HSD, HSD 559,000
Cambodia UK (2) ICD 490,000
France HSD 140,000
Cameroon UNFPA HSD 457,000
WB PPH 2,000,000
Ecuador ECHO HSD 420,000
OFDA/UK HSD n/a
Netherlands (3) HSD, HSD, PPH 1,000,000
Canada HSD 60,000
DMT HSD n/a
Spain HSD 1,500,000
~ UNICEF/WB/USAID PPH 4,000,000
WB (2) HSD, HSD 8,000,000
- BIRF HSD 102,000,000
Ethiopia UNDP (2) HSD, HSD 237,000
Netherlands (4) ICD, ICD, ICD, HSD 3,000,000
Italy (2) ICD, ICD 653,000
Canada ICD 423,000
Norway, ICD 344,000
Sweden Hpol 199,000
USA HSD 1,000,000
Haiti Canada ICD 575,000
UNFPA HSD 203,000
USAID/UNFPA/UNDP HSD n/a
UNDP ICD 1,000,000
Mali UNDP (3) HSD 10,000,000
UNFPA HSD 118,000
Mozambique None
Nicaragua USA ICD 2,800,000
Canada HSD 327,000
Swiss/France/UNICEF PPH 96,000
Denmark HSD, HSD, HSD, HSD 1,700,000
UK HSD (emergency) - 106,000
Sweden/Switzerland/France/ PPH 30,000
UNICEF HSD, PPH, HPM 4,500,000
Sweden (3) ICD 215,000
Sweden/Finland PPH 106,000
Sweden/Norway
Papua New UNFPA HSD/PPH twelve3,000
Guinea JSIF ICD 153,000
Tanzania Canada (IDRC) HSD 170,000
Denmark HSD n/a
Thailand None

Source: Tables A.4.3. Collaborative Programme Outputs: Project execution for other agencies, 1992-
1995, WHO Country Office Collection Instrument

If each project actually being executed by WHO is assessed as to whether it is an
appropriate role for WHO, according to the criteria just discussed, the findings of the
study are mixed. There are a number of the projects where there is no other substantial
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argument for WHO as an executing agency than a shortage of capacity in the MoH. The
range of activities as well as relatively large financial resources available make heavy
demands on administrative capacity. If the MoH lacks capacity for projects
administration and implementation, the WHOCO can offer managerial and
administrative support as well as technical and knowledge-based skills to support
implementation. Yet this may not be the best use of WHO’s presence in the country.

Table 6.3 gives an overview of WHO?’s role and relationships as an executing agency in
the case studies. Although WHO has high activity as executing agency in some low
capacity countries (Mali and Bangladesh), there are more countries with a higher
capacity in which the WHOCO still executes projects (Nicaragua, Ecuador).
PAHO/AMRO countries are more active as executors than the other regions. One of the
contrasts between the countries in AFRO and PAHO/AMRO is that the former have
smaller WHOCOs with fewer staff, and one could argue that that AFRO’s possibility in

taking an active role in execution is therefore limited.

Table.6.3 WHO as an executing agency

Country and | Executing Main collaborative Areas of support Comments
Region Agency partner
Thailand None Did have a role as executing agency in
SEARO the past.
Ecuador High World Bank, Key administrative role, Essential | Hamper effectiveness in supporting
AMRO Netherlands (3) ECHO, | drugs. Capacity in Disaster policy coordination and reform, having
OFDA/USAID Management, Gender, quality of | key staff in ministry on WHO pay role.
services and Violence, Drinking
water, Cholera control,
strengthening basic services,
micro-nutrients.
Nicaragua High Sweden, USAid, Decentralisation (SILAIS), Donors value highly the WHO
AMRO Denmark, Canada, UK, | planning and implementation of | implementation capacity. Taking the
Finland, Norway, Swiss, | EPI, Strengthening Prenatal responsibility of the government which
France health services, Human resource | may already have the capacity to
development, Information implement. Loss of «neutral» strategic
dissernination, Disaster position or give grater credence to
Management, Nutrition, Water, | oy erice for support to national policy
Infectious disease control, development.
Women/Violence.
PNG Low UNFPA, JSITH DHS, staff support, fellowship, Will continue and link into PNG P&FPP
WPRO drugs, supervision. jointly funded by WB, ADH, AusAid
Tanzania Low Canada Coordination of pilot project on
AFRO Health policy
Cameroon Medium | UNFPA, World Bank Commodity supply, training ‘Execution functions for WB under
AFRO planning
Haiti High UNDP, UNFPA, USAid, | Training in RII Highly efficient
AMRO Canada (?)
Cambodia Low UK (2), France The joint UNDP/DfID/WHO SHS
WPRO project not included
Bangladesh High World Bank Consortium | Fellowships and training. 21 out of 66 separate projects of FHP2
SEARO projects under FHP2 Commodity supplies executed by WHO. Perhaps too much
funded by Australia, reliance on intermediary organisations
Canada, UK, Norway, for implementation which could have
Sweden been placed on the GOB. Siowness of
administrative procedures...
Ethiopia Medium | Netherlands, USAid, In term of numbers of UNFPA has found the administrative
AFRO Italy, Canada, Norway collaborators/projects Disease processes unsatisfactory.
Control dominating. In terms of
funds: repair of health facilities.
Mali High UNDP (3), UNFPA ’ Low level of project implementation,
AFRO slowness of admin. procedures,
difficulty. obtaining financial
information
Mozambique Low Norway Ministry of Health Donor Has not been able to implement the
AFRO coordination capacity project.
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The experience with WHO as an executing agency in terms of efficiency and
effectiveness has been mixed. In Nicaragua, Ecuador and Haiti the WHOCO have had
long and reasonably successful histories of project execution, which are highly valued by
the donors funding the projects and by the MoH. In some other countries (Mali,
Cameroon, Mozambique) donors were critical of their experience in using WHO as an
executing agency because of slow or inadequate procedures and low level of project
implementation. The reason for low performance in Africa was as much related to
problems in AFRO as in the individual countries.

Arguments that were raised from other partners questioning the relevance of WHO’s role
as an executing agency included:

. It might potentially undermine MoH capacity, espeéially where higher salaries are
paid by the WHOCO
. It might make the organisation an interestholder rather than a neutral player

limiting the organisation from being able to play the role of supporting the MoH
in developing norms, guidelines and models. This was especially pointed out in
_ relation to the SILAIS project in Nicaragua

On the other hand:

. Involvement in operational support through executing (and implementing)
projects might provide experience and opportunity for WHO to provide more
appropriate and relevant support to MoH in developing norms etc.

. If the role as an executing agency was successfully implemented, WHOCO staff
contend that it gives greater credence to their expertise.

The special situation of the donor consortium in Bangladesh raises additional questions,
such as whether there ought to be a limit on the overall volume and number of activities
executed by WHO in any given situation, and how such a limit should be established. It
is important that WHO keeps to its specificity within such a collaboration, and that the
other partners respect and support the role of WHO as a technical expert and policy
adviser and not a funder or a development agency. It is the opinion of the Study Team
that in the current context of Bangladesh, WHO has lost its potential to represent a

corrective voice in policy dialogue and be a neutral broker in a rather complex
stakeholder interaction.

A definite criterium for taking on executing functions, should in all situations, be a
clearly established need for the particular expertise of WHO, which is recognised and
supported by all parties involved. In addition, WHO should only be an executing agency
for projects which are in line with WHO global policies policies and best practice, and
where WHO has participated fully and independently in policy dialogue related to the
project design and implementation.
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6.6 Summary of main issues: WHO Linkages and Partners

1.

The concept of partnership has been on the WHO agenda since the mid 1980s, and
there are a number of policy statements at global and regional levels that underpin
WHO’s work with government ministries other than health, other UN organisations,
NGOs, academic institutions and private enterprise.

The functionality of WHO relationships depends on the one hand, on the capacity of
the WR and the WHO systems’ ability to respond, and on the other hand, on MoH
ability and interest in using WHO as a close ally and privileged partner in health
development.

In all twelve case studies the MoH is the main public institution responsible for
health policy and service delivery, though there were also WHO contacts with other
ministries, third party payers and the private. WHO is seen to be in a strategic
position in terms of communication and influence with the MoH, which is generally
valued by other partners in the health sector. There needs to be a change in

.collaborative relationships at all levels, moving from the exclusivity with MoH to

including partnerships with other actors, and guaranteeing greater accountability
between such actors, perhaps through the use of codes of conduct or contracts of
partnership.

The Country Strategy Note (CSN) as an effort to establish an overall development
cooperation framework for the UN inputs to countries was found to have limited
usefulness. Five of the case studies had developed a CSN and others were in the
process of developing them. In some countries the process has involved the
government and in others not. Several countries complained that the different UN
organisations operate with separate and sometimes conflicting strategies for health
sector support, but did not see the CSN as a valuable tool.

There are a number of examples in the case studies, of other attempts by agencies
within the UN system to coordinate activities such as: in major emergency situations
(Haiti and Mozambique), on particular health issues (AIDS) and for particular
regions (The Special Initiative on Africa). In some countries, UNICEF and WHO
seem to draw on each others strengths and financial abilities, but in other countries
the “operational culture” of UNICEF and the “technical culture” of WHO has not
always been compatible. All the case studies reported gaps and problems in relation
to the transition from GPA to UNAIDS, particularly with regard to the lack of
mechanism to identify who should accept responsibility.

The World Bank is the most significant of the development banks, having increased
its loans to the social sector to US$2.3 billion of new commitments in 1996.
WHOHQ and the WB have developed a collaborative framework to support country
health development, combining the Bank’s financial resources, with WHO’s policy
guidance, technical expertise and privileged interaction with MoHs. However,
translation of these high level intentions into practice at country level was not evident
in many of the case studies. WB loans form major contributions to the health sector
placing the Bank in a position to influence policy through what is funded, regardless

~ of advice from WHO. The case studies provide examples of where WB and WHO
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10.

have a established good working relationships, but also where the Bank works
without any reference to WHO. In countries where WHO currently has a lead role in
the health sector, the WB was identified as a potential threat to that position.

Bilaterals are often major external financial contributors to national health systems.
There are examples in these case studies where the WHOCO plays a facilitating role
as broker or negotiator between MoH and bilateral donors. However, several of the
bilaterals stated that they did not see WHOCO as a resource of excellence, and that
they were more likely to call on their own expertise. WHO 1is being watched and
assessed by the bilaterals, but not always used by them for core support, strategic
partnerships or advice.

WHOCOs have a low profile in nurturing relationships between WHO and the NGO
community, but links are more widely established in PAHO/AMRO and WPRO case
studies than in AFRO and SEARO. NGO’s commonly perceive WHO as associated
with government and not interested in developing relationships with nongovernment

_sectors. However NGOs do use and appreciate WHO guidelines, information and

advice from the WHOCO. One area where WHO may want to nurture a stronger
relationship with NGOs in the future is with regard to monitoring equity indicators
and providing a corrective voice on justice and human rights in health. However,
little evidence of such engagement and interaction at the country level was found at
the time of the country case studies.

All twelve countries have experimented with formal ways of coordinating the
activities of the various actors in the health sector. The WHOCO seldom takes the
lead in these formal coordination mechanisms.

WHO frequently takes on the role as an executing agency ranging from administering
to actually implementing projects with resources from other donors. As would be
expected, WHO has high activity as executing agency in some low capacity countries
(Mali and Bangladesh). However there are more countries of higher capacity in
which the WHOCO still executes projects (Nicaragua, Ecuador). This would appear
to be beyond the needs of those countries, and contrary to WHO’s stated policies of
capacity building and focusing effort to countries in greatest need. The dilemma is
that the experience with WHO as an executing agency, in terms of efficiency and
effectiveness, has been positive in higher capacity countries and certain regions
(Nicaragua, Ecuador, Haiti and Cambodia), but less positive in lower capacity
countries and other regions: (Mali, Cameroon, Mozambique) where donors were
critical of WHO procedures and low level of project implementation.

130



Endnotes: Chapter 6.

1
2
3
4

GPC/twelve.2 Rev.1 Review of WHO's Mission and functions.3. July 1996

WHA234.24 The meaning of WHO's international health work through coordination adn technical cooperation.
WHO Global Pamerships Initiatives for Health Development, WHO, Geneva 1997

The fundamental concepts and principles governing the Resident Coordinator system are extracted
from UNGA resolutions 44/211, 47/199 and 50/120, United Nations (1997) AGuidelines for the UN
Resident Coordinator System. Primary Health Care within the Basic Social Services. Draft. 13 January
1997.

WHO EB99/35: Collaboration with nongovernmental organisations: Review of overall policy in
collaboration with nongovernmental organisations (1994 -96) Report by D-G 2. December 1996
PAHO/Regional Office of the WHO: Strategic and Programmatic orientations 1995 - 1998. “Health
for All and by All” '

A 50/16 Collaboration within the United Nations System and with other intergovernmental
organisation. General matters. Report by the D-G

Iniciativa de la Salud de America Central (ISCA - Central American Health Initiative

Speech of the Executive Director to the UNAIDS Programme Coordinating Board, 7 April 1997

A 50/16 Collaboration within the United Nations System and with other intergovernmental
organisation. General matters. Report by the DG

- Project types are grouped in WHO’s case studies: Health Policy and Management (HPM); Health

Services Development (HSD); Promotion and Protection of Health (PPH); Integrated Control of
Disease (ICD). Since these often overlap, the above groupings may be subject to correction.

Project budgets are rounded up or down to give approximate totals, and cover all projects funded by
the external donor over the period 1992-1995

Project budgets are rounded up or down to give approximate totals, and cover all projects funded by
the external donor over the period 1992-1995
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Chapter 7: ACHIEVEMENTS AND CONSTRAINTS

7.1 Introduction

This chapter assesses the performance of WHO in its support to countries, on the basis of
findings described in the preceding chapters. In exploring achievements and constraints,
the Study Team used a series of questions to guide their assessment, as shown in Box 7.1.

Box 7.1 Assessing WHO

1. Is there a discrepancy between WHO’s mandate and its ability to direct and
coordinate international health work at the country level?

2. Does WHO carry sufficient weight to promote common global goals such as
equity at the country level?

3. Is the relationship between the national government and its role as a member state
well understood and facilitated by the WHO Country Office?

4. Are there tensions between support for health systems development and technical
disease interventions at country level?

5. Have the WHOCOs been able to adapt to contextual changes in country?

6. Are skills that were once unique to WHO now more widely available at the country
level?

7. Are there barriers to effective collaboration where there are many actors in a
country’s health system?

8. Is WHOCO effectiveness largely determined by support from the Regional Office?

9. Is WHO well enough structured and equipped for dealing with inter-country
activities in a proactive way?

After examining these questions, broad conclusions are drawn in relation to the issues
presented in the Terms of Reference, categorised into the four key areas as put forth in
the Inception Report:

1) WHO's mandate and role

11) WHO structures and processes

1i1) WHO programmes and activities

iv) WHO and other partners in health development

7.2. WHO?’s leadership in international health work

The concept of WHO as a lead agency in international health work is basic to the
constitutional mandate of the Organisation. The constitutional function of acting as the
directing and coordinating authority on international health work has repeatedly been
interpreted by the WHO Governing Bodies to extend also to technical cooperation with
its member states at the national level, and to include facilitating collaboration among
them. In May 1981 the Health Assembly1 "Reiterates that WHO’s unique constitutional
role in international health work comprises in essence the inseparable and mutually
supportive functions of acting as the directing and coordinating authority on international
health work and ensuring technical cooperation between WHO and its Member

States...making no distinction between these integral functions carried out at country,
regional and global levels."
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As noted in section 6.4 (page 113), this Study discusses whether WHO is perceived as a
leading partner among external actors in health development. By raising this question the
purpose is not to state that WHO ought to be the leader, but rather to record how the
situation is perceived at the country level in the case studies. Asking the question has in
itself revealed lack of clarity and diverging opinions among partners as to whether or not
WHO should have a role as a privileged partner or lead among external actors at the
country level. To take this discussion further is a challenge which ought to be picked up
by the appropriate global bodies, in order to reach some agrecement on how WHO’s
constitutional mandate should be mterpreted and implemented in the current health
development context.

The findings of this Study, as presented in the country case studies and synthesised in
previous chapters of this report, highlight that there is no uniform understanding of what
such a "lead agency" role entails. It is open to different interpretations by WHO itself,
national institutions and other external partners and is often left vague and ambiguous.
The Study Team therefore focused on two questions regarding WHQ’s overall role: its
ability to carry out directing and coordinating functions in international health work at
the country level and its ability to promote common global goals such as equity.

As is clear from Table 7.1, the Study Team found a major difference between AFRO and
the other regions. In none of the five case studies in AFRO was WHO perceived as the
lead agency. In contrast, the three PAHO/AMRO case studies and the two WPRO case
studies all showed WHO in a lead position. The two SEARO case studies were both
special cases, Bangladesh being a country with a large and dominant donor consortium,
and Thailand a country where no external partner is competing for the lead role.

Table 7.1 WHO's leadership role

Country Region | Is there a discrepancy between WHOQ’s mandate and its ability to
direct and coordmate international health work at the country level?

Thailand SEARO |- Confirm '

Bangladesh |SEARO :

Ecuador PAHO | Not confmned Depends heavxly on the MoH ability and willingness to use

WHOCO for these purposes. Seems to have a stronger

leadership/coordination role than any other UN organisation.

Nicaragua PAHO | Not confirmed. Depends heavily on the MoH ability and willingness to use

WHOCO for these’ purposes. Seems to have a stronger
leadership/coordination role than any other UN organisation.

Haiti PAHO | Not confirmed. WHO high profile during embargo period.

Cambodia WPRO | Not confirmed. Fairly well placed in ability to perform according to mandate.
Trusted by MoH.

PNG WPRO | Not confirmed. Fairly well placed in ability to perform according to mandate.
Trusted by MoH.

Cameroon AFRO
Tanzania AFRO

Mozambique | AFRO
Ethiopia AFRO

Mali AFRO
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The history of having had a dysfunctional WHOCO was noted as an important reason for
a perceived low key and sometimes marginal presence of WHO, particularly in the
AFRO case studies. Even though most of these countries currently had WRs who were
seen to be performing well, they had all had to re-establish confidence with the MoH and
other partner agencies and institutions. Unlike the other case studies, it was also noted
that the MoH in the AFRO case studies (and in Bangladesh), did not consider that WHO
ought to be seen as different from other donors to the health sector.

In some of the other case studies, even where WHO presently does not have a strong lead
position, the Organisation is generally invited to participate in committees and working
groups related to policy and planning, which provides a platform and overview for
potential influence and engagement. Where the MoH does not even give WHO this
opportunity to contribute in a regular and predictable way as a trusted partner in policy
dialogue, or where WHO is not able to respond to such dialogue in a way that is
recognised and valued by the MoH and other partners, it is doubtful whether keeping a
presence through a WHOCO can be justified.

In most AFRO case studies, authorities were largely concerned with the need to expand
WHO’s role as a funding partner and less concerned with the skill mix of the WHOCO or
with better access to WHO's global body of technical knowledge and expertise. In case
studies in other regions, where WHO was perceived to be in a lead position, it generally
did not have this position due to financial strength. The lead role had developed because
the MoH saw WHO as a neutral broker and ally in directing, coordinating and
negotiation with other partners. There were examples where other dominant donors
challenged the MoH in taking this position, and did not easily accept being subjected to
the policy advice given by MoH/WHO.

Across the regions (including AFRO) there were several examples of themes and
programme areas where WHO clearly acted as the lead agency, such as efforts in
poliomyelitis control (National Immunisation Day strategy) and malaria control. In
contrast, none of the case studies had WHO in the lead for drug policies and systems.
Other programme areas, such as those related to health policy and systems reform,
showed marked regional differences. PAHO/AMRO and WPRO case studies had a high
profile in health reform, with WHO in a lead partner role for support in this area.

In all the case studies WHO guidelines, technical norms and standards were
acknowledged as being unrivalled, high quality resources, especially in the more
technical areas such as disease control and drugs policy. In Tanzania, the WHOCO
acknowledged that its value in collaboration lay largely in its ability to supply materials,
guidelines and checklists for workshops or courses initiated and funded by others.

The Study finds that WHO's actual opportunity to function as a lead agency in a country
is not primarily created by statements of the WHO Governing Bodies, but is constructed
through formal and informal mechanisms for interaction and contest among stakeholders
in health development within each country in a complex interplay of:

e WHO system related factors,

¢ the way MoH uses WHO
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e the country specific mix of other external partners and their perception of what
WHO’s role is and ought to be.

The number of external partners may also itself be important, as well as their relative
financial and political influence in the country concerned (whether there is an obvious
"dominant donor" or not). Technical competence and capacity, responsiveness to
perceived needs and financial leverage represent very significant factors. A basic
condition for a lead function is that WHO must be able to recruit WRs with skills that
provide the potential for the role as "neutral brokers", serving as respected
communicators, facilitators and mediators, with access to a global body of technical
knowledge.

According to the Study findings, an equally important clue to the role of WHO is the
~ position of the MoH. In cases where the MoH insists on having WHO as a lead partner
and acts accordingly, WHO is allowed a platform that helps to overcome limitations in
WHO's own system, such as the lack of financial leverage and cumbersome bureaucratic
procedures. On the other hand, in countries where MoH regards WHO as just one among
a number of donors to the health sector, and does not perceive the Organisation to be a
partner or policy adviser, WHO is not able to contest the influence of other dominant
partners regardless of the skills and abilities of the WR.

To sum up, the Study findings underscore that WHO cannot take for granted that there is
common acceptance for its role as lead agency with directing and coordinating functions
in technical health cooperation at the country level. It is being challenged by the member
states themselves, both in their role as countries receiving technical and financial inputs
and in their role as countries providing technical and financial inputs. The same member
states who are the key actors in WHO Governing Bodies are also the internal and
external stakeholders in cooperation for health development at the country level. A
Member State may insist on WHO improving its performance at the country level, while
simultaneously effectively undermining WHO’s position to do so through its actions as a
bilateral donor, as a MoH hosting a WHOCOQO or as a voter on the Board of the
multilateral funds and banks.

7.3  Common global functions expressed at the country level

Common goals

The findings of the Study generally point to a large gap between intentions and practice
in the area of common global functions. In spite of deliberate efforts by the Study Team
to assess how far the WHOCO promoted the notion of equity (through policy dialogue,
reform efforts, work on information systems, service delivery) very little hard evidence
could be traced. As can be seen from Table 7.2 below, there was a major gap - with
only three COs clearly advocating equity issues. In the PAHO/AMRO region, initiative
had been taken by the RO to strengthen the advocacy on equity through a particular focus
on indigenous people.

Whereas Health For All (HFA) policies are nominally supported by all countries, policy

development is largely driven by other forces and values. It is not apparent from the
Study findings that the WHOCO keeps a "watch function" for HFA high on their agenda.
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Present country contexts are characterised by market-oriented reform efforts. Generally
in these contexts, the energy for pursuing HFA goals is low, even though the countries
have committed themselves to the HFA strategies and values. This situation is a
challenge to WHO in its current process of renewal of the HFA strategy.

Table 7.2 WHO?’s ability to promote common global goals

Country | Region | Does WHO carry sufficient weight to promote common global goals
such as equity at the country level?

Thailand SEARO | Not confirmed. Need to address human rights and equity issues, e.g. child
prostitution.

Bangladesh | SEARO | Not confirmed. Poverty relief is a major issue. Absence of a national policy
framework makes it difficult to address such issues.

Ecuador PAHO

Nicaragua PAHO

Haiti - PAHO | Not confirmed. Still turbulent situation. Difficult to assess.
Cambodia WPRO

PNG WPRO

Cameroon AFRO | Not confirmed

Tanzania AFRO | Not confirmed. Yet has some willingness. Some advocacy efforts are recorded
Mozambique | AFRO Vi

Ethiopia AFRO | Not confirmed. Low external/public profile.

Mali AFRO | Not confirmed. Equity issues are not -much recognised/acknowledged;
although efforts to improve access

According to the Study observations, regional policies related to health and socio-
economic development are most actively pursued in PAHO/AMRO and WPRO. The
emphasis on health promotion as developed in WPRO through the "New Horizons in
Health" policy and the "Healthy Islands" concept seems to carry more significance in the
countries concerned than the HFA policy as such. Similar initiatives were observed in
PAHO/AMRO on a sub-regional level, such as "Healthy Borders", "Health and
Development for Peace”. WHOCO advocacy appears to be more focused on these

regional initiatives than on the global, and they are more frequently referred to by
national governments.

A lot more could be done at the country level for stimulating, facilitating and supporting
engagement in global common activities. In the case studies there is some evidence that
the political nature of the Organization encourages avoidance of conflict at the expense
of the advocacy role, and that the Organisation is reactive rather than proactive in policy
initiatives. A stronger focus on countries performance in these areas, and a way of
monitoring performance within and between regions may be the way to go, although the
current use of indicators for Health for All does not serve the purpose.

In a similar way, monitoring the impact of current health development assistance policies

and strategies, on countries’ ability to achieve better, in terms of capacity building and
equitable service delivery would also be appropriate. A global watch on how the current
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reform efforts that are being strongly advocated by dominant actors in health

development impacts on systems in terms of equity and access to care, is of growing
importance.

Through its research programmes, WHO has made significant contributions to the
development and evaluation of new and improved technologies for disease control.
WHO's mechanisms for capacity strengthening in research include the award of
fellowships, institutional grants and the use of visiting experts as consultants to the
institutions. The Study Team found a number of achievements in individual countries:

* National research priorities: with support from WHO and other agencies, some of the
countries in the Study had developed mechanisms for defining national priorities for
and coordination of health research.

* National Research Capacity: WHO has made a contribution to the development of
national research capacity in most countries in the Study. The degree of success has
largely been determined by the absorptive capacity of the country and the degree of
interest within the Ministry of Health. Predictably, the most advanced developed
countries like Thailand have developed substantial research capacity. However, the
highly effective malaria research capacity in Mali shows what can be achieved even
in countries with limited resources and general capacity.

¢ International Collaboration: an important feature of WHO's contribution is its strategy
of promoting cross national research collaboration, promoting research networks and
stimulating interaction among scientists across national boundaries, for example with
multi-drug therapy in leprosy control, control of Chagas disease in the Americas.
Furthermore, WHO has used these ongoing programmes for strengthening research
capacity. Some of the training programmes have taken place in the traditional
academic centres in developed countries but increasingly, WHO is making use of
institutions in developing countries that have been strengthened to the level of
providing training programmes of excellent quality and relevance. For example, in
1995, about 1000 candidates applied through WHO to Study in Thailand and about
500 of them were placed.

In sum, the Study Team found that, while WHO was supporting research in a variety of
ways in all the case studies, the actual engagement in research by the WHOCO was
limited. Indeed, research represents the functional area which almost in all case studies
is given the lowest significance of all the activities within the collaborative programme,
with the exception of Thailand and Tanzania. WHOCO staff were not usually well
equipped to guide national authorities in developing research. In many case studies,
health systems research was relatively poorly developed and the type of research that
would inform the reform of the health sector has been relatively neglected.

7.4 Country specific functions

The Study has through all the case studies observed that central to the function of WHO
in a country, and particularly in the case of country specific functions, is a clear
understanding in the MoH of the nature of presence of the Organisation, its abilities and
its limitations.
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In Table 7.3 it is suggested that there is considerable difference in the way countries
perceive, interact with, and utilise the WHOCO. In some of the case studies
opportunities are being missed because neither WHO nor the MoH and the other partners
have been able to unfold the potential in the relationship. This is not always because of
weaknesses in the WHOCO, but may also be because of the particular constellation of
donors and other actors in the health system, and the way interactions take place. Some
case studies are not fully using their opportunities as members of the Organisation in
relation to the broader regional and global context.

Table 7.3 WHOCO?’s role in facilitation and briefing of the MoH

Country Region |Is the relationship between the National government and its role as a

member state well understood and facilitated by the WHO Country
Office?

Thailand SEARO

Bangladesh |SEARO |Not confirmed. Activities of WB and other donors overshadow WHO's
relationship with MoH

Ecuader PAHO

Nicaragua PAHO
OFZAIS

Haiti PAHO | Not confirmed. Regional activities better understood and facilitated
Cambodia | WPRO

PNG WPRO

Cameroon | AFRO |Not confirmed. Frequent change of ministers. M
RC. WHO seen as donor
Tanzania AFRO | Not confirmed. Some initiatives to improve the situation by current WR

Mozambique | AFRO | Not confirmed. A limited tradition of utilising WHOCO in an effective way in
the various preparatory processes

Hid 1
inimal briefing for WHA and

Ethiopia AFRO | Not confirmed. Rapid turn over of ministers has been a strong constraining
factor. National authorities keeps UN specialised agencies at a "distance”

Mali AFRO | Not confirmed. Minimal briefing for WHA and RC. WB starting to dominate
in policy discussions

It will be noted that the case studies where the Study Team concludes that the role and
relationship is not well understood, largely are the same countries where WHO does not
serve as a lead agency in the health sector. This indicates a close link between the

understanding of WHO’s mandate by the MoH as the key partner, and the actual role that
WHO is able to perform.

It is therefore imperative that WHOCO actively seecks ways to communicate and
facilitate such an understanding. Even so, WHOCQO’s across the regions demonstrate
remarkable weakness in communicating its own profile and specificity as an actor in
health development in each country.

While the CO assists the MoH in developing its overall plan, or in presenting a structured
overview of national health status and health needs to other partners who might have an
interest in collaboration, CO’s do not make the same effort to present their own profile,
style of operations and activities within the country. WHO information on its presence in
the country is usually activity specific, so that WHOCO staff themselves, as well as other
actors in health development, have only fragmented information on what WHO is
actually doing. Few of those interviewed in the 12 case studies felt able to describe
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WHO’s role in the country in broad terms, and tended to fall back on examples of
specific individual activities.

Overall balance and complementarity of functions

In most of the case studies, the implementation rate of planned activities is generally
high. RBFs are largely absorbed at the level they are allocated (see Annex 4, Country
Office Expenditure against Budget, p.A23). However, reallocations were often required.
The Study did not review the reasons for, or appropriateness of these reallocations, as the
justification was not easily available in most countries” monitoring systems. Monitoring
systems serve to follow each planned activity in terms of inputs and outputs, and reflect
whether there is capacity and opportunity to implement what is planned, but are built on
the assumption that what is planned is relevant and appropriate.

The findings from the twelve country case studies highlight three main observations on
WHO’s activities: where WHO is generally strong, where WHO is largely invisible and
where WHO does not have particular advantages.

e WHO is most typically seen to be strong in the technical areas of preventing and
controlling specific health problems (integrated disease control). This is a finding
across the regions - regardless of estimated country capacity and the presence of other
partners, and regardless of whether WHO is contributing substantial finance or not. In
some case studies there was some tension between support for technical disease
interventions, and health systems support, but this was by no means felt in all
countries, as Table 7.4 shows.

o There is lowest overall involvement in the area of promoting and protecting health,
particularly in the AFRO region. This strategic programme area represents a cluster of
very different programmes, ranging from reproductive health, mental and
occupational health via nutrition to media and physical environment. In many of the
case studies these programmes are seen as “bits and pieces” and not given strong
recognition and visibility. Yet in some case studies they actually represent a very
significant part of WHO’s work, particularly in the area of environmental health. Only
Thailand and PNG have a strong emphasis on promotive activities, which is still an
area with very little “competition” from other partners in health development.

¢ In dealing with actual implementation of health programmes WHO becomes more
similar to other partners in health, and does not present any clear and specific
advantages. A relevant question here is whether WHO is involved in the right things.
There may be activities that develop new or modified approaches to implementation
where WHO has a specific role to play. And there may be aspects of monitoring
implementation, focusing on access and quality of care, where WHO could assist the
MoH in a particular way. In countries where WHO has a heavy involvement in
implementation, there is little evidence of this as a strategic choice.

WHO Governing Bodies have repeatedly emphasised the importance of a strong focus on
Primary Health Care, recently also discussed in the Executive Board and the Health
Assc:mbly.2 While the framework for PHC elements at regional and global level provided
by the Director General may make it possible to pursue a discussion of future PHC
priorities, the Study was not able to identify retrospectively which of the activities at the
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country level reflected a PHC approach. The appropriateness in emphasis on PHC can
therefore not be analysed. Unless such activities are clearly defined and coded as part of
a unified monitoring system, global priority setting and reporting is likely to carry a lot
of uncertainties.

An important aspect of the PHC concept is the emphasis on integrated approaches. In
pursuing this question, it again becomes clear that there are no blueprint solutions to the
balance between disease-specific interventions and more integrated systems
development. What is clear, however, is that WHO in many countries still gains
recognition by its activities in disease control.

Table 7.4 Integrated approaches to health development

Country Region | Are there tensions between support for health systems development
and technical disease interventions at country level?

Thailand SEARQ. | Confirmed to some extent: WHO’s capacxty to support health systems

% . d tr

- - development n co trol and_ _l_;_ealth
= <% { promotion:: - T w v
Bangladesh |SEARO ] Hard to mterpret WHO s limitations are aggravated by contextual problems.
Fragmented WHO approach
Ecuador PAHO |Not confirmed. More emphasis is currently been given to systems

development leading to organisational changes. However, limited human
capacity in the areas of system development.

Nicaragua PAHO | Not confirmed. More emphasis is currently been given to systems
development leading to organisational changes. However, limited human
capacity in the areas of systems development.

PNG WPRO | Not confirmed. New Horizon and Healthy Island s accepted as lead policies.
Resources are still more geared towards disease intervention. Involvement
in systems development gives credit.
Cambodia WPRO | Not confired. The two sides have not embraced each other, but both
present with strength. Involvement in policy and systems development
1mportant for lead role.

(e 1th

systems

ot confirmed. Low "medical i)foﬁle. Strong'support of hea
approach.
Mozambique | AFRO | Not confirmed. There is an evident attention to systems development issues,

however, limited capacity.

Tanzania

Ethiopia:

For making further assessment to examine the relevance and appropriateness of the
WHO supported activities, the collaborative programme activities are grouped in two
main clusters:

1) support for development of country health policies, strategies and systems (including
application to country level of the larger global programmes and policies on
organisation, management and infrastructure) and

ii) support for country implementation of health programmes (including executive
agency functions, resources for fellowships, courses, procurement, national applied
research etc.)
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Support for development of country health policies, strategies and systems

As discussed in Chapter 2, health systems capacity, including monitoring, quality-
assurance and information systems are weak areas in all the case studies apart from the
country with highest overall capacity (Thailand), regardless of whether the country has a
developed health system but which has been disrupted or strained (e.g. medium capacity
cluster), or a system that has not functioned well in the recent past (low capacity cluster).
Given the pressure for reform and the multiple actors, capacity gaps in this area makes
countries vulnerable and thereby represents an area where the role and contribution of
WHO as a “neutral broker” and adviser in policy dialogue is of particular interest.

The Study findings suggest that WHO to some extent is able to make relevant and
appropriate contributions to health policy/systems development in two of the regions
studied, namely PAHO/AMRO and WPRO, whereas the response is inadequate in
AFRO. The case study selection in SEARO makes it difficult to make any assessments.
However, even in the PAHO/AMRO and WPRO case studies there are notable gaps in
the “normative area” of specific programmes (i.e. drugs, reproductive health), and
certainly in the area of human resource management.

Only in the PAHO/AMRO case studies and Cambodia does WHO engage actively in the
issues of financing and privatisation, however with limited capacity and influence. While
it may be appropriate to say that this has never represented WHQ’s area of expertise, it is
equally clear that unless WHO can carry a meaningful policy dialogue on health sector
reform issues with the strong actors from the bilateral and financing agencies, the
Organisation is likely to miss out in its efforts to assist countries to implement the health
for all policy in its renewed form. The current response from the two regions that are
involved in a visible way at the country level, is also somewhat detached from the
WHOHQ base, and there is a strong need for the Organisation to start building up a
global body of knowledge about policy choice, conditions for and implications of various
health reform policy choices in different country contexts. There needs to be a stronger
interaction from HQ with the regions and not only with individual countries on this
policy topic in order to construct a better platform for concerted efforts.

The policy area of drugs stands out as the most politically sensitive among the three
programmes studied in depth, where gaps noted are not filled, either because WHO does
not have EBFs earmarked for that particular country, or because WHO has opted out.
because of conflicting interests, either in the country itself or in the region/sub-region.
When bilateral donors are engaged in the drug policy area they may or may not want to
relate their work to WHO, thereby creating a somewhat difficult policy arena. There are
also case study examples where assistance has been requested and WHO has not been
able to find the appropriate expertise within an acceptable time frame

In the area of reproductive health policy, the findings from the case studies give a rather
mixed picture. None of the case studies have WHO in any lead role in this policy area.
There are several examples of joint programming and executing relationships between
WHO and UNFPA. Global guidelines for Mother and baby packages, or safe motherhood
approaches are available in the MoH in most case studies, but without much engagement
in terms of adapting policies. In many of the case studies the maternal mortality figures
demonstrate how this area still lags seriously behind other priority areas. The case studies
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in WPRO had a particularly low profile in reproductive health, and upon further
exploration it was evident that the WPRO has been very slow in responding to actual
requests for assistance, and even potential strategic partnerships with bilaterals. The low
level of involvement in the AFRO case studies may indicate that there is a crowding of
donors in this area. Even in such a situation one would expect WHO to have a clear role
in terms of policy advice and advocacy, since reproductive health continues to be a
sensitive area in many countries. The inability of WHO to respond to this challenge gives
reason for concern. It should be noted, however, that there are recent initiatives taken at
the regional level, both in SEARO and AFRO, and regional policy and strategy
documents developed, which may enable improved action at country level.

Table 7.5 WHO’s responsiveness to change

Country

Region

Have the WHOCO:s been able to
adapt to contextual changes in
country?

Are skills that were once unique
to WHO now more widel

available at the country level?

Thailand

Bangla&esh

Ecuador
Nicaragua
Haiti
Cambodia
PNG
Cameroon
Tanzania

Mozambique

Ethiopia

Mali

SEARO
SEARO

PAHO

PAHO

PAHO

WPRO

WPRO

AFRO

AFRO

AFRO

AFRO

AFRO

Not confirmed. A major review of
WHO’s role i ired

Confirmed to some extent. Continuos
political changes constrains action.
WHOCO represents continuity in an
environment without memory
Confirmed. WHOCO has been able to
position itself in changing
governments with considerable
influence.

Confirmed. Process of ongoing change
- but several barriers. Lack of
direction/vision in fransition from
emergency to development.

Confirmed. To a very large extent been
able to be responsive to change.

Confirmed. To a very large extent been
able to be responsive to change.

Not confirmed. The deteriorating
country and health services situation
has only been met by corresponding
weakness of WHO.

Confirmed to some extent. Moving in

right direction. Adjusting gradually.

Confirmed to some extent. WHO has
played a modest role in the
rehabilitative phase after a more
significant role during the emergency
period.

Not confirmed. Considerable
programme inertia. Lack of response
to political changes (federalisation).
Marginalised by authorities.
Confirmed to some extent, but
evidence of adaptation within a
framework dominated by other donors

Not confirmed

Not confirmed. Frequent changes in
MoH staff drains capacity.

Confirmed. Current staff policies
take these changes into
consideration. Need to reconsider
staff mix.

Not confirmed. WHO has a high
profile - also technically. Particularly

during the emergency period.

Not confirmed. Only a thin crust of
skilled manpower. Overload of
technical advisers, pushed by donors.
Still WHO TA in demand

Not confirmed. Only a thin crust of
skilled manpower. WHO traditional
expertise in demand for selected
areas.

Confirmed

Confirmed to some extent. No
obvious role for WHO - due to weak
past? Not commonly available in
other organisations.

Confirmed to some extent. The MoH
has significant capacity at senior
level, but gaps. WHO needs to find
its role and approach together with
other donors providing TA.
Confirmed to some extent. Other

agencies building traditional WHO
expertise, e.g. World Bank

Confirmed
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In the policy and systems area of human resources, gaps in national capacity were also
noted in all case studies and across all regions, regardless of generally assessed capacity,
particularly regarding the working conditions of the health manpower, skill mix,
distribution, deployment, remuneration and incentives. Whereas WHO has made major
contributions to human resource development through support to manpower planning,
training, curriculum development, ongoing education and fellowships, the questions of
how to make the best possible use of these manpower resources, personnel management
structures and systems, have received little attention in the case studies. In contrast to the
other policy areas mentioned, this is an area with minimal competition from other donors
and actors, which desperately needs attention and where WHO has been slow to respond
to need. WHOHQ have recently identified this as a priority area for further development,
and is currently building a body of knowledge and expertise in the regions and HQ, and
developing approaches for enhancing country competence. None of these very recent
initiatives were, however, apparent in the case studies.

As is clear from Table 7.5, most WHOCOs have tried to respond to the changing policy
environments they have found themselves in, although with varying success. There are
few Countries in our sample where MoH or other agencies have skills available which
would make redundant the technical skills that WHO has traditionally provided.
However, there are skills or professional knowledge which are needed at the country
level, which WHO has not been able to provide, especially in the area of health systems
reform.

Support for country implementation of health programmes

It is the national capacity for health service delivery and access to care which largely
makes the distinction between the three clusters of countries in the Study, as presented in
Table 2.3 (page 15). The low capacity cluster has a situation where infrastructure is not
functional in the periphery, unevenly distributed and with poor continuity in actual
service provided. The medium capacity cluster has a problem with breakdown of
previously established services, is often assisted by a large NGO sector in service
provision and struggles with quality of care issues. The high capacity cluster faces
problems with appropriate service packages, the public/private mix and the implied
equity issues.

Apart from being proportionately more involved in support for service implementation
(technical operations support) in some low capacity countries, what is striking is the lack
of a patten in what WHO is doing at the country level. Among the tools applied by
WHO, the Study Team expected that financing service implementation would have been
concentrated to the low capacity countries. This is not the case. Similarly, the Team
expected that if WHO is involved in supplies, it would be more prominent in the low
capacity countries. This is also not the case. And finally, the Team expected that
fellowships would be concentrated to the low capacity countries. This is also not the
case. Support to technical operations was surprisingly high in Thailand and Ecuador

(much more prominent than in Nicaragua) and surprisingly low in Mozambique and
Cameroon.
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Service implementation is likely to be an area where much more could be done to focus
resources and attention on the countries in greatest need, and where there are few other
donors. It is also the area where there is most to gain without losing identity in
coordinating the development assistance functions of the UN agencies. WHO is already
seeking to avoid being involved in large investments in physical infrastructure. Among
the case studies, Ethiopia was the only country where WHO was involved, and then in a
role of an executing agency. Only in a few case studies did WHO actually engage in the
periphery in support of a province or a district. Where that took place, the
appropriateness was hard to assess. In principle this is clearly not a role where WHO has,
or should have, particular expertise over other partners in health development. The only
rationale for such involvement would be to have sufficient contact with the realities in
the field that appropriate advice can be given at the policy level.

The fellowships programme has been criticised for lack of appropriate evaluation. In the
regions visited, PAHO/AMRO, SEARO and WPRO had undertaken evaluations
recently, and claimed that policies had been sharpened to improve effectiveness.
However, the evaluations focused on numbers rather than strategic impact. There is little
doubt that in spite of poor scrutiny of fellowship candidates, the investment in
fellowships is perceived to have made a difference in the availability of skilled
manpower. There is, however, little evidence in the case studies that WHO has had a
conscious long-term approach to different levels of capacity building through the
fellowships scheme. Nevertheless fellowships and other mechanisms of capacity building
are seen by the countries to be valuable.

Quality-assurance, service management (including information systems for management)
and appropriate service models are technical areas where one would have expected
WHO, with its technical expert profile, to have a strong role if at all involved in service
implementation. These are, however, areas where WHO in most of the case studies
seemed to be less involved. Efforts to strengthen district management, and for
operationalising CDR/ARI and integrated management of childhood disease were
examples noted in some case studies, however without any strong prominence.

The most critical gap found in this area, with many actors but quite confusing and
inappropriate outcomes, is the area of health information systems for management
purposes. A lot of current attention to management systems is invested in areas where
agencies are particularly interested, the need for reporting to donor agencies or creating
data for national and global aggregate information. The data inputs into the systems are
often of poor quality, one collects too much data, and it is not used by the managers and
service providers that collect it. It is of vital importance that an agency with concern for
appropriate and user oriented systems engage more in support to development and
implementation of these systems, and that WHO ensures that it has the capacity and
ability to come forward as a lead in this area in countries that need such guidance. While
ad hoc type of support could now be recorded in the case studies, WHO was nowhere in
the lead and had no clear idea of where it was going, in spite of tremendous gaps in the
national systems.

In some case studies, where WHO is playing a major role in project execution on behalf
of other donors, either taking an accounting, administrative role (as in Bangladesh), or as
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a more active implementer (in the PAHO/AMRO case studies) the WHOCO is doing
what the MoH should be doing, but due to lack of capacity, cannot. The role of executing
agency is most appropriate when paralleled with capacity building and leading to a
transfer of responsibility to the MoH or other national health institutions. The stability of
the WHOCO in comparison to MoH staff puts WHO in danger of substituting for rather
than building capacity, as expressed in Ecuador and Nicaragua.

Many WHOCOs are failing to take advantage of all its good material for active
information dissemination in support of service implementation. Often the extent of
availability and use depends on MoH interest and capacity. These are opportunities
missed by the whole Organization, as this is how one can get value for the investments in
the large global programmes. Thus there is an unmet need for the Organization to
strengthen WHOCO role and funding for information dissemination and/or to build MoH
interest and capacity in this function. Ensuring that documents are available in
appropriate languages increases the relevance of the Organization to the country.

an.{traints in linkages and partnerships at the country level

The Study has shown that there are many different actors in the health sector at country
level, both national and external. A recurring theme was to assess how far this has
affected activities in health, and inter-relationships between actors, leading to duplication
or competition in implementation. Table 7.6 gives and overview of the assessment of
findings from each country.

Table 7.6 Project ownership as a barrier

Country Region | Are there barriers to effective collaboration where there are many
actors in a country’s health system?

Thailand SEARO [ Not confirmed

Bangladesh SEARO | Not confirmed

Ecuador PAHO

Nicaragua PAHO

Haiti PAHO

Cambodia WPRO
PNG WPRO

Tanzania AFRO

Cameroon AFRO

Mozambique | AFRO Not confirmed. Considerable openness to coordination and

between donors. The challenge for WHO is to regain its credlbxhty in the
"health community" and to prove itself as a resource in areas strategically
rtant for WHO as o t10n

Ethiopia AFRO

Mali AFRO :Not confirmed. WHO involved in may collaboration meetings, but as a
member rather than a leader.

In most case studies, significant barriers are recognised. In Bangladesh and Mozambique
there are donor mechanisms which probably have served to reduce such barriers. In
- countries were barriers are recognised, there may be coordinating mechanisms in place
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(Chapter 6), such as in Cambodia and Tanzania. Even so, these mechanisms may only
serve the purpose of mutual information. It is important to note that the issue of project
ownership and pursuing “own” results is as important in relation to bilateral as
multilateral partners. For the health related UN funds (UNICEF and UNFPA) it means
that they do not see themselves as partners that have a role in providing financial support
to a WHO/MoH programme. For bilateral agencies it may mean that they bring in their
own technical assistance separately, rather than seek to make optimal use of a strategic
partnership with for instance WHO. In such situations, it is not just a question of the
capacity of a country to coordinate donors, but also barriers between donors which
donors themselves need to address.

Contradictory expectations

During the field visits, the various partners in health development were asked to indicate
the strength of WHO's current involvement in the country, and what they would like to
see as the desired future direction for WHO involvement in that particular country over
the next 5-10 years.3

The use of terms differ greatly, with a lack of common vocabulary. Distinctions such as
"normative" and "operational" are not understood in the same way. The strategic areas of
WHO programme involvement, such as presented in the 9th GPW were also not self-
evident and needed explanation. There is a lack of clarity in what activities are placed in
the category "Health Policy and Management" or "Health Services Development", and,
for instance, there is no obvious reason why all activities related to reproductive health
appears under “Promotion and Protection of Health”. In addition, there is no specific
strategic programme area that reflects or covers Primary Health Care related activities.
Rather, the budget structure scatters the elements of PHC throughout the different
strategic programme areas.

This lack of common vocabulary and the complexity in relating the currently used
vocabulary meaningfully to the budget structure is an evident problem in discussions of
priorities for WHO, at country, regional and global levels. Statements of opinion such as
"WHO should limit itself to a normative role" or "WHO should put more stress on
strengthening health system capacity for disease control" are therefore likely to have
limited value.

Even if a common vocabulary were agreed, the stated positions on the future desired
strength of WHO indicate that it will be difficult for WHO to respond to contradictory
expectations. For instance, some bilaterals, think that WHO should not have any
operational support functions at the country level, while others regard the operational
support functions as highly desirable. NGO's on the other hand, have overall the highest
expectations of WHO's operational role or support for the implementation of health
programmes.

Bilaterals and WHO representatives are generally in close agreement, and fairly
consistently emphasise advocacy, particularly in the area of health policy and
management. However, UN agencies have the lowest expectations of all when it comes
to the desired involvement of WHO in advocacy.
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WHO representatives have consistently higher expectations for their involvement in
support to norms and policy development at the national level than any of the other
groups interviewed. These same high expectations are not matched by the bilaterals when
it comes to service development and promotion and protection of health. UN agencies
have the lowest expectations of WHO’s future involvement in promotion and protection
of health, but put much higher emphasis on support to national norms and policies in
service development.

The only clear message is that the expectations are contradictory and terminology needs
to be clarified. More constructive discussions regarding future priorities for the
Organization, be it locally, regionally or globally will be dependent on recognising and
responding to these issues.

Regional interactions

The four regions visited demonstrate wide variations. While SEARO serves a relatively
small number of countries with close historic ties, situated in close vicinity of each other,
it serves a huge and rapidly growing population. PAHO/AMRO and WPRO have all
types of countries represented, scattered over wide areas and with very large countries
(Brazil, China) along with tiny islands, advanced industrial economies alongside
impoverished nations, some of them emerging from long standing civil unrest.
PAHO/AMRO has the additional characteristics of combining wide socio-economic
inequalities with relatively high cultural homogeneity. This is not the case for WPRO.
AFRO is largely made up of countries in one continent, many suffering from unsettled
conflicts, wars and disasters, with weakened nation states, and a constant economic
marginalisation. Overall the AFRO region faces very complex external and internal
conditions for human and economic development.

While both PAHO/AMRO and WPRO have among their membership countries that
participate as donors in health sector development, this is much less the case in SEARO
and AFRO. This situation gives considerable advantage, particularly to PAHO/AMRO,
in that the Regional Office is able to serve member states with noticeably more resources
of all sorts, than is possible in the other regions. This also explains the very large
operations in the case studies in the PAHO/AMRO, in terms of technical staff and
financial throughput. WPRO also has possibilities for generating additional external
resources and making strategic partnerships among the rapidly growing economies in this
region, which may also serve as an engine for energising the system and stimulating
creativity and joint action.

Many SEARO countries continue to struggle with large bureaucratic public structures,
some of them highly dependent on external aid. With the much weaker nation states
often found in AFRO, and the ongoing democratisation processes, the ability to utilise
membership in an organisation such as WHO is much more difficult. In these two
regions, the efforts to establish better coordinated sector investment (or sector wide)
approaches stand out as crucial, and offer a different challenge to WHO.

The organisational culture, the management style and the efficiency of administrative

procedures vary between the four regions, in ways which cannot only be explained by the
need for relevance to different regional contexts. While difficult to characterise the WHO
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operations in the regions from studying only a few countries, a picture emerges which at
least raises some issues for further discussion.

Table 7.7 Influence of the Regions on functioning of the WHOCOs

Country Region | Is WHOCO effectiveness largely determined by support from the Regional
Office?

Thailand SEARO | Hard to assess importance of RO support ; strong WHOCO relates well to RO.

Bangladesh SEARO { Confirmed to some extent. RO and HQ need to hclp build WHO s lmage, no
way for WHOCQ in isolation *~

Ecuador PAHO |Confirmed to some extent. WHOCO has strong and mdependent leadersh1p,
able to /I?I% on the autonomy PAHO/HQ gwes them Effectlvely supportcd by
PAHO, :

Nicaragua PAHO | Confirmed. PAHO/HQ hold brokenng deals w1ﬂ1 pohcy makers in the WB

IDB, USAid, but this seems to break down at country: level.

Haiti PAHO [Confirmed. Strong PAHO/AMRO support Agreed'_FCO autonomy Balanced
division of labour.: '

Cambodia WPRO [ Confirmed:" RO support’ essential, but _also seen’ as delaymg procedures
- WHOCO strength la

PNG WPRO

Tanzania AFRO

Cameroon AFRO | Not confirmed. Suppon from RO has been varia e, ut mostly a
WHOCQO is very small and weak.

Mozambique | AFRO

Ethiopia AFRO

Mali AFRO

According to the observations made in the case studies, including the visits to the regions,
PAHO/AMRO and WPRO have managerial systems that are able to produce relevant
information, keep information updated, serve the Country Offices and manage their
resources in a fairly effective way. In spite of this, there are still complaints of undue
delays, although not to an extent which seriously undermines the responsiveness and
credibility of the organisation. There is a marked difference between the two regions in
terms of the autonomy of the WR’s, which might be worth looking into in order to be able
to assess weaknesses and strengths. The greater autonomy of COs in PAHO/AMRO is
probably largely due to the fact that available resources are above a certain critical
minimum. An obvious strength with the rather centralised WPRO system is the ability to

stretch resources by making optimal use of pooling resources among countries, so that
money can be redirected.

AFRO was the region with the most complaints regarding the WHO regional operations,
related to delays in approval and response and inefficient procedures. In the countries
visited, however, there were signs of a new managerial style being introduced, and the
effects of new communications systems were beginning to be visible. AFRO and SEARO
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were both regions with less evidence of being proactive, and where there were gaps in
national health systems’ basic ability to deliver, as evidenced in regional discussions and
initiatives. SEARO is a region with a reputation of being relatively passive, bureaucratic
and slow.

The Study Team was particularly interested to assess how far the Regional Offices
supported the WHOCOs: one of the expectations was that they could have a significant
effect on the effectiveness of the CO. Table 7.7 shows that the country findings to a
large extent confirm the need for support from the regional level, with the present
structure.

Another way Regional Offices (and HQ) may support countries is through encouraging
and coordinating inter-country collaboration and exchange. Many examples were found
from the country case studies, of valued cross-fertilisation of ideas, good practice and
information exchange. In Table 7.8 the Study Team’s assessment is again mixed,
depending on a number of different factors, with the level of inter-country facilitation
lowest in the AFRO case studies. Previous sub-Regional Office arrangements have not
served the countries well, and were seen to have limited usefulness for the countries
visited.

Table 7.8 WHO and inter-country issues

Country Region |Is WHO well enough structured and equipped for dealing with inter-country
activities in a proactive way?

Thailand SEARO
Bangladesh | SEARO
Ecuador PAHO

Nicaragua PAHO

Haiti PAHO Not confirmed.. Language barrier - French in a Spanish speaking T
Cambodia |WPRO | e

PNG WPRO

Tanzania AFRO _
Cameroon AFRO Not confirmed- e.g. could help more with trypanosomiasis which spreads to Cameroon from
Equatorial Guinea.

Mozambique AFRO Not confirmed. Few inter-country initiatives in place. Sub-regional abolished. ? Established focal
points for various initiatives?

Ethiopia AFRO Not confirmed. No evidence of regional interaction.
Mali AFRO ¢ '

There is a growing interest in and need for exchange of experience and collaboration
towards common health goals among countries within regions, as well as between
regions. This would indicate that a WHO for the future should engage strategically in
making use of this interest and potential. In such efforts, there is a need to address and
overcome regional barriers that still exists.

Finally, in relation to HQ the four regions had distinctly different patterns of operation:
PAHO/AMRO being almost an entity on its own, and WPRO making deliberate efforts to
utilise its own technical resources before requesting HQ resources. WPRO also takes a
strong stand against HQ taking initiatives in relation to countries in the region. SEARO
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and AFRO had more of an attitude of openness towards HQ initiatives, responding
positively to efforts to promote HQ programmes, and in the case of AFRO also letting HQ
act in direct relationship to countries in the region. From a HQ perspective, SEARO is
often mentioned as a region with a good HQ-RO relationship, because of the ease by
which communication takes place and the openness for collaboration.

In sum, the Study Team recognised that there is not one WHO, but many, because of the
relative decentralisation to the regional structure. Further, the Team’s findings emphasise
that because of the context in which WHO is operating, there is a need for many
‘different WHO’s’, if the concern is for relevance to the country context and optimal
collaboration among countries. It is however not clear to the Team that geographical
proximity is the most relevant regional criterion, or whether a completely different
regional pattern should be established for inter-regional linkages among countries with
similar problems. The findings from the Study of the countries in the four regions
confirm that it is a challenge to find the unifying principle in this complex and diverse
Organisation, and that the answer cannot be uniformity in approach.

75 Broad conclusions
The basis for conclusions

The preceding chapters described WHO?’s collaborative programme of activities at
country level, and how it is undertaking those activities. In this chapter, the Study Team
has evaluated WHO’s overall performance at the country level, first by asking a number
of key questions, and in this section by summarising the main findings from the
preceding chapters, using the analytical framework derived from the terms of reference.

In interpreting the findings, the Study Team underscores the wide variation found in the
different countries and regions, which make any attempt to summarise difficult. WHO
through many years has made significant contributions to the development of human
resources and the overall service delivery framework in most of the countries visited.
Major progress has been made in control of a disease such as leprosy, which has taken
years of diligent efforts and demonstrates the importance of an Organization that has
continuity, persistency and presence over time. A country such as Thailand,
acknowledges WHO’s contributions to the development of their health system generally

and some major programmes specifically. WHO’s creditable record in the emergency in
Haiti has also been noted.

Yet, very little can be said about WHO that is true in all countries. For the nine broad
questions examined regarding WHO?’s role and performance in countries, the Team
found both common features as well as distinct differences. These cannot be explained
only by factors internal to WHO, nor by general socio-economic variation in the
countries. In each case, the inter-relationship of factors needs to be carefully examined.
The conclusions drawn here attempt to identify and summarise such system-related
factors which appear to have a bearing on WHO’s role and function in many of the case
studies, which are likely to be of sufficient general importance to demand further
attention in efforts to reform the Organization. These conclusions are grouped to match
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the four key areas of the Terms of Reference, as interpreted by the Study Team in the
Inception Report.

WHO mandate and role

On the relative strengths and comparative advantages of WHO’s country presence, the
Study concludes that the organisation has made important and unique contributions to
health development. WHO common global activities, policies and products are generally
seen as valuable, and provide the WHOCO with credibility and authority at the country
level. WHO scientific and technical information is universally acknowledged as being of
high quality and value. While the national context, the interest of MoH and the presence
and activities of other partners have strong influence on WHO's role in a country, there
are also obvious differences in how WHOCOs are able to tailor their activities so that
they are optimal and complimentary to other efforts. The study concludes that more
could be done to stimulate, facilitate and support engagement in common global
activities at the country level and to make country specific activities better tailored to the
particular needs in the countries.

WHO has a high international reputation at the country level, and this creates
expectations. It means that there is a growing demand for WHOCO staff to have the right
skills as enablers and facilitators so they can participate with authority in policy dialo gue.
There is lack of clarity about the meaning of WHO’s formal mandate to coordinate and
direct international health work when it is applied to the country level. The Study Team
found that, where WHO technical authority and relationship with the MoH is perceived
to have legitimacy, then WHO was described by many partners to have a unique
character in its presence and a number of different strengths. However, the overall match
between support and need was not found to be sufficiently strategic, and the application
of WHO's mandate not optimal in many of the case studies.

WHO is not automatically the lead agency among external partners supporting health
activities at the country level, but it did have this role in nearly half of the case studies.
The main factors determining WHO?’s actual role among the partners were related to the
interplay between MoH and WHOCO, and to WHO’s predictability and responsiveness
as a technical resource, rather than to the level of financial resources. Even where it does
not have a lead role, WHO has potential comparative advantage because of its reputation
for technical skills, expert advice and materials. However, it seems that many WHOCOs
are failing to take advantage of this recognised status. Technical materials are not
sufficiently accessible, or disseminated throughout the country, libraries are poorly
managed and under-utilised, and consultants are sometimes poorly selected. These are of
course, opportunities missed by the whole Organisation, not just the CO, which to some
extent depends on HQ and ROs for support in these areas.

WHO shows varying effectiveness in advocacy, as a neutral adviser or broker, from being
at the forefront in countries to being hardly visible. On some politically sensitive issues
the Organisation generally was found to avoid conflict at the expense of its advocacy
role. One of the ways to become proactive rather than reactive could be to link up with
nongovernment organisations which were more distanced from national and international
policy interests. At the time of the study, none of the case studies had this kind of NGO
involvement in support of the advocacy role.
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The case studies show that there are further opportunities to make use of WHO strengths
in order to contribute to health systems capacity at country level. Furthermore, there is an
opportunity for WHO to reinforce its mandate at country level by addressing the need for
expertise in health systems development, human resource management and sector
reform. These were identified as areas of opportunity for WHO to extend its knowledge-
based comparative advantage, and supports recent direction provided by the WHA where
the Director-General is requested to “provide an analytical capability to distil the
different experiences of health sector reform based on firm evidence; and to promote and
support countries in the area of health sector reform by ... the systematisation,
documentation and dissemination of health sector reform approaches and to enable

. . . < s 4
countries to exchange experiences on a continuing basis”.

The Study concludes that WHO's mandate and actual presence at country level has not
been adequate across all case studies. The strongest presence, in terms of financial
(both RBF's and EBFs) and human resources, has been in the PAHO/AMRO case studies,
Bangladesh and Thailand. The weakest has generally been in the AFRO case studies. If
presence is judged by the overall significance of WHO as an actor in health development
within the country context, WPRO and PAHO/AMRO case studies are the strongest. In
general, the pattern of support has not been sufficiently linked to needs and capacity of
countries due, in large part, to historically-based rather than strategic allocation of
resources. Resource allocation has not been sufficiently targeted to countries in greatest
need. This has been a major constraint for WHO's activities at country level which all
member states must address. There is a need, therefore, for agreed and explicit criteria for
determining actual presence in countries.

While the current mandate, repeatedly interpreted by governing bodies, gives sufficient
direction and flexibility for effective country support, in many case studies the mandate
and the flexibility is not optimally used, by WHO, the National Ministry of Health or
other external partners in health development. There is a need to re-examine and clarify
previous statements and resolutions on the relation between WHO’s role in directing and
coordinating international health work and its role in technical cooperation among
countries. It is also necessary to deal with the contradictory expectations and the unclear
terminology used among partners for describing WHO’s functions, in order to be able to
communicate better in debates about WHO’s future role.

WHO structures and processes

The unique character demonstrated by each of the four Regional Offices covered by this
Study demonstrates the difficulty of such a large organisation maintaining a single
coherent structure. The Regions have decentralised control and considerable autonomy,
and although they follow uniform procedures, these have been adapted to their own
systems. They also support the activities of groups of very diverse countries, disparate
both within and between regions.

The Study found regional differences in managerial style and efficiency, in the autonomy

of the WR, in programme profile and in approaches to programme evaluation,
monitoring and documentation. The regions also differed in the way they related to
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WHOHQ. In broad and general terms, SEARO had an “open door policy” with fairly free
access for HQ staff and programmes, yet based on a two way communication; AFRO
could in some cases be seen as managed and overtaken by HQ programmes and
initiatives, whereas WPRO and PAHO/AMRO set their own terms for HQ involvement,
being selective and keeping more of a distance. This appeared to be an even stronger
feature in WPRO than in PAHO. There are also regional differences in resource
mobilisation and reputation as an executing agency.

On the other hand, the Study found no obvious regional differences in relevance and
appropriateness of the programme profile, the extent to which programmes showed
internal coherence or fragmentation, in the effectiveness of the tracer programmes or in
the way WHO at the country level is dependent on strategic alliances with other partners.
These questions are therefore likely to be broadly systems-related.

The Study concludes that there is unnecessary complexity of structures and procedures
within WHO regarding the identification, selection and support of health priorities at
country level. In principle, the three levels of the organisation are ‘structured to create
complementary top-down and bottom-up mechanisms for defining country specific
activities. In practice, the Study found problems with these mechanisms including their
variation across regions, lengthy and burdensome requirements, fragmentation of
programme support, and difficulties in harmonising global, regional and country
priorities.

The current approach, where the whole system is asked to generate more activities in
certain areas labeled global priorities, is not sufficiently sensitive to the variation in
country needs and status of health development. In the global debate, two aims need to
work in tandem: the need for a broad debate on global challenges and emerging concerns
in health on the one hand, and the need for concentrating more attention to countries in
greatest need on the other.

A possible approach could be to focus the global priority debate on the global common
Junctions, on critical research and policy/method development needs for meeting agreed
gaps, and on criteria for allocations to countries in need of country specific support. At
the country level, the first concern ought to be whether there is capacity to ensure
implementation of those basic policies and principles that all member states have agreed
on in their own health system development; whether through their own means, with
WHO support or through other types of assistance. The key priority question at the
country level would then be whether the WHO resources, allocated for country specific
functions, are used strategically to fill capacity gaps and imbalances which may prevail
in that particular country, rather than seeking to match a globally established percentage
allocations for certain activities. Such a system would probably continue to require an
intermediate mechanism (such as the current regional level) for assisting communication
between the global and country levels, for mobilising and enabling joint inter-country
action, and for linking countries to a pool of technical expertise.

The Study concludes that monitoring and evaluation of WHO country specific activities

have been too closely tied to inputs, and insufficiently linked to outcomes or
achievements. While it is agreed that one cannot measure the precise impact of WHO
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on health development given the multiplicity of contributing actors and variables in all
countries, the Study found that monitoring and evaluation was almost exclusively
directed at accounting for, and reporting on, financial resources. There is a need for
WHO to use monitoring and evaluation to generate information that can be used more
strategically in managing country specific activities. Some examples include monitoring
the careers of WHO fellows, measuring the national dissemination and use of WHO
technical guidelines, and performance appraisal of WHOCO personnel. Staff within
WHOCOs, in turn, must be supported with the capacity to carry out such requirements
through appropriate training, resources and feedback mechanisms.

Across the twelve case studies and four regions, WHO Country Office size and
programme budget are not related to country capacity or need. The 3 low capacity
AFRO case studies have the smallest WHOCOs, whereas the 3 low capacity case studies
from the other regions, have the largest number of WHO staff. All 3 case studies in the
high capacity cluster have WHOCOs larger than those in 3 low capacity and 3 medium
capacity countries. The difference is more extreme for the PAHO/AMRO high capacity
case studies. Within the regions, there is some relationship between capacity and
WHOCO size, but this is less so for the 5 AFRO case studies. Similarly, the case studies
with the smallest total country programme budgets (RBFs and EBFs) are in AFRO, and
those with the largest are in PAHO/AMRO, and SEARO. Thus WHO is not achieving its
own objective to direct resources to countries in greatest need.

However, in areas such as advocacy and policy dialogue, WHO'’s role cannot be
measured through the volume of funding alone. The level of financing is not sufficient
as the main measure of the mix between activities that support policy formulation and
activities that support implementation of policies. There is still a lot of work to be done
to find a way to assess the effectiveness of WHO's broad inputs to the country level.

WHO regular budget funding is different in nature from that of other donors because the
government can have a stronger voice in deciding on their use. Although the amounts of
WHO RBFs are relatively small compared to funding from other donors, they are more
dependable over time, and the government retains some flexibility in the way they are
used. For example, RBFs can be used in “non-fashionable” areas. EBFs now form a
substantial part of WHO funding at all three levels of the Organisation. The focus and
use of EBFs are more reflective of donor interests.

The patterns of expenditure for RBFs and EBFs show that they differ in stability over
time and the types of activities and programmes supported by them. RBFs have been
generally more stable across the two biennia in the case studies, and more broadly
deployed across the four strategic programme areas. In contrast, EBFs fluctuated more,
and tended to be concentrated on Integrated Control of Disease. This raises the question
as to whether WHO’s deployment of RBFs and EBFs is appropriately complementary to
support a unified WHO approach from all levels to underpin countries’ own national
health strategies. The variability of EBFs and decisions about their use raise questions for
the capacity of WHO to establish longer-term planning of activities at country level.

It can be difficult to plan for the coordinated use of RBFs and EBFs, as during WHO’s

long planning process, the anticipated level of EBFs that will actually be available is not
accurately known. Increased earmarking of EBFs for use in specific countries, further
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complicates overall planning, and requires new steps to accommodate new approaches to
country specific, coordinated sector investment. Yet it ought to be possible to establish
an improved planning framework, such as has been achieved in some of the other UN-
agencies. The implications of a frozen regular budget, and decreasing EBFs in some
regions, require WHO to have good financial management information in order to
maximise the use of its resources. However, Study findings do not indicate that this is the
case. Financial information on total support to individual countries is generally unclear,
and there was no one source which was able to give an overall picture. Moreover,
information between HQ, ROs and COs often conflicted. Financial information available
to WHOCOs and the MoH is not conducive to effective management.

The Study concludes that the professional and administrative capacity of WHO, and
technical and logistical support, at country level has been uneven across the case
studies. In part this has been due to an inadequate match between WHO support and
country need. However, the Study finds that there is a general requirement to strengthen
personnel management through more transparent recruitment and appointment
procedures, strategic assessment of human resource needs (e.g. skills mix),
rationalisation of responsibilities, training and development, and performance indicators.

Although they have improved, the procedures for selection and recruitment of WRs,
Country Office staff and consultants are inadequate in many case studies, and continue to
be influenced by Organisational politics. Among the case studies there are past examples
of poorly functioning WRs being left in place, even though MoH and other partners in
health have submitted requests or suggestions to WHO for their replacement. In several
of the case studies, present WRs were struggling to overcome the loss of the
Organization’s reputation and role in the country due to poor performance of a previous
WR, especially in the AFRO region. This is an area in which changes towards
recruitment by competition, qualification, and using transparent procedures are
necessary.

In sum, the Study Team recognised that there is not one WHO, but many, because of the
relative decentralisation to the regional structure. Further, the Team’s findings emphasise
that because of the context in which WHO is operating, there is a need for many
‘different WHO’s’, if the concern is for relevance to the country context and optimal
collaboration among countries. It is however not clear to the Team that geographical
proximity is the most relevant grouping criterion, or whether a completely different
regional pattern should be established for inter-regional linkages among countries with
similar problems. The findings from the case studies in the four regions confirm that it is
a challenge to find the unifying principle in this complex and diverse Organisation,
without loosing the necessary room for diversity.

WHO programmes and activities

The Collaborative Programme of WHO is more than the activities directly supported by
its budgets. The Study concludes that WHO inputs to sustainable health sector
development, including national capacity, has been relevant to country needs in some of
the case studies. Support for training of nationals and research capacity were two notable
examples. There is a need for more of such inputs and their provision more strategically
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across countries and regions according to needs and capacity. The Study also concludes
that there is strong evidence of the utility of WHO inputs to the development and
implementation of national technical standards and norms. This is one of the key inputs
and most highly valued contribution by WHO to health development at country level.

Its role in advocacy and as an arena for common global functions is summarised under
mandate and role above. Another set of activities which are not reflected through the
budgeted programmes is the broad area of resource mobilisation. There is no clear
pattern in the size of the country programmes in relation to country need or capacity, for
example with regard to GNP per capita, government expenditure on health or health
capacity. The Study describes collaborative programmes which vary greatly, both in the
scale of operations, their strategic orientation, the mix of activities and tools, the balance
among functions and the source of funding.

Programmes generally lack a coherence that demonstrate an internal logic between the
programme components. On the other hand, the activities are tailored into specific gaps
in the health system based on priorities established by the MoH, and are as such unique.
Often the activities supported by WHO serve to take new initiatives, or to facilitate
development of a programme area until it can be funded through other sources.

There was a great deal of difference in the focus of the WHO country programme budget
between the countries, although eight case studies spent a higher proportion of the budget
on Integrated Control of Disease compared to the other three strategic programme areas
(Health Policy and Management; Health Services Development; or Promotion and
Protection of Health). There was also wide variation in which of the five functional
categories WHOCOs concentrated their effort in programme implementation: advocacy,
establishing norms, policy and planning; research; information dissemination and
technical operations support. The most important function for implementing activities
was judged by the WHOCOs to be technical operations support, with 29% of total effort
across all case studies, but its importance varied from 44% in Bangladesh to between 10-
20% in other countries. Technical operations support involves direct implementation of
health programmes, and strongest emphasis was on Integrated Control of Diseases and
Promotion and Protection of Health. The emphasis on advocacy was on average 21% of
total effort, with 40% focused on the Promotion and Protection of Health. About the
same level of effort was expended on establishing norms, policy and planning. Research
was the most neglected functional categories with only 10% of total effort across all case
studies. In Thailand and Tanzania more emphasis was given to research.

WHOCOs used a range of different tools to carry out the country programmes. Courses
and seminars are indicated to be the most important tool for implementation of
programmes and activities (18%) across all the case studies. Including the effort for
fellowships, the two account for 26% of the “effort” on all the tools. The most striking
finding is the low level of effort afforded to linkages with other agencies, only 8% of
effort across all the tools. Some WHOCOs indicate no use of linkages at all (Ethiopia,
Nicaragua, Haiti, Bangladesh). However, overall there is no clear pattern in the use of

tools across strategic areas by need and capacity or by region, except for the two WPRO
case studies.
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No specific strategic focus for WHO support was evident across regions in the case
studies with lowest capacity and greatest need, neither in terms of volume and use of

resources, collaborative programme profile or in better managed and more effective
partnerships.

Acknowledging that assessing the relevance and appropriateness of WHO programmes
needs to be in relation to both the country needs and the activities of other donors, the
Study was not able 1o find any consistent match between critical gaps in national policy
and WHO involvement. Programmes are broadly relevant to some country needs, because
of the way they are developed in close partnership with the MoH, and can pick up areas
which cannot easily be supported through other sources. The case studies illustrate wide
variation in the types of activities and programmes undertaken by WHO, the functions
and tools receiving emphasis, and linkages with other health actors. In several case
studies, the appropriateness of the mix of functions and tools was being questioned.
There is some evidence that this variation may be related to the specific needs and
capacities of a given country, but the Study noted a number of policy and implementation
gaps in national health systems. Several of these were of a nature where WHO’s role
might have been particularly useful, but where its ability to respond was low, either due
to low priority and interest in MoH or WHO, or because WHO systems constraints made
it difficult to make an adequate response in time.

In the area of reproductive health, one of the global priority areas of WHO and where
many partners compete over turf, the Study found gaps both in terms of policy and
partnerships. The WPRO and PAHO/AMRO case study WHOCOs had an active
engagement health reform, but this was much less the case in the other regions. Overall,
there was also limited involvement in quality assurance, service management and service
models, which again represent growing challenges in systems with an increasingly
diverse mix of public and private providers. A particular concern noted was the lack of a
global knowledge base to assist countries as they struggle with reform options and
implications of reform. The need to address this area is therefore urgent, as also
acknowledged by the WHA (noted above).

In spite of high interest in the area of information and information management, the
Study noted a need for more consolidated approaches, where partners pull together, and
where the country’s own need for information to inform policy and manage care is the
primary aim, rather than the reporting requirements and interests of agencies. WHO did

not have a key role in ensuring that such consolidation take place in any of the case
studies.

Similarly, in terms of human resources, WHO has made strong achievements in human
resource development, whereas inadequate attention has been given to issues concerning
human resource management at the country level. This area stands out as one of the most
critical gaps in national capacity, regardless of region or country capacity, and is made
even more urgent by the current reform and adjustment policies undertaken in many of
the case studies.

As WHO inputs take the form of technical advice, provision of tools, and support for
courses, seminars or fellowships which do not necessarily cover a full project or
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programme activity, it is hard to evaluate effectiveness of the WHO input in isolation. It
is the catalytic function, the initiating and piloting possibilities, the strategic use of
limited inputs within a system that is primarily Jfunded through other sources (private
and public spending combined with development assistance), which represent the most
promising options if the aim is to optimize the use of WHO resources. However, this
requires a strategic rather than an ad hoc approach, as was seen in some case studies.

As WHO commonly does not have the option to provide additional resources to meet the
needs of service delivery, a basic question is how these kinds of technical inputs best can
be directed to and through the system in order to achieve results. The MoH is itself a
main key to whether WHO potential can be used this way. Another main cluster of
factors relates to WHO processes and structures. Concentrating the small WHO resources
in one or two areas in a country, may not serve to make WHO support more effective, as
the resources, even when combined, will continue to be very small. The relatively low
funding level and the WHO approach to working with national counterparts to build
capacity in natienal systems make WHO programmes small in terms of visibility, but
potentially robust in terms of sustainability. However, case studies indicated that capacity
building was often not approached strategically, in some cases neglected, and at times
even undermined by the activities of the WHOCO.

There is no evidence in this Study that WHO resources to a country would have been
spent more efficiently if concentrated in one or two areas, in contrast to current practice.
There is however reason to believe that any effort to create a more standardised “WHO-
package” of priority interventions to be pursued in all countries, would not be
appropriate in meeting country needs. The documentation in this report demonstrates
that WHO may contribute more towards health goals in a country by what is being done
in networking, mobilising non-financial resources, helping in problem solving and
creating an arena for policy dialogue in a rather complex environment

WHO Governing Bodies have repeatedly underscored the importance of a strong focus
on Primary Health Care, recently also discussed in the Executive Committee and the
Health Assembly.” While the framework for PHC elements at regional and global level
provided by the Director General may make it possible to pursue a discussion of future
PHC priorities, the Study was not able to identify retrospectively which of the activities
at the country level reflected a PHC approach. The appropriateness in emphasis on PHC
can therefore not be analysed. Unless such activities are clearly defined and coded as

part of a unified monitoring system, global priority setting and reporting will be based
on uncertain information.

An important aspect of the PHC approach is the emphasis on integrated approaches. In
pursuing this question, it again becomes clear that there are no blueprint solution to the
balance between disease-specific interventions and more integrated systems
development. However, what is also clear is, that WHO still gains its recognition by its
activities in disease control in many countries. -

The Study explored WHO’s role in mobilisation of resources in broad terms: financial,

human, institutional, physical, information management resources and political support.
It is clear that the WHOCO does not play a major role in the mobilisation of financial
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resources. However, there are activities undertaken by the WR and WHOCO staff in
other resource mobilisation that suggest ways in which WHOCOs make small,
incremental additions to national systems. The numerous examples of resource
mobilisation demonstrate that many COs are creative and active in collaborating with
others to promote a variety of activities. However, judging the quality of those
interactions or their output is difficult, and they are highly dependent on the capacity,
energy and interest of WR and CO staff. There are regional differences in stated policies
on the WHOCO’s role in mobilising resources. PAHO/AMRO and WPRO had
consistently higher level of activities in all of areas of resource mobilisation.

In general, the Study found least examples of mobilising political support and human
resources, whereas most emphasis across case studies and regions was put on mobilising
information management resources. A seemingly low priority was given to issues related
to consequences of macro-economic adjustments and social sector reforms on health. The
many examples of resource mobilisation demonstrate that many COs are creative and
active in collaborating with others to promote a variety of activities. However, they
appear to be highly dependent on the capacity, energy and interest of WR and CO staff,
and the expectations and policies of the Regional Office.

While there is strong support from HQ (notably from the research programmes such as
TDR and HRP) to countries for developing research capacity, most WHOCOs do not see
support to research as their role, and rank research as a low priority compared to other
activities. This may be due to a lack of interaction between HQ and countries, or a lack
of opportunity to demonstrate how local health research can inform policy. Another
important factor is a general lack of research background in the WHOCO staff.

In terms of policy context for the three tracer programmes, many case studies had
reasonably updated policies and strategies, but this varied more or less in line with the
capacity clusters. A striking feature is however the gap between policy and
implementation. This is not at least the case in the area of drugs, where the
implementation of policies and regulations was noted as problematic in most of the case
studies. The area of drugs is the most politically sensitive of the programme areas
studied, demonstrating how limited WHO 1is in promoting policies if there is not
sufficient receptivity and interest in the country concemed. The interests of member
states as drug producers were evident in inhibiting drug policy and implementation.

In terms of national ability to fund programmes, only three of the case studies cover
more than 80% of the EPI costs from the national health budget, contrasting with other
countries, particularly in Africa which cover almost none. Public spending on drugs is
very low for some case studies, while other countries still only cover somewhat more
than 20% of the total public drug budget. With the exception of Thailand, the public
sector is not able to contribute significantly to the national malaria control programmes
in the case studies.

The WHO role in the three tracers in the case studies has varied from heavy operational
support, to a marginal observer role, or contributing to very specific components. The
striking finding is that there is no obvious match between the country needs and capacity,
and WHO level and profile of collaborative activities in the tracer programmes. The HQ
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established criteria for involvement in countries did not appear to influence WHO's
actual presence and profile. The level of involvement depended more on the availability
of donor partners wanting to work through WHO in that particular country. In relation to
DAP, donor earmarking of funds for activities in specific countries has clearly influenced
the choice of countries for more intensified WHO support. MoH commitment and ability
to use WHO in policy development and as a technical resource is manifest as an
important factor determining WHO role and activities in the case studies.

The effectiveness and relevance of WHO established global norms and instruments for
country level policies and strategy formulation was affirmed for all the tracers in the case
studies. The policies developed and agreed through the work of WHO at the global level
were taken up and accepted as basic to both national and donor policies.

The effectiveness of WHO programme operation at the country level is harder to judge,
because of the complex pattern of multiple partners for both EPI and DAP, and -the
dependency on national system factors for the three tracers. The NID strategy, where
implemented, has served as an instrument for raising general immunisation coverage and
for re-establishing infrastructure and motivation for EPI, and thereby demonstrated
results, at least in the short-term. In several case studies one could raise doubts about the
use and effectiveness of WHO consultancies, as measured against the low rate of advice
and recommendations actually implemented. Effective linkages and partnerships are
salient as a critical element in overall effectiveness in the tracer programmes. WHO has
been instrumental to establish links between partners in EPI, but in the case studies, this
has been much less the case for DAP.

Finally, while the CO often assists the MoH in developing its overall plan or in
presenting a structured overview of national health status and needs to other partners,
COs do not make the same effort to promote their own profile, style of operations and
activities in the country. Much more could be done to present what the CO is doing, and
could do, to give the WHOCO a more recognised presence at country level.

WHO and other partners in health development

As is clear throughout this report, the health policy environment has become much more
pluralistic, with many different stakeholders.

The key linkage for WHO at country level is the MoH. This special relationship, along
with its nature as a technical rather than a financing resource agency, gives WHO its
specificity. Despite widespread changes in the number and type of institutional actors in
the case studies, WHO has maintained and protected its historical relationship. The
strength of this linkage has been the potential for WHO as a privileged partner with
MoH, to provide policy advice and have close collaboration. The potential
disadvantages are a weak MoH vis-a-vis other national health institutions, the risk of

compromising WHO?’s neutrality and the neglect of other key actors within the health
sector.

It is necessary, therefore, for WHO to develop flexible mechanisms of working at

country level which balance linkages with a wider range of health actors. The Study
found that many case studies have experienced a greater pluralism in the health sector’
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which WHO has not yet responded fully to. There is room for WHO to broaden its links
with other national institutions within member states without sacrificing the advantages
of its current linkages with the MoH.

WHO’s main strength for the MoH is its relatively neutral position in comparison with
the interests of other agencies, and its technical knowledge, whether in the form of access
to individual expertise, through consultants for example, or to guidelines, norms,
standards or training materials. These also form WHO’s main attraction for other
agencies, and in addition, WHO is seen to be in a strategic position for communication
and influence with the MoH. However, some feel its independence and neutrality is
called into question because of its closeness to the MoH. Occasionally in some case
studies WHO strategic partnerships with selected bilateral agencies are questioned in a
similar way.

WHO’s role as neutral broker, advisor and facilitator is dependent on many factors: the
dominance of other actors (who may not want to be part of networks or coordination
mechanisms, or may want to take the lead in such mechanisms); the capacity and interest
of the MoH; the capacity and interest of the WR; the context in which coordination is
happening. However, it is not only WHO’s neutrality which gives credence to its role in
coordination - it is also its acknowledged expertise and technical knowledge in the health
field. In a number of the case studies WHO were actively building strategic alliances to
meet country needs through collaborative efforts.

There is a need for WHO to be more aware of the changing political economy of health
in member states which directly affects which institutions WHO could and should be
working with. Case studies vary in the number, types and relative strengths of national
actors, and WHO must understand each country's institutional map, and then build
coalitions and alliances with key institutions likely to contribute most appropriately and
effectively to health development. This may be around more specific health issues or
policies, particularly given the broad scope of health needs.

The Study noted that UN organisations have looked to WHO for technical guidance and
expertise, and in some areas have encouraged the Organisation to take the lead role
among UN organisations in the health sector. WHO has maintained linkages through a
range of mechanisms, both formal and informal, which have led to greater or lesser
degrees of interaction. Even so, project ownership and competition over territory was
noted as a barrier in several of the case studies, both in relation to UNICEF and
UNFPA. Similarly, an increasing engagement of the international financing institutions
was in some instances perceived as a threat to WHO’s established role at the country
level.

WHO has maintained few linkages with nongovernmental organisations, both indigenous
and international, in the case studies. This has been so even in case studies where NGOs
have been prominent actors in the health sector. Given the increased importance of
NGOs as a channel for external health resources, that there is a need for WHO to
establish more systematic links with NGOs at the country level.
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The Study concludes that WHO can be more proactive in raising awareness and
improving dissemination of its "niche" products, particularly to counter the lower
influence due to limited financial resources. In general, WHO has maintained a low-key
presence in the case studies and more could be done to enable WHOCOs to ensure
products developed through common global activities will be available and applied for
health development at the country level.

WHO is generally not functioning as a coordinator of external health resources as a
whole. This responsibility falls upon the MoH or, in some countries, with another
external agency. The exception among the case studies has been Haiti where WHO acted
as the lead executing agency for humanitarian assistance for the health sector. However,
WHO plays a lead role on specific issues and projects such as UNAIDS. The Study
concludes that WHO should give more attention to supporting the MoH as the lead
coordinating agency at country level wherever possible (i.e. national capacity building).

While WHO should develop stronger linkages with other health actors, assert its
orgafisational strengths more prominently, and support the MoH in strengthening
coordination of health development, the Study concludes that many WHOCOs do not
have the capacity at present to achieve these objectives. As previously discussed, the
formal mandate of WHO at country level remains poorly articulated. The Constitution
states that WHO should "act as the directing and co-ordinating authority on international
health work", and to work "in co-operation with other specialised agencies where
necessary” on a range of other functions.” This broad remit is not supported, for
example, by the job description of the WR which says little about his/her role in
developing linkages with other partners in health development. Furthermore, while the
mandate to act as the "directing and co-ordinating authority" is consistent across WHO
regions, the Study finds that the capacities of the WHOCOs are not. There is a need to
develop and apply more explicit criteria that, inter alia, would enable WHOCO:s to play a
more prominent role in developing linkages.

WHO frequently takes on the role as an executing agency ranging from administering to
actually implementing projects with resources from other donors. As would be expected,
WHO has high activity as executing agency in some low capacity countries (Mali and
Bangladesh). However, WHOCOs still execute projects in higher capacity countries
such as Nicaragua, Ecuador. This would appear to be beyond the needs of those
countries, and contrary to WHO’s stated policies of focusing effort to countries in
greatest need, and capacity building. The quandary is that the experience with WHO as
an executing agency, in terms of efficiency and effectiveness, has been positive in higher
capacity countries and certain regions (Nicaragua, Ecuador, Haiti and Cambodia), but
less positive in lower capacity countries and other regions (Mali, Cameroon,
Mozambique) where donors were critical of WHO procedures and low level of project
implementation.

The Study Team recognised that WHO technical expertise may lack credibility if it is too
distanced from action in the field, but had doubts as to the validity of WHO’s role as
executing agency, where WHO  is merely administering resources on behalf of other
agencies, and has been little involved in the planning and development of the health
policies it is overseeing. The Study Team felt that the general principle should be
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national execution of projects with technical support from WHO, and that much more
critical criteria should be utilised in deciding whether WHO becomes an executing
agency. An example is given in Table 7.9 (but additional criteria could be added).

In some case studies WHO is missing opportunities for advocacy, and may have
compromised its independence by being an executing agency for other organisations.
Moreover, through playing a strong implementation role it may be undermining
(however inadvertently) MoH or other national capacity. More critical criteria should be
developed for deciding the circumstances under which WHO should act as an executing
agency, and the Study Team suggested five such situations, with three minimum criteria:
specified time limits, strategic capacity building and planned transfer to a national
institution or MoH. WHO should not be acting as an executing agency just for the
convenience of other aid organisations (especially where there is a strong implementation
dimension). The definitive circumstance for taking on executing functions, is a clearly
established need for the particular expertise of WHO, which is recognised and supported
by all parties involved. It should only be in projects which are in line with WHO policies
and best practice, and where WHO is invited to participate fully and independently in
policy dialogue related to the project design. Minimum criteria for WHO to function as
an executing agency should be: a specified time frame, strategic capacity building and
planned transfer of responsibility to national institutions.

Table 7.9 Circumstances under which WHO should act as executing agency

CIRCUMSTANCE CONDITION
No national or other external actor can | Contract with other actors to time limit
execute the project. and transfer the project
Project requires coordinated inter- Establish and support inter-country
country (cross border) health coordinating mechanism to take over
intervention from WHO
Development and/or testing of Ensure close involvement of nationals ,
innovative approach and prepare to eventual transfer
Required expertise is only available Establish technical cooperation with
from WHO national institution to transfer
knowledge and skills, build capacity
Emergency situation which requires Incorporate long term strategy for
immediate action, and national strengthening national capacity
government cannot execute the project | Epsure limited timeframe.

The findings from the case studies suggest that in some instances Regional Office
operations are perceived by Country Offices as hierarchical and procedure driven, often
not providing the type of support most needed at country level. The Study Team
observed that some regions tended to be non-analytical and not very pro-active. Although
difficult to generalise, the Study Team felt there is a paucity of self-assessment and
evaluation, and monitoring systems tend to be used mechanistically and not for learning
or improved implementation. Globally or regionally agreed policies - on equity, on
health as a_human right could be more proactively pursued, possibly by making alliances
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with non government organisations which may be more objective or distanced from
national policy. The inter-relationship between common global and country specific
functions is not served well by the long and somewhat inflexible process of priority
setting at three levels in the Organisation. Common global activities are based, at least in
part, on country specific activities, but the reverse is also true. Knowledge gained
through global and regional surveillance, research and information exchange should be
used to inform WHO activities at country level. The Study Team believes that changing
the culture of the Organisation - at all levels - to a more learning orientation will make
Country Offices more effective.

Endnotes: Chapter 7.
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WHA 34.24, "The meaning of WHO's international health work through coordination and technical
cooperation"

A 50/4, Report of the Executive Board to the World health Assembly on the proposed programme
budget for the financial period 1998-1999 and response by the Director General

Methodology and findings described in the Regional report for Western Pacific Region

Resolution on Strengthening health systems in developing countries, World Health Assembly 1997
A 5074, Report of the Executive Board to the World health Assembly on the proposed programme
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CHAPTER 8. ESTABLISHING “ESSENTIAL PRESENCE” AT
COUNTRY LEVEL

8.1 Introduction

In this chapter the Study Team suggests options for strengthening WHO’s support for
health development at the country level, taking account of the current process of WHO
reform. While the focus is on activities in countries, it is recognised that this cannot be
separated from activities undertaken at headquarters and regional levels. Discussion
starts from two premises: '

e there is a need and opportunity for WHO to renew and reassert its role in global health
cooperation

* the status quo is not an acceptable option, and WHO needs to review and strengthen
its role at country level

The chapter is based on the findings for the twelve case studies, consultations with
Special Advisers, staff at Regional Offices and Headquarters, and a review of recent
literature and documents on WHO reform.' It addresses the conceptual framework of
mandates, programmes, structures and linkages, but integrates these in a series of crucial
questions.

8.2 Establishing WHO essential presence at country level

WHO's “essential presence” is proposed as the mechanism by which the Organisation
relates to each member state at the country level. “Essential” is used in the sense of
being necessary and sufficient for fulfilling an agreed role. For it to be rational and
effective, the essential presence cannot have identical features in all countries, Rather, its
shape should be determined in each country, in consultation with the national authorities
and other relevant groups, by using the type of analytical process discussed below. The
nature of the essential presence, which would range from a physical presence in the form
of a WHOCO or a liaison office, to no physical presence, would thus vary from country
to country and over time in the same country. Essential presence should be reassessed
regularly to ensure that country specific activities and the size of the Country Office are
adjusted in response to changes in national capacity and the health policy environment

over time. Criteria and strategies are needed for reducing and phasing out Country
Offices.

There are many potential mixes of functions which WHO could provide depending on a
country’s needs and capacities. Table 8.1 suggests five potential models of WHO
essential presence, each with a different mixture of common global and country specific
functions. They reflect a continuum of support by WHO, from category 1, a maximum
physical and functional presence in countries of greatest need, and with few other
partners, to no physical presence, but a functional presence, for developed market
economies. The involvement of the most developed countries in common global
functions is served by established national mechanisms in the Ministries of Health and
other relevant institutions: bilateral aid agencies and WHO collaborating centres.
WHOCOs would not necessarily be tied to providing only the functions indicated in the

167



table, but their financial support through WHO would be tied to those functions. Any
other functions undertaken would have to use funds mobilised from other sources.

Table 8.1 illustrates how WHO's essential presence should vary with national capacity.
From the least developed countries (+) to the most developed (+++++), WHO's physical

presence is adjusted to match the needs of each member state.

Table 8.1 Five models for WHO’s essential presence at country level

FUNCTIONS
Category |[National | Common| Country Specific WHO's ESSENTIAL
Capacity | Global | Health | Technical PRESENCE
Policy | Operations :
i _support
1 + WW WWW \%% Large WHO physical presence including
f support for technical operations.
2 ++ w WW ' W/N |Smaller WHO physical presence with
; little or no support for implementation of
) : programmes
-3 +++ W/N w N Minimal WHOCO. Increasing reliance
on national institutions and personnel
Liaison office to facilitate contact with
W/N N WHO. Mostly reliant on national
4 MR N resources. Presence of WHO staff
intermittent or in special circumstances
5 +4+++ N N N Complete self-reliance on national
institutions
Key

National capacity from +="Low" to +++++ ="High"
W = Small WHO physical presence; WWW = Large WHO physical presence
W/N= Small WHO physical presence complementing national institutions and staff.
N = National institutions and staff

1. The category 1 office would represent the largest presence by WHO, would have
highly competent external personnel, and be located in the countries with the highest
needs and the lowest national capacity. In these countries, WHO will have agreed to
provide support to the implementation of programmes, based on established need: (using
criteria similar to those suggested in Box 8.1), as well as taking on an appropriate role of
neutral broker, facilitator, adviser. This model would be most relevant to countries like
Cambodia, Ethiopia, Haiti, Mali, and Mozambique However, in countries of great need,
but where there are many external actors (such as Bangladesh), WHO essential presence
may be category 2 or 3 rather than 1. Conversely, in countries of relatively higher
capacity, but with little other external support, category 1 may be appropriate.

2. The category 2 office would provide a somewhat smaller WHO presence at country
level. The WHOCO would be responsible for supporting all regular common global and
country specific functions with the exception of support to the actual implementation of
country health programmes. Among the case studies, none of the countries currently fit
this category. However, it would be most relevant for Ecuador, Nicaragua and Papua
New Guinea, requiring a negotiated scaling down of WHO involvement in
implementation of programmes.
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3. The category 3 model would provide a limited WHO presence at the country level,
primarily involving negotiated support for three country specific functions: health
advocacy, norms, policy and planning, and information dissemination. In addition there
might b7e arrangements for intermittent support for policy development. Other functions
would be carried out by the national government or national institutions. This model
would be most relevant to middle-income countries, such as Thailand or Brazil. There
would need to be regular evaluation for anticipated transition from category 3 to category
4 or 5.

4. The next level of WHO essential presence is the category 4 office, which is
characterised by existing Liaison Offices. This model would focus largely on information
dissemination support, and intermittent support for policy development. Such offices
would be located in countries where there is a high level of national capacity, but where
there are acute or transitory problems (e.g. East and Central European countries, South
Africa). Such offices could be restructured, as category 3 or 5, if required, after
completing the sort of analytical process described below. A country might scale down
its WHOCO from category 3 to 4, for the final five to ten years before moving towards
having no WHO physical presence in country.

5. Finally, WHO essential presence would be at the functional level only (no physical
Country Office) in high income countries where common global and country specific
functions are carried out by the national government. This would include most of the
industrialised countries, where support for WHO is channelled through (and often shared
between) the Ministry or Department of Health and/or the country’s aid agency. Even in
these countries it may be desirable to have a mechanism with some degree of
independence from govermnment, particularly for the advocacy and watch functions.
These countries would draw on WHO’s knowledge and expertise to support national
health policies, using products derived from common global functions, and would
contribute to the identification, formulation and implementation of those common global
functions. They would also continue to support lower-income countries through
voluntary contributions to WHO.

WHO?’s ultimate goal should be to build sufficient national capacity to enable countries
to assume responsibility for country specific functions and participation in common
global functions. A measure of WHO’s success, therefore, would be appropriate
movement of countries from a greater to a lesser intensity of presence. In working to
achieve this goal, a substantial proportion of the WHOCO’s work should be focused on
developing national capacity in many of these functions.

At all levels of essential presence, (but especially for levels 1 to 4) there is a requirement
for regular analysis of country capacity and the role of WHO, as described in section 8.3.
All WHOCOs should be able to be restructured to higher or lower levels, retained
at the same level, or phased out, depending on the results of such reviews. Transition
to a less intense level of essential presence may be phased over a number of years.
Conversely, if there is an identified need for more intense WHO essential presence, then
transition ought to be reasonably rapid, but continue at that more intense level for a
limited period of time.

169



In sum, the concept of essential presence has some important features which make it
attractive as the potential mechanism through which WHO relates to its member states at
the country level:

e Universal : It is a global concept that is relevant on a global scale to all member
states of the Organisation. This study specifically focused on the needs of
developing countries but the essential presence concept also applies to developed
countries which do not require a WHO physical presence. Developed countries
should however, review the mechanisms for performing common global functions
such that on the one hand they can make even more effective contributions to the
shared public goods and on the other hand, derive maximum benefits from their
association with WHO.

* Logical & Systematic : It relates WHO's response to the needs of the member state
taking note of the existence of other resources both national and foreign.

* Progressive : It proposes graduated change in WHO's relationship with member
‘states.

e Interactive : Decisions will be based on situation analysis in collaboration with the
member state and other relevant parties.

* Fair : It will promote allocative equity by linking WHO's input to the needs of the
country. This should reduce the anomalies noted in the Study in which countries that
were judged to be most in need received the smallest allocations of RBFs.

¢ FKlexible : Rather than using stereotyped packages, the model is adaptable. Essential
presence is designed to adapt to the local situation and is not based on pre-conceived
notions.

* Forward looking : The concept sets a forward looking plan in which the relationship
of each member state is based on its current status but with strong encouragement to
developing countries to move progressively from dependence on WHO's physical
presence to increasing self-reliance.

8.3 How to assess WHO’s essential presence at country level?

The balance between common global and country specific Jfunctions

One of the foremost issues identified in discussion about WHO reform is the need for the
Organisation to define more clearly its functions and activities, and to prioritise among
them. There have been a number of efforts to classify the varied activities of WHO? but
the task has been complicated by vague, undefined or variable use of such terms as
normative, technical cooperation and operational activities.

As described in Chapter 1, this Study builds on the distinction used in the Phase 1 Study
between common global and country specific functions. Common global functions are
defined as ‘global functions of salience to all member states, regardless of the state of
health development in the country. They include consensus building on shared values,
cross-learning and transfer of knowledge, production and sharing of international public
goods, including research. All member states are concerned with and may be committed
to these common global functions, and participate in their identification, formulation and
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implementation’. Country specific functions are defined as those ‘aimed at assisting
countries with special needs, responding to their requests for support in order to develop
and implement their own health services. Country specific functions may include
advocacy, norms, policies and planning, research, information and dissemination and
technical operations support, but are dependent on the capacity, needs and interest of a
country, and would evolve over time’.

Focusing on country specific functions, the Study concludes that the process of selecting
the most appropriate activities for WHO within a country should take account of four
factors:

o the specific needs and capacities of the country concerned

e the ability and commitment of the country concerned to make use of WHO’s specific
contribution

e activities of other external agencies in the health sector
e WHO’s ability to respond within a given country

First, it is necessary to define the particular needs and capacities of the country
concerned when selecting WHO’s country specific activities. The Study Team believes
that WHO should agree on a set of criteria for assessing country needs and capacities in a
regular and systematic way. Any such criteria developed should be precise and related to
potential WHO functions and should replace historical precedents for allocation of WHO
resources. The ultimate aim of WHO’s support to countries is to improve the health of
the population. The Organisation’s specific objective should be to build and strengthen
national capacity to -achieve this goal. In Chapter 2 the Study Team used two sets of
criteria (Tables 2.2 and 2.3) for the 12 case studies to assess country needs and capacity,
drawing on a variety of sources. Such criteria could be enhanced by the addition of other
data (such as number of trained professionals in particular fields) or more time-sensitive
qualitative information.

Box 8.1 Possible criteria for assessing country health needs and capacities

Assessing country needs and capacity
Total population

Annual population growth
Infant mortality rate

Maternal mortality rate

Under 5 mortality rate

Life expectancy rate

GNP per capita

Govt health budget as % of GNP
Access to health services
Coverage of immunisation
Literacy rate

Human resources

Second, the country itself would need to examine the kinds of partnerships for health it
sees as desirable and realistic, and elucidate its interest, ability and commitment in
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relation to collaborating with WHO as a member state. In order to make the most
effective use of national and international resources invested in the health services,
(including from WHO) national authorities should strive to achieve greater stability
within the top management of the Ministries of Health than was evident in the case
studies. The rapid turnover of political, professional and administrative leadership in the
Ministries of Health is not conducive to developing and maintaining consistent policies
nor does it facilitate effective management.

Third, the Study Team believes that, in addition to the above, WHO should tailor its
engagement to the presence, capacity and role of other actors in each country (both
internal and external). Mapping exercises regarding stakeholders’ inputs and interests in
the countries’ health- system should be undertaken systematically. Strong preference
should be given to supporting national actors to carry out country specific functions
wherever possible. Where national actors are able to carry out such a function, WHO
should not. Rather than directly implementing health programmes, WHO should help
national authorities to mobilise partners from within the country and from external
agencies. And where other external partners can provide technically appropriate support
to the implementation of health programmes, that is acceptable to MoH, WHO should
support and complement that role, rather than compete.

Fourth, the Study Team believes that if the above exercise is undertaken and well
documented, the WHO Country Office will be in a better position to decide how to
respond to country needs. Given the increased number of actors within the health sector,
an analysis of shaping WHO’s essential presence would explore questions such as: what
functions can WHO offer that other health sector actors (national and external) cannot
provide, or provide as effectively? Are there sensitive issues which can be better
supported (or promoted) by WHO because of its perceived neutrality and legitimacy? Is
there a ‘health watch’ role for WHO to play, in relation to equity, to human rights, to
violence? In countries where external actors play a prominent role in country specific
functions, how can WHO encourage national capacity building? And how can WHO best
influence other external actors to maximise appropriate support for the country’s health
services?

The Study Team believes there should be a more systematic assessment to match WHO’s
specific functions with country needs and capacities using such questions, or others, in
conjunction with a country profile of health actors as described above. This implies that
there should be greater openness to diversity in the health system, and that WHO requires
improved analytic capacity at all levels of the Organisation in order to support the
assessment process. A systematic review should take place every four to six years, as an
integral part of the country programming process and provide the basis and direction for
the Country Office, and the profile for the collaborative programme between the country
and WHO. The countries too, will need to build up analytical skills. The assessment
process could be prepared and developed in many different ways: through regular
mapping of national capacity as well as of key actors and their relative roles in health
development; through active involvement in coordination mechanisms, such as sector
wide approaches to programmes or through other forms of collaboration and dialogue. It
would include an analysis of data, reports and evaluations from national and external
agencies. It should be a joint review process between the national government and WHO,
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with the process coordinated by the Regional Office and would lead up to the contract for
the following years (see section 8.4). Including external, independent evaluators in such a
process should be given serious consideration.

One of the consequences of such an assessment exercise would be that the particular mix
of country specific functions offered to a given country would adapt according to
changing circumstances, including improvement or deterioration in national health
capacity. Clearly such a process should not preclude exceptional circumstances (e.g.
health emergencies) where it may be necessary for WHO to carry out a particular
function on a temporary basis (e.g. as it did in Haiti).

Tables 8.2 and 8.3 suggest how the conceptual framework, described in Chapter 1, which
introduced the notion of common global and country specific functions, could be
developed as part of the assessment exercise. Table 8.2 shows how WHO’s common
global functions might be implemented at the country level, and Table 8.3 illustrates the
analytical approach for optimising country specific functions.

Table 8.2 Making the best use of WHO’s common global functions at country level

COMMON GLOBAL FUNCTIONS
NATIONAL ACTION WHO SUPPORT
Consensus building and advocacy
o effective participation in WHO governing e Guide and support national authorities in
bodies preparing for WHA and RC meetings
e consulting all stakeholders to achieve ¢ Stimulate and promote interactions
consensus on national health issues between MoH, other ministries, the
e monitoring and vigilance private sector, other external actors,
including NGOs
Cross-learning and transfer of
knowledge ¢ Promote the wide dissemination of
e Dissemination of WHO publications to WHO documents within the public and
relevant institutions - service, research, private sectors ‘
academic e Advocate the use of WHO standards in
e Utilise WHO manuals, guidelines, standards the design of heal?h programmes
in design of intervention programmes e Promote and facilitate the use of WHO
e Incorporate WHO guidelines, standards and manuals, guidelines and other
recommended procedures in training publications in training programmes
programmes for health personnel ® Support to inter-country programmes
Production and sharing of international
public goods e Advocate WHO and other international
e Observe international conventions for conventions relevant to disease control,
disease control, undertake surveillance both communicable and non
e Use WHO technical standards e.g. vaccines, communicable
nomenclature of drugs etc. e Advocate use of WHO standards
e Participate in global health research in ¢ Encourage national institutions to
neglected areas of high priority engage in global health research on the
e Getting research findings into policy and basis of national capacity
practice
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Table 8.3 Making the best use of WHO’s country specific functions

COUNTRY SPECIFIC FUNCTIONS
NATIONAL ACTION WHO COUNTRY OFFICE SUPPORT
¢ Define and update national health policy | e Stimulate and support the development of
and overall health sector planning national health policy and planning
framework framework and its periodic review
o Assess and monitor national capacity and | ¢ Promote and support critical inventory of
identify gaps in human institutional and national resources and policies in both in
financial resources the public and private sectors
o Ildentify priority areas needing external o Support analysis of needs for external
support and coordinate such support input. Assist in mobilisation of resources
where necessary and enable concerted action.
¢ Identify specific desired inputs where ¢ Work with national authorities to identify
WHO has specific advantage where WHO’s input can be most valuable
in the context of other sources of external
support
o Develop strategies for capacity building, | ® Support national strategies for improving
“capacity strengthening, or performance capacity aiming at self-reliance
enhancement

8.4 Contracting for WHO essential physical presence

The need described above, of a dynamic process of matching WHO support with country
needs and capacity, thus leading to more diverse and time-limited types of support,
should be accompanied by clear agreement between WHO and member states on the
rights and responsibilities that accompany this relationship. Even though governments
are members of WHO, this does not confer automatic entitlement to a WHO physical
presence in country, or to a given level of support to country specific activities.

The physical presence of a WHOCO should be a negotiated contract, in which both
parties, WHO and the MoH agree to the objectives of the WHO presence, the expected
contributions and mutual responsibilities of each partner; and the expected outcomes
over a particular time period, which can be used to measure the performance of the
collaborative effort. This contract would be much more explicit and outcome oriented
than the country collaboration plan and budget agreement, signed by MoH and WHORO.
The contract for a WHO physical presence could be part of a broader agreement between
the country and other agencies, especially other UN agencies. This would have the
advantage of enhancing coordinated policy and action among different agencies.

The exercise of assessing country needs, other actors in the health system and WHO’s
essential presence, as described above, would contribute to the monitoring of the
contract. The agreement reached in the contract would be time-limited, say four to six
years in the first instance, and would be renewable for a similar period after an
appropriate review. The contract does not suggest conditionality as with World Bank
loans. Never-the-less, the continuation of a WHOCO would cease to be taken for granted
as a routine entitlement, but would be contingent on need and an agreement in which
both partners have duties and expectations. If the country does not fulfil its contractual
obligation, then details and reasons would be included in the review process prior to
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development of the ensuing contract. If WHO does not fulfil its contractual obligation,
then the member state should be able to raise this issue through appropriately established
procedures for this purpose. Overall, WHO’s role should be supportive to countries, but
there needs to be a clear understanding of legitimate expectations of both parties.

8.5 Mixing the skills for essential presence

One implication of establishing different models of essential presence is that different
skills will be needed in different Country Offices. Thus, the category 1 model will need
a mix of generalist skills, with high capacity to manage and mobilise support (from a
variety of sources) for all five functions, including some very specific technical expertise
for particular problems. Staff will also need to be able to collaborate and coordinate
activities with other actors in the health sector. Category 1 offices will be more complex
and have more resources than other models, and therefore will need strong administrative
and managerial staff of high calibre to underpin and guarantee procedures and processes.
There is an argument that such offices should have greater autonomy over decision-
making (e.g. on staff recruitment, consultancies, fellowships and expenditure) than
Country Offices do at present.

It is clear to the Study Team that WHO Country Representatives need to have public
health training and communication skills, but not necessarily medical qualifications. It is
not obvious to the Team that they should have worked at the Regional Office before
becoming WR (as is current practice in at least one region) although training, de-briefing,
and refresher courses should be mandatory. They should be recruited for their leadership
and management qualities, and the selection process should be robust and competitive,
based on merit.

The proposed periodic assessment of the country’s needs and WHO’s response to those
needs, implies a review of personnel in the WHOCO, ensuring that the profile of WHO
staff meet the needs of member states in relation to the Contract mentioned above. Since
the requirements of member states will evolve over time, WHO cannot easily adapt to
such changes by relying on too many staff with long term contracts. WHO’s human
resources strategy should be adapted to allow the Organisation to respond flexibly to the
needs of its member states. Part of the assessment of country needs and WHO’s response
should include considering the employment of national experts in WHOCOs. This is a
contentious issue, and needs to be decided on a case by case basis rather than by applying
a general rule. On the one hand, national experts know and understand local conditions,
and may be less costly to employ. On the other hand, WHO should provide expertise not
available in the country, and not employ nationals who might otherwise be working in
national institutions were it not for poor conditions of service and low salaries.

The main issue is that the composition of each category of office needs to be closely

matched to the need of the country, rather than be prescribed by any arbitrary or generic
standard.

8.6 How should WHO finance its essential presence at country level?

One of the ways of matching the type of WHO support at country level with national
needs and capacities is through WHO financing. At present resources provided by WHO
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are not based on country needs. In this Study, the second largest WHO regular budget
allocation is to the most affluent country in the group (see Figure 4.4, page 51). There
seems no rationale for allocating $6million (1994/95) to Thailand, and only $2m to
Mozambique (see Annex 4, p.A22). The allocation of WHO’s regular budget is made by
initial allocation, on an unknown basis to regions. The regional allocations are then
subdivided to the regional programme and the individual country programmes on an
historical basis, with anomalous results. Small adjustments have been made over the
years, but the mechanism does not achieve WHQO’s own objective of directing funds to
countries in greatest need. The Study Team believes that a number of issues around
budgets and expenditure should be reviewed at all levels of the Organisation.

¢ Resources should vary in line with the scale of essential presence, with more RBFs
going to countries in greatest need with category 1 offices, and progressively fewer
funds to other categories. RBFs are appreciated by countries for their continuity and
relative predictability. However, RBF allocations should also be rational, based on
specified criteria, and realistic, allowing WHOCOs to adequately undertake the
functions for the agreed level of essential presence. Support to countries would thus
no longer be dependent on inconsistent allocations to regions, but be built up from the
assessed essential presence, depending on country needs.

e Currently countries receive funds from all three levels of the Organisation, with
substantial amounts channelled around, but not through, the WHOCO. Funds arriving
from HQ and RO are outside the country level planning process and the involvement
of the Ministry of Health. Some funds from HQ (and to a lesser extent, ROs) are for
common global activities rather than country specific activities. The Study Team
believes that, where possible, it would assist the Organisation in analysis of its
functions and funding if:

i) HQ and RO funding for country specific activities were channelled through the
WHOCO, and preferably coordinated with the Country Collaborative planning
process, involving the MoH; and

i1) funding for common global activities were accounted for, distinct from funding for
country specific activities. As noted in Chapter 2, this differentiation between
functions is not a headquarters / country division. Therefore, some effort is
required to distinguish between common global and country specific activities that
are funded from HQ and ROs.

e The use of extrabudgetary funds requires review. WHO should fill its acknowledged
gap, and develop a policy framework for managing EBFs to improve integration with
RBFs. WHO should also develop, with major donors of EBFs, a policy framework
and guidelines on handling EBFs in the context of common global and country
specific functions to reach greater clarity on what funds should be used for. As
recommended in phase 1 of this study, the WHO EB should more actively exert
governance over the use of EBFs received. In order to do this adequately, the EB
needs to enunciate WHO’s priorities clearly and to receive reliable information on the
amount and timing of arrival of EBFs to facilitate planning for their use at global or
country level.
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~* EBFs could be used to pay for intensive phases of global policy development or
research and to correct inequities in those countries where few other donor funds are
available. EBFs for country specific activities and earmarked for specific countries,
should preferably be related to sector wide approaches which aim to support and
develop comprehensive plans for the health sector. Such funds should be negotiated to
fit the aim and scope of the contracts for WHO essential presence, following criteria
agreed on by WHO governing bodies. Within such a framework (which is distinctly
different from seeing WHO as an executing agency for other agencies), increased use
of country specific partnerships between WHO and bilateral agencies, multilateral
agencies or NGOs, may enable WHO to provide support to policy areas which are
particularly sensitive and should be encouraged. Such action would need to be country
focused, and would depend on how much discretion donors have at the country level.
It would have implications for WHO procedures which lay down that all EBFs raised
at country level be approved at headquarters.

* WHO country offices should be encouraged to strengthen its support to the MoH in
mobilising additional external and internal resources in support of country health
development within the framework of agreed national policies. It can be argued that
WHOCOs that demonstrate they have proper accounting and auditing procedures
should be allowed significant autonomy in mobilising and utilising such resources.
However, this also has implications for the type of training of WRs and Liaison

Officers receive in order to develop skills in these areas, and for the independence of
the CO.

8.7 WHO essential presence and other health sector actors

As described in Chapters 2 and 6, one of the key features of the changing context of
international health policy has been the increased number and diversity of actors. In this
complex and crowded policy environment, WHO can still play a key role in most of the
countries, but is facing an increasingly pluralistic situation with opportunities for greater
support through new alliances and partners, but also threats through increased
competition and institutional isolation. The Study Team noted three alternative strategies
which WHO could pursue in more pluralistic health sectors, each of which will have
organisational and programmatic implications:

e WHO could resist the increased involvement of other health sector actors and seek to
reassert and re-build its leadership, especially given its clearly admired technical and
scientific reputation. This implies that WHO would need more technical and financial
support on a broad range of traditional and new programme areas.

e WHO could identify niches left unfilled by other health sector actors, and focus
activities correspondingly. This implies a high analytical capacity in the country,
clear awareness of other actors’ plan, great flexibility to change direction and focus as
other actors withdraw from old, or enter new, programme areas.
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e WHO could exploit opportunities to build strategic alliances with other health sector
actors. This implies that WHO would have to transform its exclusive relationship with
the Ministry of Health to a special relationship which assists the MoH to make closer
links with other health sector actors, including, possibly, the private sector.

The case studies did not identify any clear discussions of such issues at the country level.
In the Americas, PAHO/AMRO is still the unrivalled health agency, but is increasingly
challenged by other actors, especially the financial institutions. It is difficult to envisage
WHO as the sole leader in international health work, or identifying an exclusive niche for
itself, and for that reason, the last alternative seems most likely - and one which
WHOCOs are already taking. In other words, in all the case studies, WHO was relying
on, and cooperating with a number of other actors in the health sector, whether UN,
bilateral or non-governmental. This may become a feature of WHOCOs in the future,
undertaken as an explicit and positive move, to forge new alliances.

However, the Study Team felt that the context of each country is unique, and in each, the
WHOCO would have to use its own analytical skills, and in dialogue with the Ministry
of Health, decide what its role should be vis-a-vis coordination. There are so many
different ways of coordinating in countries, and they are so liable to change that
WHOCOs need be to flexible but pro-active in deciding their role in coordination. Their
ability to build on opportunities will be dependent on their ability to make strategic
alliances and partnerships with a wider group of actors than has sometimes been the case.
Improved coordination of UN agencies would be very helpful.

8.8 How should WHO Headquarters and WHO Regional Offices support essential
presence?

There has been much discussion of the organisational structure of WHO and needed
reforms to improve effectiveness and efficiency. Several recent reports recommend
abolishing the Regional Offices, in favour of time-limited regional bodies,’ Regional
Offices limited to an advisory not policy making role, or regional desks at WHO
headquarters.4 :

Using essential presence as the mechanism by which WHO relates to member states at
country level requires changes in the role and function of Regional Offices. Country
Offices will need to be supported in the processes of collecting and analysing
~ information to assess the level of essential presence, and to establish, monitor and review
the contract for essential presence. As discussed earlier, all levels of the Organisation
require improved analytical capacity to make comprehensive assessments and to follow
through with appropriate staff, financing and functions. The role for the Regional Office
in determining the level of funding for each country will be focused more on assessing
the level of essential presence, rather than deciding levels of funding directly. However,
support for managing the use of that funding, and in additional resource mobilisation, are
critical roles for Regional Offices.

Supporting inter-country action is one of WHO's comparative advantages. Its

effectiveness in coordinating inter-country activities is well illustrated by the successful
control of onchocerciasis in West Africa and the elimination of poliomyelitis from the
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Western hemisphere. The Study Team feels that Regional Offices should support
WHOCOs to build on past experience, looking for opportunities to promote inter-country
collaboration and exchanges. This should cover learning from each other, sharing
experiences, expertise and tested good practice, as well as collaboration in tackling
common problems. It should include research on regional health problems (whether they
are disease oriented such as Chagas or dengue fever, or health system research on social
insurance schemes) and getting research findings into policy and practice (GRIPP).

Inter-country collaboration is a potential function for all categories of essential presence.
A WHOCO could collaborate with a relevant cluster of neighbouring countries on a
number of different components: identifying issues of common concern for which cross-
border effort would be more efficient than individual national action; offering training or
laboratory or research facilities where they are lacking or could be more effectively done
in neighbouring countries; exchanging experience and expertise on particular issues;
testing new disease control methods. Since the findings of the Study demonstrate that
WHO is valued for its perceived neutrality and technical expertise, it can provide a
platform for mutual health collaboration between neighbouring states, helping to
overcome political and other obstacles to rational coordination of inter-country effort and
enable wider sharing. The Study Team suggests that facilitating such inter-country
coliaboration should be a regional responsibility (or sub-regional responsibility with one
WHOCO serving as a focal point).

Table 8.4 Collaboration through inter-country programmes

NATIONAL ACTION WHO SUPPORT
o Collaborate with WHO and relevant » Facilitate inter-country programmes by
cluster of neighbouring countries in assisting national authorities in making
identifying issues of common interest appropriate contributions to the
for which collaborative international common effort and obtaining expected
effort would be more efficient than benefits

individual national action

¢ Progressively take over responsibility | ¢ Work with national authorities to

for aspects of inter-country develop capacity to accept
programmes responsibility from international
agents.

WHORO:s should explore the possibility of purposefully building inter-country activities
into the role of some of its Country Offices, especially for strategically placed offices.
Thailand is a potential example. The country is strategically placed in the Indo-China
peninsula; the neighbouring states share common health problems which spill over their
extensive borders. The Study Team found that a variety of WHO services are currently
being provided through the WHOCO in Thailand including training, technical services
and co-ordinated plans for disease control. Formal recognition of the role of this office's
inter-country activities could lead to a more purposeful design of its structure to match its
revised functions. Table 8.4 gives examples of what national action WHOCO actions
can be taken to support country specific activities on inter-country collaboration.
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8.9 Summary: WHO’s essential presence

1.

WHO’s specificity at country level is rooted in its nature as a specialised UN
membership organisation, which confers a perception of neutrality and authority. It
1s further legitimised by its acknowledged scientific and technical expertise, and its
development and implementation guidelines for disease prevention and control, and
health promotion. This specificity should be protected, but needs clearer projection
and differentiation from bilateral aid and development bank assistance.

WHO needs to develop a clearer mission statement for what it seeks to achieve at
country level. The Study Team believes this should begin with the overall goal of
strengthening national capacity for health development, and that the functions of
the Country Office should be directed strategically and consciously towards
achieving this goal.

WHO's “essential presence” is proposed as the mechanism by which the
Organisation relates to each member state at the country level. “Essential” is used
in the sense of being necessary and sufficient for fulfilling an agreed role. For it to
be effective, essential presence cannot have identical features in all countries. The
nature of essential presence, would range from a physical presence in the form of a
WHOCO or a liaison office, to no physical presence, and would vary from country
to country and over time in the same country.

Having a physical presence in country is not predicated on entitlement, through
being a contributing member of WHO. Rather, having a WHO physical presence
should be based on need and a contract between the country and WHO, with agreed
rights and responsibilities for both partners. Such a contract would be at a strategic
level and for a longer period than the present two year Country Collaborative Plan.
The contract for a WHO physical presence could be part of a broader agreement
between the country and other agencies, especially other UN agencies. This would
have the advantage of enhancing coordinated policy and action among different
agencies.

The aim of essential presence is for Country Offices to more clearly reflect country
needs and capacity. The Study Team has suggested criteria for judging needs and
capacity, and has presented one option for differentiating between five levels of
essential presence, from no physical office to a full Country Office. Staff and
funding would reflect the size and functions of each office in a more equitable way
across countries than at present. Additional functions could be undertaken with
resources mobilised from other sources.

WHO should agree on a set of criteria for assessing country needs and capacities in
a regular and systematic way. Criteria should be precise and related to WHO
country specific functions and should replace historical precedents for allocation of
WHO resources. Essential presence should be reassessed regularly to ensure that
country specific activities and the size of the Country Office are adjusted in
response to changes in national capacity and the health policy environment over
time. Criteria and strategies are needed for reducing and phasing out Country
Offices. A measure of WHO’s success, therefore, would be increasing country
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10.

11.

12.

13.

capacity and the movement of countries from a greater to a lesser intensity of
physical presence.

In order to establish and effectively use criteria to determine essential presence,
changes are needed at all levels of the Organisation: the culture needs to be learning
oriented, to encourage more analysis and critical appraisal; and to be less
hierarchical and procedural, while retaining good practice and governance. WHO
will need to develop its analytical capacity at all levels of the Organisation to
evaluate and plan its country approach. There are many ways in which this could
be done, from setting up special policy units within the Organisation to using
systematic means of mapping actors and their inputs to the health sector, reviewing
criteria for needs and capacity, and so on.

Having different models for Country Offices has implications for the skill mix in
each Country Office, with a full essential presence demanding greater managerial
and specialist competencies, and a minimal presence needing more generalist, inter-
personal and communication skills. Meeting the recruitment and management
requirements to ensure appropriate, well qualified, staff in all Country Offices is a
challenge for WHO.

Funding for countries should be based on the level of essential presence
(determined from country need and capacity) and the finances required to support
the concomitant country specific functions. In this way there would be a more
rational and equitable distribution of funds to countries across regions, rather than
the present anomalies that exist between relatively rich and relatively poor regions.
Extrabudgetary funds should be planned within existing SIPs or SWAPs, and
where these do not exist, should be negotiated as part of country contracts.

WHO should review the use of extrabudgetary funds and develop a policy
framework for managing EBFs to improve integration with RBFs. WHO, with
major donors of EBFs, could develop guidelines on handling EBFs in the context
of common global and country specific functions. The WHO EB should more
actively exert governance over the use of EBFs received.

WHO Country Offices should be encouraged to mobilise resources from other
sources on the country’s behalf, and to support the country to do so. This has
implications for WHO procedures in financial management and auditing. It also has

implications for the autonomy of the CO, as well as for the briefing and training
that WRs receive.

WHO should maintain its special relationship with the MoH, and building closer
alliances and partnerships with other ministries. It is also imperative that WHO
exploit opportunities to build strategic alliances with other actors in the health
sector in order to maximise the effect of its financial and technical input for the
country. Its role within the country will depend on the context, and how many
other actors there are in the health sector.

Regional Offices should support WHOCO:s in collecting and analysing information
to assess the level of essential presence and to establish, monitor and review the
contract for essential presence. HQ and ROs should also support essential presence
through promoting inter-country activities. Inter-country collaborative exchanges

181



should be common to all WHO Country Offices, and inter-country programmes
common to many. They should be coordinated and led by Regional Offices or
selected WHOCOs serving as sub-regional focal points. Country Offices should
have human and financial resources to allow MoH full participation and gain from

such exchange and collaboration.

Endnotes: Chapter 8.
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CHAPTER 9. RECOMMENDATIONS

Introduction

In the Terms of Reference, the Study Team was requested to make recommendations to
WHO, Member States, donors and other interested organisations. It is clear that the
effectiveness and efficiency of WHO's programmes do not rest solely on the
Organisation but are influenced by the actions of others, notably the host country and
other external agencies. The Team has therefore, included recommendations on how
countries can make more effective use of WHO's services and potential, as well as
suggestions to other international agencies that are active in the health sector.

1 Essential Presence

WHO’s support for countries is an expression of the relationship with its Member States.
As a voluntary association of sovereign nations, every member state has the opportunity
of participating in defining the goals, priorities and strategies of the Organisation,
contributing to its activities and deriving benefits from its membership. Member states
interact with WHO through common global and country specific functions.

The Study Team recommends that WHO should

1.1 Establish “essential presence” as the mechanism through which WHO interacts
with Member States at country level. Essential presence would range from
having a physical presence in the form of a fully fledged Country Office
(category 1) to a situation in which national institutions perform common global
and country specific functions (category 5).

1.2 Install physical presence (categories 1 to 4) on a time-limited, renewable,
negotiated contract, replacing the current open ended relationship. The contract
should represent an agreement between the member state and WHO, setting out
clearly the objectives of the office, the mutual commitments and responsibilities,
and the expected outcomes that can be used to measure the performance of the
collaborative effort. ‘

1.3 Base criteria for determining essential presence on social, economic and health
indicators, including national health system capacity, and on the role of other
actors in the health system. Criteria should specify at what stage essential
presence moves from one category to another, including indications for phasing
out a physical presence.

1.4 Institute a regular consultative assessment or review process, to determine the
appropriate level of essential presence, and including HQ, RO, CO, national
authorities and also external assessors to guarantee independent and objective
assessment. It should be structured and adapted to the local situation, and take
place every 5 to 7 years.

1.5 Improve analytical capacity at all levels from the Country Offices to
Headquarters, in order to undertake this consultative review process. WHO
should strengthen the capacity of ROs and COs to collate, synthesise, explore and
discuss information that can guide the assessment and policy processes. Such
analyses should include the activities of other actors in the health sector.
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The Study Team recommends that Member States should

1.6 Support the concept of essential presence and participate in regular reviews to
determine the level of WHO essential presence in their countries, collaborating
with WHO to adjust the level of physical presence where indicated, in order for
WHO to more equitably direct resources to countries in greatest need.

1.7  Review the mechanisms in developed countries for performing common global
functions so they can make even more effective contributions to shared public
goods, as well as derive maximum benefits from their association with WHO.

2 Financing essential presence

Currently the allocation of WHO’s regular budget is made, in the first instance, as a top
down allocation to regions, from which planning figures are assigned to individual
countries. This approach has resulted in anomalous allocations where some of the largest
RBFs are allocated to the most affluent developing countries.

The Study Team recommends that WHO should

2.1  Allocate funds according to the assessed level of essential presence in each
individual country. This means that once the level of essential presence is
decided, sufficient funding should be provided for the WHOCO to perform the
associated functions. The budgets to regions would therefore be a bottom-up
aggregation of individual country allocations, plus RBFs allocated specifically for
regional functions, rather than the present regional system. Allocation according
to essential presence would overcome the anomalies in funding that currently
exist between regions, and also direct more funds to countries in greatest need.

2.2 Exert stronger governance over the use of EBFs and develop a policy framework
and guidelines for the use of RBFs and EBFs in relation to WHO and country
priorities. There should be a rationalisation of the use of RBFs and EBFs on a
global basis. RBFs should be used to maintain essential presence up to level 4,
and to assist additional country specific activities relevant to WHO’s technical
functions where there are critical gaps in national capacity not filled by other
donors. EBFs could be used to pay for intensive phases of global policy
development and research; and to further support WHO essential presence for
countries in greatest need where few other donor funds can be mobilised.

2.3 Reconsider and be more proactive about resource mobilisation, facilitation and
networking at the country level, and give greater autonomy to COs in raising
financial resources locally for particular country-level programmes.

The Study Team recommends that multilateral and bilateral agencies should

2.4  Work with WHO to develop a policy framework and guidelines on managing
EBFs in the context of common global and country specific functions to ensure
that resources are allocated to clearly defined priority activities or needs.

2.5  Assist WHO planning and programming by providing the Organisation with
reliable information on the amount and timing of arrival of EBFs.

2.6  Direct the use of earmarked EBFs to activities in line with the contract for WHO
essential presence in the country.
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3 Headquarters and Regional support to essential presence

The findings from the case studies confirm that it is a challenge to find the unifying
principle in this complex Organisation made up of very diverse Member States, but that
the answer cannot be uniformity in approach if relevance and optimal collaboration
between countries is an aim. WHO needs to vary its approach in order to achieve
relevance and optimal collaboration in each country.

The Study Team recommends that WHO should

3.1 Accept the need for decentralisation and diversity in its ongoing reform and
streamlining of management procedures, in order to make the Organisation better
equipped to respond to the unique situation of each country.

3.2 Review the regional structure of the Organisation in light of the concept of
essential presence, and consider various options for the future. Such a review
would include exploring the size and role of Regional Offices, and whether
groupings other than geographical might be more beneficial to the countries
concerned.

3.3  Ensure that ROs provide proactive and effective support to COs in relation to

improving planning, financial, evaluation and administrative procedures in
support of essential presence.

3.4  Establish for each programme a rationale for what expertise should be located in
HQ, in Regions (or sub-regions) in order to serve global policy development and
to support countries. For some programmes this may result in concentration of
expertise in HQ, for others a shift to one or several regions. All programmes
should be more strategic and time-bound in their use of expertise, and integrate
efforts especially at country level.

3.5  Review the different regional experiences with delegation of authority to WRs,
and develop mechanisms for increased delegation that takes into account the level
of essential presence in each country.

3.6  Promote and facilitate a variety of approaches to inter-country collaboration,
including across current regional boundaries.

4 Processes and procedures

Processes and procedures for evaluation and management of financial and human
resources are recognised by WHO to be fragmented and inefficient at all levels of the
Organisation, but action by WHO to correct the problems have been inadequate.

The Study Team recommends that WHO should

4.1 Widen its search and improve recruitment procedures for technical staff and
consultants, including a review of consultancy fees, to ensure that the most
appropriately qualified and experienced personnel are working at country level.

4.2  Strengthen the supervision, management, performance appraisal and in-service
education of WHOCO staff, including WRs.
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4.4

4.5

Simplify the planning and financial disbursement procedures to reduce the
administrative burden on Ministries of Health, but still retain accountability and
transparency.

Revise its financing systems at country and regional levels, to make processes
more oriented towards financial management than accountancy, more transparent
and accountable, and more useful for monitoring and cross-referencing.

Make monitoring and activity reports, submitted from Country to Regional
Offices, problem and solution oriented. Regional Offices must make time to
follow-up and give feedback on country reports, independent consultant
evaluations and so on. For evaluation at country level, WHO should adopt some
of the methods used by the special programmes, including the involvement of
external, independent assessors. This should include evaluation of the fellowship
programme.

The Study Team recommends that Member States should

4.6

5

Work to reduce delays in approval of staff and consultants proposed by WHO to
work in their country, and to collaborate more effectively with WHO regarding
staff recruitment, planning, disbursement and evaluation procedures.

Participation in the policy process

It is essential that Member States participate actively in WHO’s policy process and take
steps to reduce existing gaps between policy statements and implementation, which
undermine the credibility of both Member States and the Organisation.

The Study Team recommends that WHO should

5.1

5.2

Give more attention to working with the MoH to review background papers and
resolutions both before and after the WHA and RCMs, so Member States
participate more actively in the policy-making bodies of the Organisation. This
should be achieved through making documents more problem oriented, and by
the WHOCO providing timely briefings for senior management, especially where
there is rapid turnover of the MoH staff.

Work closely with the MoH and others to promote and incorporate into national
health programmes agreed common global goals and standards. Encourage the
MoH to set up mechanisms for monitoring national performance on sensitive
issues such as equity. One option would be for the MoH to involve national
NGOs or development institutes to monitor national performance on such issues.

The Study Team recommends that Member States should

53

5.4

Review and reduce the inconsistencies between resolutions and actions they have
supported globally through WHO, and their actual practice as partners in health
development, both nationally and internationally.

Strive to achieve greater stability and institutional memory within the top
management of the Ministries of Health, in order to enhance their representation
and contributions to the WHO governing bodies.
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6 Partnerships

Traditionally WHO’s closest relationship at the country level has been with the Ministry
of Health. However, in the new plural environment of most health systems, where there
may be many different external and internal actors, WHO needs to engage more actively
in country-specific strategic alliances and partnerships in order to best promote its

specific advantages, and to assist the member state to gain most from the different inputs
to the health system.

The Study Team recommends that WHO should

6.1  Widen its traditional partnership with the MoH to make alliances with other
relevant national and international agencies, taking on different roles depending
on the constellation of different actors and the MoH capacity and interest.

6.2  Assist the MoH to manage its relationships with the different donors to the health
system by building capacity in the health sector to manage the coordination of
external assistance. One way to do this would be to assist the MoH to negotiate
country-specific ‘codes of conduct’ between key partners that spell out mutual
commitments related to policy dialogue, information sharing and reporting on
resources and activities.

6.3  Be more selective in accepting the role of executing agency, limiting projects to
those in line with agreed global policies and best practice, where WHO’s specific
expertise is needed, where WHO participates fully in policy dialogue and project
planning, and where there is no obvious alternative. Minimum criteria for WHO
to function as an executing agency should be a specified time frame, strategic
capacity building and planned transfer of responsibility to national institutions.

The Study Team recommends that multilateral and bilateral agencies should

6.4  Use their contacts at the highest levels to reconcile their health policies so as to
facilitate collaboration among their staff at the country level.

6.5  Consider developing strategic alliances with WHO at country level, support the
role of WHOCOs and use WHO technical information and policy advice in their
work at country level. ‘

7 Information and Dissemination

WHO’s technical and scientific guidelines and standards are widely appreciated.
Technical documents are regarded as being scientifically sound and authoritative. The
Organisation has a well established reputation for supporting disease control and health
promotion activities such as immunisation. However, it could do more in a number of
areas, including a better presentation of its own profile of activities in country, about
which many actors, and even WHOCO staff, are surprisingly little aware.

The Study Team recommends that WHO should

7.1  Pay more attention to promoting its own in-country profile to show its range of

activities, and to presenting a more open and accessible face to others in the
health sector.
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The Study Team recommends that Member States and WHO should

7.2 Do more to promote the dissemination of technical and scientific material, both in
countries and between countries to ensure that practitioners, scientists and
academics have access to relevant WHO publications and products.

8 Health Sector Reform

WHO has not been able to respond to many countries’ needs for advice within the
context of ongoing health reforms. The Organisation is not perceived as a credible
expert adviser to national government, with requisite technical strengths and capacity in
health sector reform. Nor does it have sufficient confidence or support from other
partners to develop a global body of evidence based on country experiences in health
sector reform.

The Study Team recommends that WHO should

8.1  Strengthen capabilities at all levels of the Organisation in order to respond to the
challenges of health sector reform, to advise on how agreed global policies on
reducing inequities and improving the quality of health can be applied in specific
reform contexts, and to provide support to countries as they pursue reform efforts.

8.2  Make a greater effort to work with others to synthesise and exchange information
on health reforms in different countries, in order to develop a body of global
knowledge, accessible to countries.

The Study Team recommends that Member States and other partners in the health
sector should

8.3  Affirmn WHO?’s specific role in advocacy and promoting globally agreed policies,
and, in the context of health reform, commit themselves to policy dialogue and
information sharing at all levels.

9 Human Resources

WHO has played a major role in building human resource capacity in a large number of
countries. In the current context of reform and adjustment, human resource management
is an emerging challenge in many countries, with high attrition rates, poor motivation
and distribution of human resources, and a need to deal with contracting and regulatory
mechanisms within a mixed public and private delivery system. This is an area to which
WHO, as privileged partner of the MoH, ought to pay special attention.

The Study Team recommends that WHO should

9.1  Make use of its role as enabler and adviser to assist the MoH in assessing
manpower management needs, to build up an adequate and appropriate base of
knowledge and technical expertise in order to facilitate health systems
development and support.

9.2  Assist the MoH in advocating for better working conditions for health service
staff, including a living wage and appropriate career development.
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Research

Research is facilitated, funded and supported through many different levels of the
Organisation, both in and between countries, and in collaboration with other institutions
and partners. With WHO’s support and coordination of international research, several
new and improved technologies are being used, particularly in disease control.

The Study Team recommends that WHO should

10.1

10.3

Make special efforts to keep informed about ongoing, in-country health policy
and systems research and assist national institutions to make proper use of
research capacity and research findings.

Ensure that, in those countries where one of the defining functions of ‘essential
presence’ includes research support, the WHOCO staff have sufficient skills to
coordinate and call on national or external expertise to assist in research
activities, and to make available research findings that have relevance to
particular issues or problems identified in country.

Ensure WHOCOs promote the involvement of national institutions and scientists
in global research by:

e disseminating information about WHOQ's research programmes (HRP,TDR,
CDR, etc.);

o identifying and drawing the attention of headquarters and regional programme
managers to scientists and institutions that can participate in regional and
global research programmes;

¢ identifying promising institutions that would benefit from capacity
strengthening programmes managed by the RO or at Headquarters;

e following up research projects funded from RO or Headquarters."

Conclusions

Implementation of the recommendations from this study would have notable impact on
all levels of the Organisation but most specifically on its operations at the country level.
The proposals presented would radically alter the way in which WHOCOs are designed

and managed. Table 9.1 highlights some of the key recommendations as they affect
WHO's work at the country level.
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Table 9.1 WHO at country level: Summary of Recommendations

RECOMMENDATIONS

o Determine the size, configuration and functions of the WHO country

office on the basis of detailed analysis of each country's needs, capacity,
. and the role of other actors in the health sector.
Physical presence KO Develop time-limited, renewable, negotiated contracts, and changing
| - levels of essential presence over time. !
1 * Develop strategies for adjusting the level of essential presence and, where !
‘ indicated, closing country offices.

ISSUE

i

l

3 - o
Essential Presence
: |

!

|
|
|
|
|

;Finanéi"ﬁé essential ¢  Allocate resources on the basis of essential presence.
‘presence j- Increase resources to countries in greatest need, and reduce to others.
* Rationalise use of RBFs and EBFs globally.
jo Develop policy framework and guidelines for use of EBFs.
o« WHOCOs to be more proactive in resource mobilisation and use.
,WHO staff and -»  Match staff skills to essential presence and country needs. Ensure

‘consultants, and capabilities in research and health sector reform available where needed.
‘essential presence  ®  Widen the search and improve recruitment procedures for staff and

‘ consultants; Avoid making political appointments.

Improve supervision and performance appraisal of staff, including WRs
‘s Review and update the levels of consultancy fees.

|
i

‘[Processes and ¢ Base WHO's input on the country's needs, capacity, and the role of other
‘programmes to actors i.e. on essential presence; integral focus on capacity building.
fsupport essential e Develop strategic alliances with other partners to maximise the benefit of
‘presence input to the health sector.

¢ Coordinate WHO's activities at all levels of the organisation, from
Headquarters and Regional Office to the country level.

Assist MoH to coordinate the inputs of all actors in the health sector.
Improve dissemination of WHO technical documents, and promote more
extensive use of WHOCO libraries.

* Be more selective in taking on a role as executing agency.

e Provide better and more timely briefings for WHA and RCMs.
WHO management '  Simplify the planning and financial disbursement procedures.
to support essential | Improve financial management to provide greater transparency.
presence ¢ Improve analytical capacity at all levels of the organisation.

®

Make monitoring and evaluation more problem and solution oriented, and
periodically involve external assessors.

Headquartersand e  Establish criteria for essential presence, ensure appropriate financing.

Regional Support to ROs support WHOCOs in analysis of data to assess essential presence.

essential presence Improve feedback and support from ROs to WHOCOs on implementation
monitoring and evaluation.

* Rationalise location of expert staff to support essential presence.

¢ Provide more problem oriented briefing documents in sufficient time prior
to the WHA and RCMs to facilitate briefings.

e Improve WHO capabilities in health sector reform and assist in building a

global body of knowledge.
¢ Develop criteria and strategies for acting most effectively as an executing
agency.
Inter-country e Strengthen inter-country collaboration.
Programmes e Facilitate inter-regional cooperation.
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Annex 2.

“COOPERATION FOR HEALTH DEVELOPMENT”

WHO’s SUPPORT TO PROGRAMMES AT COUNTRY LEVEL
(PHASE II)

Terms of Reference

I POINT OF DEPARTURE

The World health Organisation (WHO) has unique position as the specialised UN agency for
international health. It has played a distinguished role in raising global levels of health and in
assisting member states to establish approaches for health development. Recently, WHO has
embarked on a reform programme designed to increase its capacity to respond to the world’s
health needs in the context of global change. These reform efforts are not subject for analysis,
but their effects should be manifest in the present study.

The first part of the study “Cooperation for Health Development” is a global level assessment of
the role, effectiveness and value of WHO activities supported mainly through extrabudgetary
funds.

The second part will focus on the role played by WHO’s support to and involvement in
programmes at country level. The overall purpose of WHO supported programmes, their
achievements (contribution to building essential national capacity for managing sustainable,
equitable and effective health policies and systems) and the effectiveness and efficiency with
which resources are used, will be examined.

11 STUDY OBJECTIVES

The main objective of the study is to review WHQO’s achievements at country level concerning
its:-
e response to health needs and problems of the most seriously affected populations in
developing countries, and
e support to national health policies and other health promotion activities in these
countries.

The second study objective is to identify the potential for more effective support programmes.
The aim is to contribute towards the improvements of WHO’s overall performance to the benefit

of its target groups and to provide additional information about WHO’s activities to its members
and the general public.
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I

ISSUES AND QUESTIONS

In a selected number of countries the team shall carry out the following tasks:

1.
1.1

1.2

1.3

14

L5

1.6

1.7

22

2.3

PRIORITIES

Document the various components of WHO country level activities, and analyse the
interrelationships between programmes supported by WHO’s extrabudgetary and
regular funds. Discuss degree of complementarity, overlap, gaps and/or conflict
between WHO supported health efforts and other health programmes and activities
supported by other partners.

Analyse WHO’s role in technical cooperation, as described by the four core functions
global health policy formulation and advocacy,

health research and standards,

development of country health systems policies and strategies,

support for country implementation of health programmes and how it is reflected
and applied at country level. Assess likely effects of the ongoing reform
programme on the application of the mandate. Review potentials for increased
synergy between the functions.

- Assess the balance between the various types of activities, such as disease prevention

and control, health promotion, training and health policy/health systems development,

and discuss its appropriateness in relation to needs and priorities defined by the
countries concerned.

Study whether the WHO supported programmes and activities at the regional and
country levels reflect the major health needs in the region and country, taking into
account the scope for improving the health status through effective interventions by
countries and other partners.

Determine whether the WHO programme profile is changing over time, whether it
responds to new health challenges and whether the profile is improving. (Ref. WHO’s
ongoing reform programme).

Identify constraints and potentials in WHO’s normative and technical cooperation role
at national level.

Assess briefly to what extent WHO adequately focuses on the major health problems
and gives priority to the most seriously affected population groups in the developxng
countries of Africa, the Americas, Asia and the pacific..

WHO’S ROLE AT COUNTRY LEVEL

Establish whether the WHO country level efforts are consistent with existing national
health policies and priorities, and whether WHO is supporting the development of
appropriate national policies i.e. through various types of advocacy work (e.g. on breast
feeding and essential drugs). Assess the results of WHO’s support to policy formulation
and advocacy work.

Assess to what extent WHO has supported countries in developing health status and
health care norms which are appropriate to the health situation, as well as to the
economic, institutional and other resources or constraints, of the respective country.

Assess whether WHO has contributed adequately to the development of national
technical standards and protocols (on e.g. quarantine and vaccination schedules), and

‘whether such schedules have been implemented.
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24

25

32

33

34

42

5.2

53

54

A6

Describe how WHO’s global or regional scientific and technical work and expertise are
being utilised by WHO itself, the government or other organisations or aid agencies.

Study to what extent and in what areas the overall mandate and role of the organisation
gives WHO a comparative advantage at the country level relative to other agencies.

INTERACTION AND COORDINATION AT COUNTRY LEVEL

Describe WHO’s institutional linkages to Ministries of Health as well as relations o
other ministries. Assess the actual and potential advantages, opportunities and
constraints that these relations represent for WHO, relative to other donor organisations.

Describe the interaction between WHO and other significant agencies, organisations and
groups involved in health development, such as multilateral and bilateral donors and the
private sector, including NGOs.

Assess to what extent the complementarity between the government and the donor
organisations is in line with mandates, competence and capacities of WHO as well as
other major organisations.

Discuss whether there are adequate mechanisms for facilitating coordination between
government and the donor organisations and whether WHO country offices play an
appropriate role in facilitating coordination.

IMPLEMENTATION STRATEGIES

Considering the varieties of country situations and capacities, assess to what extent
WHO has developed or is developing adequate strategies appropriate to the level or area

of in-country action (e.g. support to policy development, institution strengthening,
project implementation).

To what extent does WHO provide sufficient and relevant professional and

administrative capacity, as well as logistical and technological support, to fulfil its role
and functions.

WHO’S SUPPORT AND MANAGEMENT SYSTEM

Assess the adequacy of institutional arrangements and technical and financial support
for in country programmes from regional offices, WHO headquarters, as well as donor
countries and other organisations involved in health work.

Discuss the effects of WHO’s budgeting systems, the recent changes of such systems, as
well as the terms and conditions of EBFs, for WHO’s in-country activities and
supported programmes.

Discuss the role of the WHO country offices, and the adequacy of their mandate for
effective and efficient planning and - implementation of support programmes and
activities as well as for their advisory role. Discuss the division of responsibilities
between the country and regional offices.

Assess the adequacy of guidelines and systems for planning, monitoring and evaluation
of WHO country level programme activities, including systems for task assessment and
indicators or benchmarks for achievements, by WHO and/or the country concerned.



6.

EFFECTIVENESS, EFFICIENCY, IMPACT AND SUSTAINABILITY

To the extent that satisfactory data can be gathered, the team shall:

6.1

6.2

6.3

v

Assess outcomes, results and impacts of WHO’s technical cooperation efforts to

supporting countries in

»  disease prevention and control health promotion

*  knowledge transfer and capacity building

e health policy and systems development

e development of health care norms, technologies, technical standards and protocols
appropriate to the national or local situation.

Assess to what extent WHO supported activities have reached their objectives or
expected results, and the relation between programme costs and benefits over time.

Assess the impact of programmes’ activities, their integration into national systems and
the extent to which they have contributed, or are likely to contribute, to capacity
building and an overall sustainable health sector development.

RECOMMENDATIONS

Prepare recommendations on the above issues to WHO, and for sharing with
participating recipient countries, donor countries and other organisations engaged in
health work.

SELECTION OF COUNTRIES; DELIMITATION OF STUDY

The study shall cover 6 - 12 countries under regional offices in Africa, the Americas, Asia and
the Pacific. The countries will be selected on the basis of the following criteria:

at least two countries in each continent/region

at least two countries that are receiving emergency health assistance
GDP/Capita

health status indicators

level of coverage by local health authorities

content and profile of WHO programme support.

The basic unit of analysis will be the totality of WHO’s activities (country programme).
However, a number of the issues/questions may be restricted to certain regular or co-sponsored
programmes. Both the selection of countries and delimitation of issues/questions is dealt with in
the Study Design.
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Annex 3.

STUDY DESIGN AND METHODS

1 Introduction

This chapter gives a brief description of the selection of case studies which was undertaken at an
earlier date,' and goes on to describe the design, work plan and methods used to undertake the
Study. Finally the constraints of undertaking the Study are discussed.

2 Selection of case studies

It was agreed to base the selection of studies on purposive rather than random sampling in order
to maximise the range of WHO activities that would be represented in the Study. In selecting
countries a number of inclusion criteria were used as defined by the sponsors, among which
were:

8-12 countries from Latin America, Africa and Asia/Pacific with WHO Country Offices
countries representative of major parts of WHO’s activities

at least 2 countries from each continent/region

at least 2 countries receiving emergency aid from WHO

These criteria were applied with the following exclusion criteria agreed:

countries with a population of less than 2.5 million or more than 150 million

countries currently in conflict or highly unstable

countries hosting a regional or subregional WHO office

countries with a GNP of more than US$ 8,356

countries where data on the health sector are limited

countries located within the European and East Mediterranean Regions (EURO &
EMRO).

This method led to the selection of twelve countries which were illustrative of WHO country
activities, with different scales of operation, and in varying political and economic contexts.

3 Study design

The Core Team was led by Dr Adetokunbo Lucas, (Harvard University), with Dr Sigrun
Mogedal (Diakonhjemmets Internasjonale Senter, deputy team leader) and Dr Gill Walt
(London School of Hygiene and Tropical Medicine) as co-directors. The other members of the
Core Team were Ms Sissel Hodne Steen, Mr Stein-Erik Kruse (DiS), Dr Kelley Lee and Ms
Laura Hawken (LSHTM). Ms Hawken also coordinated the Study from the secretariat
established in the London School of Hygiene and Tropical Medicine.

A group of Special Advisers, selected for their wide experience and seniority, assisted the Core
Team at various points of the Study: Dr Julio Frenk (Mexico), Professor Samuel Ofosu-Amaah
(Ghana), Dr Elizabeth Quamina (Trinidad), Professor Chitr Sitthi-Amorn (Thailand), and
Professor Patrick Vaughan (UK). They advised on the instruments developed for the Study,

reviewed the country case study reports, and commented on final drafts of the final synthesis
report.

Each country case study was undertaken by a team of three, led by an independent International
Consultant: Mr Bo Stenson (Sweden), Ms Sheila Faure (Canada), Mr Ted Freeman (Canada),
Ms Carolyn Marsh (Australia) and Ms Eleanor Sullivan (Australia). Two of the Special
Advisers also served as International Consultants: Professors Ofosu-Amaah and Vaughan. Each

A8



country team included a member of the Core Team, who visited case study countries and the
relevant Regional Office with the International Consultant.”

In addition, a National Consultant in each country organised the field visit, collected data
beforehand, and participated as members of the country teams in the field. The National
Consultants were:

Dr. Syed Jahangeer Haider, Research Evaluation Associates for Development (READ),
Dhaka, Bangladesh

Dr. Tea Phauly, UNDP, Phnom Penh, Cambodia

Dr. Gladys Martin, Independent Consultant in Public Health, Younde, Cameroon

Dr. Xavier Solorzano, Independent Consultant, Health and Social Policy Research and
Social Marketing, Quito, Ecuador

Dr. Asfaw Desta, Department of Community Health, Addis Ababa University, Ethiopia

Dr. Julio Desormeaux, Research Unit of CDS, Port au Prince, Haiti

Dr. Sanoussi Konate, Maitre de Conference Faculté de Medicine et de Pharmacie,
Bamako, Mali

Dr. Ana Maria Novoa, Faculty of Medicine, Eduardo Mondlane University, Port

- Moresby, Mozambique

Dr. Maria Largaespada, Nicaragua

Dr. Tukutau Taufa, Department of Community Medicine Medical Faculty, University of
Papua New Guinea

Dr. Angwara Kiwara, Denis Institute of Development Studies Muhimbili University
College of Health Sciences, Dar es Salam, Tanzania

Prof. Thavitong Hongvivatana, Faculty of Social Science and Humanities Mahidol
University, Bangkok, Thailand

4 Working phases

The Study took place over three phases.iii During the first, in August and September 1996, a
number of data instruments were prepared by the Core Team, and finalised at a workshop with
the International Consultants and Special Advisers. Interviews were also undertaken by
members of the Core Team with programme staff in WHOHQ, and the Team Leader gave

briefings about the Study to staff at the World Bank, Washington, and UNICEF and UNDP,
New York.

Visits to the case study countries and Regional Offices were made during the second phase of
the Study, between October and December 1996 Besides the data collection instruments, the
country team conducted in-depth interviews with the WHO Country Representatives and their
staff, with Ministry of Health personnel - often the Minister - and with representatives of the
leading multi- and bilateral organisations as well as non-governmental organisations. Each visit
was concluded with a Round Table discussion,” to which representatives of interested parties
were invited, and where observations and selected findings were shared and further explored.

The International Consultant was responsible for writing the country case study report,
consulting with both the Core Team member and National Consultant. All three members of the
team agreed the final report on the country. The Core Team member was responsible for a short
report on the visit to the Regional Office. The reports and all the data instruments collected were
submitted to the Secretariat by the end of February 1997.

The third phase of the Study began in February 1997, with a workshop attended by the Special

Advisers and the Core Team, to explore the main issues emerging from the twelve country case
studies and regional reports. A meeting with the Steering Group was held just before the

A9



workshop. The results of this workshop and the following analysis are given in this final
synthesis report. The country case studies are bound separately, according to region. There are
thus four accompanying volumes: AFRO, including Cameroon, Ethiopia, Mali, Mozambique
and Tanzania; PAHO/AMRO, including Ecuador, Haiti, and Nicaragua; SEARO, including
Bangladesh and Thailand; and WPRO, including Cambodia and Papua New Guinea.

S Data Collection Instruments
Five instruments were prepared by the Study Team. These were

i) A Country background instrument completed by the National Consultant.
ii) A WHOCO instrument completed by the WHO Country Office

iii) A regional instrument completed by four WHO Regional Offices

iv) An instrument completed by WHO division directors at Headquarters

v)  An instrument for the field visit, to guide the team in country

i) The instrument completed by the National Consultant contained information on the
structure and staffing of the Ministry of Health, the national health budget and external
resources for health, the health system, Ministry of Health capacity for planning, research,
information and communication; on coordination of aid, and basic information on three tracer
policies: essential drugs, malaria and expanded immunisation programmes. It also contained
relevant background data on the economic and political factors, and national and international
actors participating in health.

ii) The WHO Country Office data collection instrument asked for information on WHO’s
activities in country. In order to document activities, it was necessary to use the standardised
classification system utilised by WHO itself. Until the Eighth General Programme of Work
(1989 - 1995), WHO activities and programmes were grouped according to a Classified List of
Programmes which included 15 divisions with about 53 programmes. For the Ninth General
Programme of Work (1996 - 2001) a new Classified List of Programmes (CLP) was introduced
which regrouped activities into 6 Appropriation Sections, consisting of 19 major programmes
and 59 specific programmes. This new CLP is currently being used at Headquarters, and is
being extended to regional and country levels. During this period of transition, the Study Team
was required to take account of both classification systems in operation at different levels of the
Organisation.

The 6 Appropriations of the new CLP are: Governing Bodies, Health Policy and Management,
Health Services Development, Promotion and Protection of Health, Integrated Control of
Disease and Administrative Services. The first and last appropriations are only used at
Headquarters and Regional Office levels. Costs of operating the WHO Country Office
(WHOCO) are included under the Health Policy and Management appropriation. The remaining
four appropriations are referred to as strategic programme areas and the Study used these to
describe what WHO was doing at country level (making necessary adjustments for
PAHO/AMRO which uses slightly different categories):

Health Policy and Management
Health Services Development
Promotion and Protection of Health
Integrated Disease Control

In order to analyse in greater detail the intended purposes and means through which WHO
carried out country activities and programmes, the Study examined each strategic area in
relation to what functions and tools perceived as important by the WHOCO staff to carry out
activities. A function is defined in terms of the intended purpose of a specific activity or
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programme. A fool is the means or instrument by which the activity or programme is carried out
to achieve the agreed purpose.

The classification of functions and tools used in the study (Box

taxonomy of technical cooperation.”

Box 1 Strategic areas, Major Programmes, Functions and Tools

1) is developed from a

Strategic Areas | Major Programmes Functions Tools
Health policy and (g;x&em;gegme development Advocacy Financial assistance
management ;Iea_m‘ Slc}ilem;:ha;dl'P('ﬂicy 4 Support for Supplies and
ationa ca 0l1C1€ES an tolal .
Programme development estajb.llshmg norms, | equipment
Biomedical and Health Information | Policies, national Consultancies
and trends planning
Courses and
. Organisation and management of Research and .
I-(Iiealtil Services health systems based on PHC research promotion seminars
evelopment Human resources for health support Travel visits
Essential Drugs
Qualgltylof care and health Information Fellowships
technology : g .
dissemination Linkages to other
Promotion and Re}()lroductlivttl?, falr1nﬂ tixc'ommunity support health actors
. and population health issues . .
§r°;°t§“°“ °f | Health behaviour and mental health | TecPical operations | wp 44vice and
ca Nutrition, food security and safety support facilitation
Environmental Health
Integrated control | Eradication / elimination of specific
of disease communicable diseases
‘Control of other communicable
diseases
Control of noncommunicable
diseases

In addition, WHOCOs were asked to list examples of collaborative programme outputs,
involvement with other agencies, and contributions made to mobilise a wide range of national
and external resources, in support of health development at the country level, both within and
outside the regular programme of work.

The Core Team thus had an overall picture of the different activities undertaken by each
WHOCO, but also an overview of where it was perceived that most effort was expended. This
was then compared with the Eighth and Ninth General Programme of Work (GPW) documents,
which give the priorities and objectives for WHO’s work over a six year period.”

iii) The Regional Office data collection instrument was completed by the four Regional
Offices, using similar categories as above, giving financial and programme data, showing
Regional Office support to the countries.

iv) The Headquarters data collection instrument was completed by Divisional Directors, and
described the extent of support of all programmes to each of the twelve countries.

V) The fieldwork instrument was used by the three-member team in each country, to ensure that

the main questions under each of the four key areas - mandates, programmes, structures and
linkages, were covered and to facilitate a common approach and framework.
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6 Financial data

For this Study, financial and other data from two biennia were scrutinised: 1992-93 and 1994-
95. Proposed budgets for countries and regions, prepared and published about 18 months prior
to the start of the relevant biennium, are often changed during the process of approval through
the EB and WHA. Each Regional budget proposal document presents both approved figures for
the current biennium and proposed figures for the next biennium. Therefore, budget figures used
for this study were those presented in the approved column for the relevant biennium in the
document subsequent to the initial budget proposal. However, following preferred practice, most
of the information used for this Study is expenditure rather than budget data. The limitations of
identifying and using expenditure information are discussed under section 8.

7 Tracer programmes

In order to obtain in-depth information on WHO activities, three specific programmes were
selected which illustrated WHO’s involvement in advocacy, policy formulation and
implementation, and research. The three selected tracer programmes were health system
dependent, each addressing important and common health problems. They were: national drugs
programme, national programme on immunisation, and control of malaria. Detailed data on
these three tracer programmes was collect in all the study countries, and used for intense
analysis and comparison.

8 Limitations

It must be acknowledged that this Study took place during a period of review and reform within
WHO. Many of the issues raised in this report were recognised and discussed within the
Organisation itself, not only for the period of the Study but in thinking ahead to the 10th General
Programme of Work, which takes the Organisation into the next millennium. Thus there was
significant openness in discussion about the issues raised by the Study.

Measuring Effectiveness
In measuring the effectiveness of WHO at the country level, there were four main difficulties
facing the Study Team:

1) how to assess the effectiveness of WHO’s activities given their diversity at country
level, and the way they are interwoven with activities of the national health system

2) how to judge the extent to which each country’s particular context influenced the
effectiveness of WHO’s activities;

3) how to take into account the positions and actions of the Ministry of Health (MoH)
itself as well as other organisations involved in health systems support, and their
influence on the role and significance of WHO’s support to countries;

4) how to generalise lessons from reviewing twelve selected countries (out of a
potential of 165 with WHO Country Offices or Liaison Offices).”

1) Judging the effectiveness of WHO’s activities depends on the level of specificity of expected
outputs and outcomes.”" Evaluating the effectiveness of activities such as immunisation
programmes or research on particular diseases, where inputs and outputs are clear, measurable,
and visible, is relatively easy. It is more difficult to evaluate low-specificity activities where
outputs may be delayed, diffuse, and less identifiable, for example, in policy development or
advocacy or where the input is a small component within a broader national programme. The
WHO Country Office (WHOCO) may play a central role in assisting the Ministry of Health to
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develop a health policy or plan, but the effectiveness of that input is not easily separated by
inputs from other sources (e.g. from the Ministry itself) and there is no clear measure that can
judge its value. The Study Team therefore used a mix of methods to assess WHO’s support to
countries, where possible quantifying output, but also using qualitative measures such as
interviews and Round Tables held with interested parties and actors in the health system, to
solicit perceptions and understanding of WHO’s effectiveness in achieving programme
objectives. Detailed information collected on the tracer programmes was useful to inform on
effectiveness of WHO activities.

2) Since WHO’s overall purpose is to support and strengthen national capacity, the important
issue, from the recipient country perspective, is whether such assistance contributes to a total
allocation of resources consistent with the country’s political and institutional development.
Hence, an evaluation of WHO assistance should assess national capacity, in order to explore
how far, and to what extent, WHO has contributed to the current situation. In order to judge
country capacity, the Study Team drew on a number of indicators. In chapter 3 two overlapping
typologies are suggested. One breaks the twelve countries into four groupings, using a number
of basic economic and health status indicators (for example, population, GNP per capita, adult
female literacy rates). The other breaks the twelve countries into three clusters, using health
system indicators (for example, access to health services, immunisation coverage, human
resources). The Study Team also used other data to judge the capacity of the MoH (for example,
numbers of external advisers in the MoH, turnover of Ministers and top civil servants). This
information was added to basic historical and situational data available from a number of
sources, including visits to the countries.

3) For each country a map of other actors was also drawn up, indicating the ten most important
and influential organisations in health (in terms of financial input and presence). Through
interviews it was possible to identify the extent to which WHO had links with other
organisations (including the MoH) involved in the health sector, and to judge the intensity of
these links and how they were perceived. The Study Team also looked at formal coordination
mechanisms, and how far WHO played a role in them.

4) Finally, to overcome the limitations of a relatively small, and selected sample of countries,
the Core Team designed a common analytical and methodological framework to be applied in
each country. This was reinforced by assuring that a Core Team member visited each country,
and using group meetings to establish consensus in making comparisons. This synthesis report
thus draws some general themes and lessons from the country visits, but is cautious about
making statements that are generalisable to all twelve countries or to all WHO Country Offices.

In spite of constraints, the Core Team found that it was possible to evaluate WHO’s role in
providing leadership, support and stimulus to national governments, and in mobilising resources
from other agencies. Few would deny WHO’s central role, among other things, in the
eradication of smallpox, the elimination of poliomyelitis from the Western Hemisphere, the
global control of leprosy or the focus on primary health care. What this study can do is
demonstrate what WHO is currently doing in these twelve countries (which is likely to be
mirrored in others), and how well it is undertaking those activities, adapting to change, and
anticipating future change. Nevertheless, it is worth reiterating, that precise measurement of the
impact of WHO’s activities on improving health status in the case study countries does not lie
within the scope of this study. Given the many different and inseparable factors which influence
health status within any country, it is not easy to separate the specific impact of WHO’s
operations from the policies and resources of the national government or the inputs of other
external donor agencies.
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Reliability and validity of data

The Core Team and the Country Teams were assisted by many others, who completed the data
instruments. It was not possible to verify all the information provided in this way, although
checks were made by collecting the same information from different points, and through
interviews. While this clearly increased the reliability of the information collected, it became
clear through looking at the financial data in particular that it was not always possible to
reconcile different pieces of information. This was judged to be a failure of the information
systems, admittedly extremely complex, and variations in definitions, rather than any attempt to
obfuscate or hide data.

In addition to quantitative data, the Core Team used various sources of qualitative data including
various assessments and individual perceptions on a number of questions. For example,
significant actors in the health sector were asked how they perceived WHO and the Country
Office; WRs were asked to judge the balance of their programme activity, and where they
thought most effort was expended. This was, where possible, measured against expenditure, but
the breakdown of strategic areas made this calculation difficult, and sometimes impossible.

There were also limitations to the financial information. First, the Study asked for information
according to the new Classified List of Programmes, which required COs and ROs to re-code the
information for the biennia 1992-93 and 1994-95 which were originally managed under the
previous CLP. This led to difficulties in reconciling sets of information obtained from different
sources. It is possible that this was caused in part by different interpretations in re-coding to the
new CLP. However, there were also discrepancies in expenditure data from other sources too.
For individual countries there was generally little correlation between expenditure listed for the
tracer programmes and amounts against the same line items in the full list of expenditure. This
may be because the former did not include salary costs or included funds other than from WHO,
but reasons for discrepancies were not pursued in the same way in all the country studies and
could not always be explained.

Discrepancies in information were not limited to financial data. One RO forwarded two sets of
information for the same periods, on numbers of fellowships awarded and associated financial
expenditure, neither of which matched.

Finally, the Study Team did not distinguish between funds used at country level for Common
Global Functions and Country Specific Activities. This may be most significant in Thailand,
where some of the research funding is for global projects rather than for the country. The lack of
this distinction influences analysis regarding levels of funding in relation to country need.
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Endnotes: Annex 3.

vi

vii

viii

Mogedal S, Walt G, Hodne-Steen S, and Lee K (1996) Selection of Countries and Contribution to
Study Framework. (Oslo: DiS; London: LSHTM).

The independent consultant was unable to visit SEARO, so this visit was undertaken by the Core
Team member alone

These are fully described in Lucas A, Mogedal S, Walt G, Kruse SE, Lee K (1996) Inception Report:

A study of WHO's Support to Programmes at Country Level (London: Oslo: LSHTM, DiS). See pages
15-17.

There was no round table in Thailand, and that in Cameroun was attended by few people as the new
Minister of Health had called an unexpected meeting.

Alleyne G (1991). In PAHO/AMRO an analysis and grouping of activities was carried out to develop
a system of classification that would facilitate execution of technical cooperation. This led to six broad
categories known as strategic approaches to technical cooperation. These approaches, in turn,
provided a framework for planning, programming and evaluation as required by the American Region
Programming and Evaluation System (AMPES) discussed in Chapter 4.

WHO, Eighth General Programme of Work covering the period 1990 - 1995,. Ninth General
Programme of Work covering the period 1996 - 2001, Geneva

As reported to the Executive Board in January 1997, there were 108 Country Offices in the 6 WHO
regions, 57 liaison offices, served either by international or national staff or the relevant Regional
Office, and 25 member countries with no office.

Israel A (1987) Institutional Development: Incentives to Performance Johns Hopkins Press,
Baltimore.
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Table1 Proportions of WHO total expenditure from HQ, RO and CO 1992 to 1995

Country 1992-93 (RBFs and EBFs) | 1994-95 (RBFs and EBFs) | 1992-95 (RBFs and EBFs)
%HQ | %RO| %CO| %HQ| %RO | %CO | %HQ| %RO| %CO

Cameroun 13.4% 35% | 83.1% | 33.0%| 10.0% | 57.1% | 143% 4.1%] 52.7%
Ethiopia 16.0% 1.5% | 82.5% | 154%] 2.8% | 81.8% | 15.7% 2.2%| 82.2%
Mali 4.9% 20% | 93.1%| 26.7%| 10.0% | 63.4% | 17.7% 6.7%| 80.2%
Mozambique | 28.4% 82% | 63.3%] 11.5%] 12.0% | 76.5% | 19.7% 9.6%| 66.8%
Tanzania 274% 82% | 64.3%1 123%f 3.1% | 84.5% | 27.2% 7.6%|113.0%
Ecuador 19.7% | 22.1% | 582%| 13.0%] 14.1% | 72.8% | 159%| 17.6%| 66.5%
Haiti 0.7% | 15.1% | 84.2% 44%| 4.1% | 91.5% 4.0%| 11.9%]122.8%
Nicaragua 8.1% 74% | 84.6% 0.6%| 10.7% | 88.7% 2.9% 6.3%] 59.7%
Bangladesh 6.9% 1.8% | 91.3% 9.7%| 1.8% | 88.5% 8.7% 1.8%| 89.4%
Thailand 29.2% 0.0% | 708%| 17.5%)] 0.0% | 82.5% | 23.6% 0.0%] 76.4%
Cambodia 1.1% 6.7% | 922% 9.1%| 10.4% | 80.5% | 10.3%| 13.8%(123.3%
gzpﬁgfew 13.9% 54% | 80.6%| 10.2%| 11.2% | 78.6% 8.6% 6.0%| 56.8%
TOTAL 126% | 7.1% | 80.3% | 103%| 6.0% | 83.7% | 11.3%| 6.5%| 82.2%

Table 2 WHO Country Programme expenditure, 1992-93 and 1994-95 (million US$)

Country Programme 1992-93 Country Programme 1994-95
Country Total |RBFs|EBFs[% RBFs|[% EBFs| Total [RBFs | EBFs [% RBFs|% EBFs
. | expenditure expenditure
Cameroon 29 1.6 1.3 55% 45% 1.8 1.3 0.5 74% 26%
Ethiopia 47 22 25 46% 54% 5.0 3.0 2.0 61% 39%
Mali 3.2 20 12 64% 36% 3.1 2.3 0.8 74% 26%
Mozambique 37 1.7] 20 45% 55% 35 23 1.2 66% 34%
Tanzania 4.9 1.6 33 33% 67% 58 22 3.6 38% 62%
Ecuador 3.7 1.5 22 40% 60% 6.0 1.8 42 31% 69%
Haiti 104 321 72 31% 69% 22.5 39 | 18.6 18% 82%
Nicaragua 13.9 L7 122 12% 88% 11.6 2.6 9.0 22% 78%
Bangladesh 13.2 871 45 66% 34% 23.7 9.7 | 14.0 41% 5%
Thailand 7.8 5.1 2.7 65% 35% 8.3 6.1 22 74% 26%
Cambodia 33 131 20 39% 61% 7.8 3.1 4.7 40% 60%
PNG 4.2 301 1.2 72% 28% 42 32 1.0 76% 24%
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Table 3 Total WHO financial expenditure at country level by RBFs and EBFs

(million US$)
All Sources 1992-93 All sources 1994-95 All Sources 1992-95
Country Total |% RBFs|% EBFs] Total [% RBFs|{% EBFs] Total |% RBFs| % EBFs
Cameroun 4.6 41% 59% 3.1 52% 48% 7.7 45% | 55%
Ethiopia 5.7 42% 58% 6.1 57% 43% 11.8 50%) 51%
Mali 50 54% 46% 4.9 59% 41% 10.0 57%| 43%
Mozambique 4.0 42% 58% 45 62% 38% 85 53%| 47%
Tanzania 6.0 31% 69% 6.9 36% 64% 12.9 33%| 67%
Ecuador 6.2 40% 60% 8.2 35% 65% 145 38% | 62%
Haiti 12.3 33% 67% 24.6 21% 79% | 369 25% | 75%
Nicaragua 16.5 13% 87% 13.1 22% 78% 1 30.0 17% | 83%
Bangladesh 144 66% 34% 26.8 43% 57%| 412 51% | 4%
Thailand 11.1 47% 53% 10.0 62% 38% ¢ 211 54% ] 46%
Cambodia 35 39% 61% sa|  74% 26% 8.9 60% | 40%
g‘gﬁ:?ﬁw 5.2 68% 32% 9.7 36% 64% 149 8% | 52%
TOTAL 94.7 41% 59% | 123.5 40% 60% | 218.3 41% | 59%

Table4 WHO total expenditure from HQ, RO and CO: changes between biennia
1992-93 and 1994-95 '

1992-93 1994-95 Total | % change
Country | RBFs | EBFs | RBFs | EBFs | RBFs | % | EBFs % | change over

(million USS) | (million US$) ]Change|Change|Change| Change 1992/93
Cameroon 1.8 2.7 1.6 1.5 02 ]-12% | -1.2 -713% -1.4 -31.0%
Ethiopia 24 33 35 2.6 1.1 | 44% -0.7 -20% 0.4 6.3%
Mali 2.7 2.3 - 29 2.0 0.2 6% -0.3 -11% -0.1 -3.4%
Mozambique 1.7 23 2.8 1.7 1.1 ] 67% -0.6 21% 0.5 13.1%
Tanzania 1.8 4.1 24 44 06| 33% 0.3 11% 0.9 14.8%
Ecuador 2.5 3.7 29 53 04 | 15% 1.6 55% 2.0 31.4%
Haiti 4.1 8.1 5.2 19.4 L1 ] 27% | 11.2 | 216% 12.3 100.4%
Nicaragua 2.1 144 2.9 10.2 0.8 | 39% -42 |-143% -34 -20.6%
Cambodia 13 2.2 35 6.1 2.1 |157% 4.0 113% 6.1 172.4%
PNG 35 1.7 4.0 14 05| 14% -0.3 -6% 0.2 4.6%
Bangladesh 9.5 4.9 11.5 15.3 20| 21% | 104 90% 124 85.9%
Thailand 5.2 5.8 6.2 3.8 1.0 | 18% 2.0 -33% -1.0 -9.8%
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Executive Summary - Cameroon

Cameroon counts among the middle-income level countries with correspondingly good health
status indicators. However, since 1985 the country has experienced an economic decline,
resulting in a 40% decrease in private consumption and a severe financial crises for the
government. In spite of an increase of the share of the government budget for health, the
infrastructure has been eroded and the private sector has increased its importance.

Up till now the WHO country office has not had a country team and the WR has been the only
professional in the office. The WR has enjoyed good relations with the Minister although a
great amount of for Cameroon appears to surround his contacts with the MoPH.

The RB country programme is severely fragmented into a large number of small-scale activities
most of which are in the areas of general programme and management, PHC and human
resources for health. Large amounts of the country budget have remained unspent in recent
years. The costs for the country office constitute 49% of the total country allocation for the
biennium 1996-97 of US$ 1.8 million. Extra-budgetary contributions are considerably greater
than the RB country allocation for health activities.

Government coordination in the health sector is poor and the WR has therefore taken initiative
to regular donor meetings. There is a formal system of coordination within the UN system and
coordination in particular between UNICEF and WHO appears to be fairly good.

In conclusion it was found that WHO principles and strategies have been important for health
policy development. However, the weakness of the WHO country office has hampered the
activities and has also meant a less strong influence than would be desirable in important areas
such as drug policy. The World Bank is now emerging as the major actor among the
multilateral donors.

WHO does not possess any in-country capacity for support.in areas like health economics.
Equity is not particularly emphasised in the country programme. A monthly newsletter is
widely disseminated and the WHO country report in 1995 fills a void. Apart from that WHO's
resources to assist with documentation are limited, the library in the country office is of poor
standard and appears to be of limited usefulness.

No one has a full overview of WHO's total support to the country. EBFs from AFRO and HQ

are important but the WR has little involvement and even knowledge of EBFs from HQ and
their use.
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Executive Summary - Ethiopia

Ethiopia, a federal republic in Eastern Africa, has a population of 53.4 million and a land area of 1.1
million sq. Km. The Ethiopia in the past 25 years has had civil strife and violent change of
government in 1974 and 1991. It is among the least developed countries with a GNP per capita of
$100, and with a Human Development Index of 0.237 ranks 168 out of 174 countries. The
economy is largely agricultural with 2/3 of the population living in absolute poverty. Only 25% of
the population has access to safe water, 19% to inadequate sanitation. The disease problems are
mainly ineffective and parasitic disease and reproductive health problems because of high fertility,
and malnutrition. The health services are poorly developed and inequitable in distribution. Only
40% of the population have access to modern health care. During the civil war 20% of the health
institutions were destroyed. There is one physician per 25,000 population and one nurse per 11,000
of the population. - The national budget for health in 1995/96 was $1.76 per capita. The health
services have been decentralised to the regions, but the capacity to respond to the needs of the
population is low.

WHO occupies cramped offices in the Ministry of Health. The room for documents and library
materials is also the office of 2 national programme offices. The Country Office has four
professionals working with the Representative. The capacity of the WHO Country Office is clearly
inadequate for a complex country of 53.4 million with major health and health system problems.
WHO could do more for Ethiopia. The Country Office is tightly controlled by the WHO Regional
Office especially in relation to the use of funds. For the 1994/95 biennium Ethiopia spent $2.77
million from the WHO regular budget and $2.16 million in extra-budgetary funds. of the 1995
portion 93% of EBFs was for AIDS, and 33% of the RBFs was for human resources development.
The WHO Country Programme is being reduced from 16 to 11 to improve monitoring, and increase
the funds per project. The support by WHO to the EPI, Drugs and Malaria programmes in Ethiopia
illustrate its situation.

In EPI, WHO has been supporting Ethiopia with technical assistance for policy and norms
development, training in various aspects of immunisation, the supply of vaccines and cold chain
and logistics support. WHO now gives only technical assistance as several other donor agencies
provide funding. The Drug Action Programme was also initiated by WHO, which has helped in
developing policy, the publication of manuals on treatment, rational use of drugs, regulations on the
pharmaceutical sector, and in training. Other donor agencies have been assisting with drug supply.
The programme has not been moving forward because of the capacity of the pharmacy department
at the MoH. Only a few donor agencies have been interested malaria. WHO assists the programme
with training, manuals, guidelines, research, and also with supplies and equipment.

WHO is strong in advocacy, and the normative functions. It is regarded as the leading agency in
health, and most of the external support agencies use WHO norms, guidelines and technical reports.
USAid and the World Bank use their own expertise. In Ethiopia the formal influence of WHO is
through the Ministry of Health. WHO should also have also a formal or working relationship with
the Ministry of Economic Development and Cooperation, and the federal development process.
Otherwise WHO’s influence at the intersectoral level will remain ineffective. 'WHO capacity is too
limited in Ethiopia. The major health problems in Ethiopia relate to poverty, illiteracy, the status of
women population growth and food insecurity, and the dearth of potable water and sanitation. The
health system capacity is very limited and inequitable.

Ethiopia needs help in developing its basic health infrastructure, health personnel capacity and
social and economic policies that enhance equity and sustainable development.

WHO has a limited presence in Ethiopia compared to the size and complexity of the health and
health development problems. WHO can use its limited resources to position itself more effectively
as the major technical adviser to the Ministry of Health on all health matters and external support to
health developments. WHO should become more involved in discussions of policies on the whole
range intersectoral actions for Ethiopian development. Besides it should support the development
of the regional and zonal health systems - health information, disease surveillance, health planning,
and systems research, equity and financing systems and management, possibly forgo becoming an
“implementing agency” in specific disease programmes.
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Executive Summary - Mali

Mali is among the poorest countries in Africa and the world and has among the highest mortality
indicators. The health system is under-funded and gives access to health services only to about
a third of the population. A new health sector policy focuses on decentralising management and
encouraging community participation and cost sharing.

After a period of disorganisation the WHO country office now has a new country team with 7
professionals. There has been a considerable improvement in administrative procedures in the
last two years.

The WHO country programme is divided into a great number of fairly small-scale activities in a
large number of programme areas but with a certain focus on management and planning and on
training (including fellowships). The costs for the country office are 32% of the total regular
budget country allocation of US$ 2.4 million for the biennium 1996-97. Large extra-budgetary
resources have been provided by WHO HQ, especially for research in tropical diseases. The
WHO CO has little involvement in the programmes that are funded from WHO HQ and does not
concern itself much with research.

Coordination in the health sector is generally perceived as being poor although the World Bank
now appears to have taken the lead in connection with its health project and in developing a
long-term health sector investment strategy. There is a formal system of coordination within the
UN system although it is weak in programme terms. AIDS coordination needs to be
strengthened. The issue of common UN premises has been mismanaged.

In conclusion, it was found that WHO earlier had significant influence on national health policy
although its role seems to have been overtaken by the World Bank in recent years. In certain
sub-sectors, such as water and sanitation and in questions regarding community participation,
WHO appears to play an important role. The country team has a generally good relationship
with MoH and the WR has a close relationship with the minister and the top level echelons of
the ministry. The WHO information and documentation capacity is not being used to any great
extent.

WHO activities in Mali are being hampered by WHO bureaucratic procedures and the
centralised decision making of AFRO, the politicised staffing at the regional level and the
disease orientated “products” that WHO offers its member states. Recruiting national staff
directly from the MoH results in a braindrain which needs to be considered more carefully.

WHO needs to focus its efforts more clearly on areas where it has comparative advantage such
as national health policy and subsector policies e.g. as regards malaria control, pharmaceuticals
and reproductive health. The WHO budget and programming system needs to be changed to
increase flexibility and promote concentration. UN coordination needs to be strengthened.
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Executive Summary - Mozambique

After years of civil war and vulnerability to drought and natural disasters Mozambique is one of the
world’s greatest development challenges. It has GNP of US$90 per capita, chronic malnutrition
affecting 30-40% of children, the highest recorded under five mortality rate in the world (at 277 per
thousand) and its people have a life expectancy of 46 years. Mozambique depends on external aid
financing for approximately 70% of its budget financing and has an unsustainable debt level
equivalent to about four times the annual income of every person in the country.

Demands for services will increase as the population for Mozambique is expected to reach
20,000,000 by the year 2000, almost 50% being under 16 tears of age. Women begin giving birth
very early with little spacing between children and the total fertility is 6.5% while the population
growth rate is 1.8%.

During the civil war (approx. 1972-92) Mozambique lost hundreds of thousands of its population
and its health infrastructure was devastated. The 15 year war and ensuing economic crisis have had
a severe impact on the health system. Between 30 and 40 per cent of rural health units have been
destroyed or are no longer in use. Health services are concentrated in urban areas, where about
15% of the population live and in 1995 only 30 % of the rural population had access to health
services. In 1995 potable water was available to about 40% of rural areas. The maternal mortality
rate in 1992 was estimated to be 300 per 100,000.

The major causes of morbidity are infectious diseases, diarrhoea, acute respiratory infections,
measles, malaria tuberculosis and malnutrition.

The Ministry of Health has a budget of about US$25 million which is just over 4% of public
expenditure and represents under 30% of the total health budget. There is a World Bank sponsored
Sector Investment Programme planned to commence in late 1996 which will see US$ 355.7 million
invested in the health sector over 6 years to increase health coverage and improve the health status
of the population

Critical issues facing the health sector are the need to set health policy in a framework in which
there is a contradiction between the demands for restructuring and curtailing spending and the need
to increase the provision of health services. It is essential to develop the skills of health sector
personnel in technical and managerial areas and to improve their performance, a need to develop
the capacity for the Ministry of Health to plan and deliver health services in an increasingly cost
effective manner, a need to decentralise the provision of health services and put into place
management systems that can be implemented at the provincial and district level and a need to
develop the systems and capacity to monitor the outputs and quality assurance of the health system.

The WHO office in Maputo which serves the Ministry of Health has a small technically competent
staff but poorly developed planning, management, financial and monitoring systems. The Country
Office has a recent history of poor performance but a new WHO Representative (WR) was
appointed six months ago. The WR intends to increase staff numbers in the Country Office in order
to increase its capacity to mobilise resources and to ensure a better response to the challenge facing
WHO in Mozambique today. Interactions with the WHO Regional Office are frequent and
responsive but the WHO system is highly centralised and the Country Office has very little
autonomy.  While interactions with Regional Office are frequent, communication with
Headquarters tends to consist of the receipt of policies, procedures and other papers by the Country
Office. The WR will not always be made aware of Headquarters initiated activity in country.

The programmes implemented by WHO in country are generally quite small but there was a large
well received Emergency Planning and Demobilisation Programme managed by WHO from 1992
to 1994. Other programmes (such as Occupational Health and safety, Mental Health and
Environmental Health) are small but considered to be important by the Ministry. WHO performs
five major functions in delivering its programs; they are advocacy, support for the establishment of
norms, policies and national planning, research, technical programme operation and information
dissemination. WHO has been most involved in information dissemination and advocacy in
Mozambique and has performed these functions mostly through providing supplies and equipment
and courses, seminars and fellowships.
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Three tracer programmes were examined in this study; the Drug Action Programme, the
Immunisation Programme and the Malaria Programme. WHO’s role in each of these programmes
was minimal and could have been increased but the projects are now established and carving out a
role will require initiative and a demonstration of credible technical, professional performance.

The budgeting and expenditure systems are complicated, based on a two year budgetary time frame
and are not related to the achievement of results. It was difficult to obtain reliable financial
information so conclusions regarding budgeting and expenditure are tenuous. However the
complicated nature of the system and the inability of the WR to have control, or even knowledge at
times of RBFs budgets and expenditure, meant that WR had no authority or responsibility for an
amount of WHO activity that took place in country. The financial reports do not give information
that can measure expenditure against budget and the cost effectiveness of programmes cannot be
measured. : .

While the past WR was involved in mobilising resources for the Emergency and Demobilisation
Programme he missed opportunities to mobilise resources for a number of critical health areas for
Mozambique at a crucial period in its development.

In the health sector Mozambique has original systems for co-ordination at both the central and local
level. There is a donor forum at central level which meets annually to discuss co-ordination of
donor funds and is usually chaired by the Minister of Health. A similar forum takes place in each
Province with the Health Provincial Director acting as chair for the forum. Sub-groups with special
interests e.g. pharmaceuticals are formed to present main issues at forum meetings. In addition
“theme” groups (e.g. the community health group) have regular meetings, chaired by one of the
donors. A “pooling” system to facilitate the management of funds for important, high cost
programmes e.g. drugs has been established. This system needs to be developed further but aims to
maximise the use of resources through donor co-operation. WHO has only recently begun to play a
role in these coordination meetings. Other donors have “carved out” their roles and there is not an
obvious role for WHO. It will be necessary for WHO to work out its role with other donors over a
period of time.

WHO has the advantage that it is seen to be objective because it is not a donor agency, it has a
world-wide network of health experts, and a history of acknowledged expertise in establishing
norms, tackling emergency situations and maintaining surveillance in the areas of epidemiology
and tropical diseases.

Stakeholders in Mozambique identified the advocacy role and the establishment of norms, policies
and national planning as the functions they thought WHO would best fulfil. The Ministry however,
had some reservations based on past performance, about using WHO to a large degree in the area of
establishing norms, policies and national planning. There are also concerns about the role of UN
agencies, their duplication and lack of clarity. A need is seen for co-ordination of health activities
within the UN agencies themselves and WHO was proposed as an agency to facilitate this co-
ordination.

WHO has achieved little in Mozambique over the last few years. There have been constraints in the
form of the centralised WHO bureaucracy with its supply driven orientation and lack of action
when a Country Office was not performing. While WHO was not performing other players have
moved in to take over the roles of leadership and co-ordination in the health sector.

Even with these past difficulties there are many opportunities for WHO. There are possibilities for
WHO to be involved in regional and national monitoring, review of projects, establishment of
norms, quality control, logistical design, translation and dissemination of information in the
immunisation programme particularly, but generally in the epidemiology and tropical diseases area.
WHO could also contribute to the design of and setting of examinations for health subjects,
advising in human resource development in the health area and in providing support for the design
and development of a health insurance system. There is a need to coordinate the UN health policies
and planning which is a role that WHO could fulfil and which could lead to further involvement in
facilitating and coordinating health policy and planning beyond the UN agencies. While
undertaking these activities, WHO will be expected to play its advocacy role.

However, as WHO acts to regain credibility in Mozambique, it will also need to “get its own house
in order” regarding its planning, management and monitoring procedures involving both financial
and human resources, so that it can mange its limited resources as effectively as possible.
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Executive Summary - Tanzania

Tanzania is a federal republic in East Africa with a population of 28 million and a surface area of
945,000 sq. km. It is among the least developed nations, with a G.N.P per capita per annum of $90
(1993), and a Human Development Index of 0.364, ranking it at 144 out of 174 countries. It has an
external debt of $7.5 billion in 1993 which was 301% of GDP, indicating serious national
indebtedness. Net official development assistance was 38.4% of the GNP. In spite of its poverty
and under-development, Tanzania through social policies favouring equity in its health and social
services has seen a significant reduction in mortality rates. Nevertheless the disease burden -
ineffective and parasitic disease, malnutrition and diseases related to high fertility remain high.
HIV/AIDS, drug resistant malaria and tuberculosis are increasing in incidence. The major problems
in Tanzania in health are related to poverty, population growth, the changing epidemiological
situation especially with HIV/AIDS, the low contraceptive prevalence rate, the poor quality of care
and the deterioration of the services, the dependence on foreign assistance. WHO needs to focus on
these in its advocacy and cooperation for better health.

Its health care system is fairly equitably distributed to all regions and districts, and is easily
accessible to at least 80% of the population. 50% of the population have access to potable water
supply and 64% to adequate sanitation. Immunisation coverage for children under 1 year of age is
about 80%. Nevertheless, the capacity of the health system is low because of the shortage of staff
(1 doctor per 23,000 people), and the deterioration of health care structures and the low quality of
services, and morale.

Until 1994 WHO representation in Tanzania was virtually token: a representative and an
information officer, in cramped quarters, away from the Ministry of Health. Now the WHO office
has been strengthened by the appointment of 5 National Programme Officers in various fields of
cooperation with the MoH. The office is tightly controlled by the Regional Office especially in
financial administration. The administrative arrangements are cumbersome although some easing
has begun to occur lately.

The regular budget (RBF) has doubled from just over $1 million in the 1982/83 biennium to just
over $2 million in the 1994/95 biennium. Extra budgetary funds (EBFs) increased significantly
from the 1990/91 period to support the AIDS programme.

The WHO Country Office is involved in advocacy, health information, human resources
development, research promotion and is regarded by all the other agencies as the lead organisation
in health. It supports Tanzania in the development of policies and norms and training for EPI, Drug
Action Programme and for Malaria. Several donors have supported the EPI, and also the Drug
Action Programme especially DANIDA and UNICEF. WHO is the leading supporter of the Malaria
Research and Control Programme.

Currently, Tanzania is implementing Health Sector Reforms, with WHO and other agencies,
especially the World Bank and DANIDA, as key actors. WHO’s resource contribution is modest
compared to other agencies such as DANIDA, UNICEF and the World Bank. DANIDA is the more
influential actor in health in Tanzania. WHO need not compete it or with other well-resourced
agencies but rather position itself through its obvious comparative advantage of depth and breadth
in technical knowledge, the backing of skilled consultants and experts and the high regard that the
Ministry of Health has for it.

A40



Executive Summary - Ecuador

Introduction

This Country Case Study Report on PAHO’s effectiveness as a technical cooperation agency for
health in Ecuador has been carried out as one element of the Study of WHO Support to
Programmes at Country Level which was undertaken in 1996 and 1997 under the joint direction of
the London School of Hygiene and Tropical Medicine and the Diakonhjemmets Internasjonale
Senter (DiS) in Oslo. The Ecuador case study was carried out by a three person team consisting of
Ted Freeman of Goss Gilroy Inc. in Ottawa, Sissel Hodne Steen of DiS in Oslo and Dr. Francisco
Xavier Solorzano of Quito, Ecuador. In carrying out their work in Ecuador, the team members
were ably assisted by the PAHO Representative and by the staff of PAHO. In addition, the team
met with full cooperation and support from officials of the Ministry of Health and representatives
of Ecuadorean and external agencies engaged in the health sector. The case study team carried out
its work in Ecuador in November, 1996.

PAHO In Ecuador

Organization

The office or representation of PAHO/WHO in Ecuador represents a considerable body of
professional and administrative capacity and expertise in health policy and health services. The
PAHO staff in Ecuador were organised in 1996 into major units reflecting the principal lines of
work (lineas de trabajo) in the programme of work, plus an administrative unit responsible for
finance, personnel, purchasing, computer services and general services. The principle technical
units are:

1. Health Systems and Services: Encompassing health and social policy, organization and
management of health systems, human resources in health, technical co-operation among
countries, essential drugs, the text programme (PALTEX), and the documentation centre.

2. Health Promotion and Protection: Encompassing development of health spaces (a regional
programme on health at the municipal level), gender health and development, health of
indigenous peoples, family and community health, and food and nutrition.

3. ‘Prevention and Control of Diseases: Encompassing disease surveillance and epidemiology,
immunisation, health and environment, public veterinary health, and the prevention and
mitigation of disasters.

In 1997, PAHO intends to re-organise its technical units somewhat and to create a fourth unit for
environmental health to reflect the priority given to environmental health in the Americas. Finally,
the PWR also intends to take steps to improve administrative efficiency and to make better use of
personnel resources for administrative support. '

As already noted, the PAHO representation in Ecuador represents a strong capacity for health
policy development, planning, implementation, and monitoring.

The PAHO/WHO Programme in Ecuador

The priority areas of programme activity for PAHO in Ecuador as measured by expenditures have
been National Health Systems and Policies (FASBASE), the Action Programme on Essential
Drugs, and Environmental Health, all with expenditures over 10% of the total. Expenditures in
environmental health relate mostly to a large project in support of the water and environmental
sanitation authority for the municipality of Guayaquil. It appears that regional funds have been
used primarily to supplement programme areas in which the country programme was already active
rather than to establish whole new lines of work. Thus there seems to be a reasonable inter-
relationship between the regional funds and the Ecuador programme funds.

It is important not to read too much into the overall pattern of programme expenditures represented
by either the APB numbers or the coded programme components. Some relatively small
expenditures may be very strategic. For example, the reported expenditures on health policy
advocacy of USD 116,587 for the period 92-95 may have an impact much larger than that indicated
by the relative size of the expenditure. Nonetheless, the Ecuador programme of work is quite
heavily concentrated in the areas of Essential Drugs and Support to National Health Systems and
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Policies (FASBASE) as well as Environmental Health. It should also be stated, however, that the
evaluation team gained an impression of other critical areas of programme activity and
effectiveness which are spread across these codes. of critical importance among these was support
to disease surveillance and the epidemiological functions relating to specific diseases. In
particular, the support provided by PAHO to the system of monitoring and communication of
information on the incidence of Chaga’s disease, malaria, and dengue fever as described to the
Study team during a visit to Ministry of Public Health facilities in Guayaquil, has been important in
the evolution of strategies and programmes for the control of these diseases.

Tracer Programmes

Essential Drugs Programme

PAHO has been an actor of considerable importance in the essentlal drugs area in Ecuador. It has
had some positive results relating to norms development, application of norms and to training and
capacity development in the hospital and pharmaceutical production sectors and has been an active
advisor to the Ministry of Public Health. The essential drugs sector seems to be still quite
fragmented and weak in Ecuador, despite efforts by PAHO and other external actors to support the
GOE in this area.

Immunisation Programme

PAHO’s key contribution to immunisation has been in the dissemination of the norms for
eradication of polio, tetanus, and measles. PAHO has also promoted co-operation with private
clinics and paediatricians regarding surveillance for these diseases. In 1997, this co-operation is to
be expanded to general practitioners and other private health service sites. However, PAHO has
created some dependency due to the availability of significant resources at the beginning of the
programme and because it feels unable to rely on an adequate response in disease surveillance from
the Ministry of Public Health. Finally, there is currently no national counterpart for the
surveillance of immuno-preventable diseases.

Malaria Control

PAHO provides important support to the disease surveillance aspects of malaria control and has
been instrumental in the development of a strategy aimed at better use of resources in malaria
control. This three part strategy emphasises:

e improved surveillance;

e vector control only in very endemic areas (no effort at eradication); and,

¢ mortality reduction through improved diagnostics and case-treatment.

This strategy is similar to the one promoted by PAHO and accepted by the Ministry of Health in
Nicaragua.

PAHO/WHO Response to Health Needs in Ecuador
Achievements

Key achievements for PAHO/WHO in its programme of collaboration with Ecuador include:
.a) Policy and Planning

e implementing a strategy of inclusive and sector-wide processes for policy debate on key
national priorities in health sector reform;

e maintaining a recognised position of policy leadership in the international community around
health sector reform and advocacy for improved levels of investment in health and planing for
equity;

¢ providing a forum for inter-agency interaction and consensus building on policies and priorities
in health sector reform;

b) Programme Implementation and Technical Co-operation

e providing effective technical co-operation services in key areas such as disease surveillance,
epidemiology, and essential drugs;

e providing effective programme implementation services to ensure continuity in delivery and
efficient administrative processes;

A42



e linking effectively to other key internal and external actors in health for programme
implementation and technical support (e.g. the Ministry of Public Health/PAHO/Netherlands
programme in essential drugs); and,

¢ providing quality services in information dissemination in health.

In summary, PAHO in Ecuador has tried to balance (in recent years anyway) its operational roles in
technical assistance and project implementation with a fairly public and aggressive strategy of
advocacy for critical priorities in health sector development. Not least of all, it has tried to support
open and public processes for debating health priorities and reaching a national consensus on health
sector reform. At times PAHO has taken considerable risk in pursuing this strategy and the
Director of PAHO has provided key support to the PWR when needed.

Key Constraints

As noted in earlier sections, in building on or extending these achievements, PAHO faces a number

of serious constraints and challenges. These include:

o the continued fragmentation of the health sector in Ecuador which requires PAHO to support
the leadership role of the Ministry of Public Health while striving to avoid becoming so
identified with MSP that it diminishes its effectiveness in working with others;

o the need to re-visit the qualifications of its human resource base to try and augment capabilities
in health systems planning and management without weakening current strengths in specific
sub-sectors;
the need to strengthen support to health systems research without exceeding its own capacities;
the need to strengthen GOE systems for health planning and priority setting so as to reduce
reliance on external agencies;

e the need to assist the GOE in strengthening its capacity for coordination of external assistance
in health; and, most importantly,

e the need to develop and implement a strategy which allows for more effective collaboration
between PAHO, the Government of Ecuador, and the World Bank. While PAHO’s ability to
influence this relationship at country level may be limited, it is essential that these two key
actors in external support to health sector development find more effective ways to
complement each others activities and to collaborate in policy development and support to
health sector reform.

Future Directions

In order to capitalise on its comparative advantages and to improve the level of results

achievements in Ecuador, PAHO could emphasise the following developments in terms of its own

capacities and the direction of programming:

e proceed with efforts to improve the efficient use of administrative human resources while also
increasing its professional capacity at country level in key health systems management areas
such as health economics, health financing, health budgeting, and human resource planning;

e examine the need to establish more flexible working teams within PAHO’s organisational
structure to take better advantage of multi-sectoral opportunities and to reduce hierarchical
limitations on staff interaction;

e emphasise (as is apparent in the draft APB-for 1997) support to health systems management as
a key programme area;

e provide more support to health systems research in upcoming programmes of work;
continue to strongly support a collaborative, inter-agency strategy for developing policy
consensus on health sector reform;

e advocate for an open public debate on health sector reform while continuing to support key
normative goals of PAHO as established in the Strategic and Programmatic Orientations for
1995-1998; and,

e attempt to use inter-agency consultation mechanisms at headquarters level (to whatever extent
possible) to seek a stronger and more constructive working relationship on essential support to
health sector reform between the World Bank and PAHO in Ecuador.
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Executive Summary - Haiti

Haiti counts among the poorest countries in Latin-America. During the period 1991 to 1994 the
international community applied diplomatic pressure and economic sanctions against the
military government to try to reinstate the overthrown constitutional government. During this
period of emergency, most external agencies were forced to cut back their activities. Although
thebclzonstitutional President returned to the country in 1993, the situation has remained far from
stable.

Health date are poor, but indicators are generally worse than those of the other two case
countries: Ecuador and Nicaragua. Health systems coverage is weak compared to neighbouring
countries, and unevenly distributed across the country. The Ministry of Health developed its
most recent health policy in 1996, and subsequently a five year plan for the sector. Even before
the crises, the capacity of the Ministry was weak, and NGOs were involved to a significant
degree in the provision of health services.

The political crises have had a significant effect on the current PAHO/WHO programme. Durin
the crises, PAHO/WHO was responsible for implementing a large, complex humanitarian ai

rogramme - primarily through the NGO community. The number of staff reached about

undred. Today, the institutional capacity of the PAHO/WHO office is still high, but
comparable to other offices in PAHO and larger than in many other WHO regions. The
WHOCO is wide(liy recognised as having high technical quality technical experts in a range of
health issues, and as seen as the leading agency in the health sector. The capacity of the
WHOCO appears to be more suited to the emergency situation than it does to a more traditional
PAHO (g development focused role which would require a a stronger focus on health
systems development and capacity building. The WHOCO has clearly a stronger sense of
identification with the region and PAHO than with WHO at a global level.

WHO/PAHO has had a unique programme of work over the past five years. The responsibility
for implementing an emergency programme, placed the office in the non-traditional role of
providing technical support - not to the Ministry of Health, but to NGOs which allowed the
organisation to experiment with a decentralised, bottom- g approach to programming, which
laid the foundation for partnership between the {yublic and private sectors. The assessment of
WHO/PAHO's role during this period was generally very positive.

In 1994, WHO/PAHO participated in developing a new economic recov% 8ro amme with a
key strategy of building capacity in the Ministry of health. As a result, P O is shifting
its focus from operations to suﬁport to the 1n1st13/ with the aim of re-establishing the
Ministry’s position in the health sector. Whereas during the crises, the organisation was
substituting for the Ministry of Health, there is now some subtle evidence to suggest that,
although engaged in similar activities, PAHO/WHO is now doing these activities more in
collaboration with the Ministry.

Essential dru ro%;]%nme activities constitute one of the major and most visible achievements
of PAHO 8 O plays also a key role as an executing-a enci') for other organisations.
Three quarters of public health expenditures in 1995 were covered by bilateral and multi-lateral
aid. There are a number of large donors, but PAHO/WHO is perceived to be the lead- and
coordination agency in the sector. There are monthly meetings among UN Heads of Agencies,
but no strong etforts to prepare a UN Country Strategy Note.

The relative strength of the PAHO/WHO office is its technical capacity in health and the logistic
capacity it demonstrated during the emergency. The questions remains whether WHO is the
most appropriate organisation to play such a strong operational role during an emer%ency.

PAHO O has given considerable more emphasis to technical operations than to other
components of its mandate. Policy development is the second strongest component. Its role in
advocacy }?nd research are weaker, and there has been little support from the Ministry of Health
to research.

PAHO/WHO has demonstrated an ability to be a flexible and innovative organisation capable of
adapting and building on opportunities and needs in Haiti. The close involvement with NGOs
%;)vided the opportunity to test the viability and effectiveness of a range of national NGOs.

e strong technical cooperation role has provided the WHOCO with the credibility to support
its ongoing advocacy and the role in the development of policies, norms and standards.
The emchency response of WHO/PAHO was unique. Now the organisation clearly faces
conceptual and practical constraints in shifting its support from the mode of «emergency
response» to «development». The limited capacity of the Ministry represents currently a major
constraint. PAHO/WﬁO is making the transition, albeit very gradually and without an explicit
long-term vision and strategy.
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Executive Summary - Nicaragua

Introduction
This Country Case Study Report on PAHO’s effectiveness as a technical cooperation agency for
“health in Nicaragua has been carried out as one element of the Study of WHO Support to
Programmes at Country Level which was undertaken in 1996 and 1997 under the joint direction of
the London School of Hygiene and Tropical Medicine and the Diakonhjemmets Internasjonale
Senter (DiS) in Oslo. The Nicaragua case study was carried out by a three person team consisting
of Ted Freeman of Goss Gilroy Inc. in Ottawa, Dr. Marie Largaespada-Fredersdorff of Managua,
and Sissel Hodne Steen of DiS in Oslo. In carrying out their work in Nicaragua, the team members
were ably assisted by the PAHO Representative, Dr. Philip Lamy and by the staff of PAHO. We
would like to express our appreciation for the cooperation of Dr. Lamy and his staff. In addition,
the team met with full cooperation and support from officials of the Ministry of Health and
representatives of Nicaraguan and external agencies engaged in the health sector. The case study
team carried out its work in Nicaragua in early December, 1996.

PAHO in Nicaragua

a) Organization

PAHO’s professional and administrative staffing capacity in Nicaragua represents a strong
comparative advantage for the organization. PAHO is seen by all agencies active in health sector
development in Nicaragua as a strong force for health policy development, health planning,
normative standards development, and programme implementation. PAHO’s professional human
resources in Nicaragua are well qualified and have a strong knowledge of the context of health
development in the country and of the current situation in health services.

b) Programme

The most important strategic areas in PAHO’s program of cooperation, as emphasised by PAHO
and the Ministry of Health and as reflected in the 1997 Annual Programme Budget are disease
prevention and control and support to health systems. Disease Prevention and Control accounts for
18% of the 1997 budget, while support to health systems encompasses 64%. A retrospective
review of key programme component expenditures in the period 1992-1995 shows the
predominance of PAHO activities in the period were concentrated in the areas of immunisation and
support to health services. In that period 33% of all programming could be classified under
support to health services, when immunisation expenditures are added to that total, it rises to 45%
of all programme spending. Total PAHO programme expenditures in the period from 1992 to 1995
in Nicaragua amounted to 25.4 million USD.

Tracer Programmes

a) Drugs Policy

PAHO’s role in the development and implementation of national drugs policies and systems in the
period 1992 to 1996 was both positive and essential. PAHO has assisted the sub-ministry
responsible in the development of a policy, legal, and regulatory framework for essential drugs
while other donors have supported research on rational usage and have provided logistic and
material support. The Ministry of Health (MINSA) foresees PAHO maintaining a focus on policy
oriented and normative technical assistance (as well as assistance in human resource development)
in the medium-term future.

b) Immunisation
PAHO’s major areas of collaboration in immunisation can be described under the headings of:
Policy and Management;
Disease Surveillance and Epidemiology;
Infrastructure:
Logistics and Resources: and,
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Co-ordination and Integration.

PAHO’s active support to immunisation programming in these functional areas was confirmed
during the study team’s visits and interviews with MINSA staff at national level and during the
study team’s visit to the Esteli SILAIS. MINSA staff emphasised PAHO’s role in technical,
logistic, and administrative support to immunisation. of special importance was support in
epidemiology and disease surveillance. MINSA staff also noted that the immunisation programme
is integrated and coordinated through the work of the Inter-Agency Working Group on
Immunisation which is chaired by the Ministry of Health with support from PAHO.

In summary, PAHO has been a very strong component in the Enhanced Programme of
Immunisation in Nicaragua. While it has provided support in the areas of logistics, training, policy
development, and the development of norms and standards; the study team was particularly
impressed by the effectiveness of PAHO’s support to disease surveillance and epidemiology,
especially at the SILAIS level.

¢) Malaria Policy

PAHO in Nicaragua, has been active in the development of norms and standards and of strategies
for malaria control. It has also devoted some effort to assisting in the integration of control of
vector-borne diseases into the SILAIS. In the absence of a comprehensive evaluation of the
malaria program of MINSA, at both the national and SILAIS level, it is difficult for the study team
to develop conclusions in this area. Nonetheless, MINSA staff and representatives of bilateral and
multi-lateral agencies indicated that there has been some real difficulty in having malaria control
and treatment strategies effectively integrated into the SILAIS system, with negative consequences
to the effectiveness of national malaria control strategies. This is perhaps an area of some urgency
for support by PAHO and other agencies active in supporting health reform and the decentralisation
process in health in Nicaragua.

Country Needs and PAHO/WHO Response

Key achievements for PAHO/WHO in its program of collaboration with Nicaragua include:

Policy and Planning

- assisting in the development of the national health plan in 1990 with its emphasis on
decentralisation of health services;

- continuing assistance to the development of a legal framework for health sector reform,
including critical areas such as essential drugs;

- effective participation in national and local systems of program planning for such operational
programs as immunisation; and,

- continued advocacy for the health sector priorities established at regional and sub-regional
level by PAHO and the Ministers of Health of the Americas.

Programme Implementation and Technical Cooperation

- providing effective technical and logistics support to key programme areas such as
immunisation; .

- effective technical co-operation and support in functional areas such as disease surveillance
and epidemiology;

- provision of substantive expertise to the six SILAIS of PROSILAIS, especially in the
operational areas of immunisation, and disease surveillance;

- promotion of an interchange among the countries of Central America on experience in
decentralisation of health systems;

- effective collaboration with other agencies supporting common programmes in health (i.e.
MINSA/PAHO/SIDA in PROSILAIS and US-AID/MINSA/PAHO in immunisation); and,

- providing services in communications nationally and internationally in the health sector.



In summary, PAHO has pursued a strategy of balanced support to technical areas relating to
disease control and to specific sub-sectoral activities in health with support to the development of
health systems (especially the SILAIS system). It has had considerable success in this attempt
based on its strong professional capacity in the country and its reliance on a strong regional
consensus on health priorities. PAHO has also contributed to the development of a consensus on
the direction of health care reform in Nicaragua. This must, however, also be credited to the
relative strength and organisational continuity of the Ministry of Health in Nicaragua.

Key Constraints for PAHO in Nicaragua

The most critical challenges and constraints to PAHO’s continued effectiveness in Nicaragua

include:

*  therisk of a radical change in direction in health policy by the new government. Any effort to
reverse decentralisation or consolidate more power at central level could jeopardise years of
progress and tens of millions of dollars of investment;

*  the need to ensure that PAHO’s own professional resources match the continually emerging
need for support to health systems management at provincial and local level;

o the need to balance its project implementation and execution role with its role as an impartial
advisor on policies and operational norms and standards;

e  the need to develop a consensus among donors on means of measuring the effectiveness of the
SILAIS and making operational improvements; and,

*  the need to better specify the realities of health service decentralisation to municipal level.

Future Directions _

In order to meet these challenges and to realise more fully on its comparative advantages in the

health sector in Nicaragua, PAHO could emphasise the following evolution in the direction of its

own organisational capacities and its programme of co-operation:

e continued efforts to re-balance human resources and strengthen its capacity in support to the
planning, management and implementation of health services at the provincial and municipal
level with an emphasis on determining the cost of services, establishing productivity
standards and measures and ensuring the quality of locally delivered health services;

e  attempt to develop a programme in collaboration with MINSA, the SILAIS and the donor
community which will develop results definitions, indicators and a system for monitoring and
reporting on the effectiveness of SILAIS in the delivery of health services;

*  establishing with MINSA a process for collating and reviewing the experience of SILAIS and
their effectiveness in an open forum with participation by the external donor agencies;

e attempt to develop, with MINSA, a program for improving budgeting processes in the
ministry so that recurrent cost implications of investment decisions are fully considered and
provisions for recurrent costs are required when capital investment decisions are approved
(especially when capital costs are financed with external co-operation funds);

e  provide support to MINSA and the SILAIS for the development of quality of service
standards; and,

e  promote, through MINSA, the development of mechanisms for inter-agency co-ordination in
support to the health sector, including inter-agency meetings on health sector reform policy
and on operational issues in supporting the SILAIS process.
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Executive Summary - Bangladesh

Bangladesh is one of the least developed countries. It is densely populated with about 12 million
people and a GNP of US$240 per capita. Most people live from subsistence agriculture but about
20% are now living in urban areas. It is considered to be a priority country for economic assistance
and there are many multilateral and bilateral agencies supporting the health sector.

Although some health indicators have improved, such as falls in total fertility (to 3.9 births) and
infant mortality (to 90/1000 births), both health and population remain very important development
issues. Contraceptive acceptance is estimated to be 45%, safe water is available to 90% of people
and 75% of young children are enrolled in primary schools. Diarrhoeal diseases, acute respiratory
infections, malnutrition, neonatal conditions, and accidents and injuries are important causes of
mortality in children and cardiovascular diseases, hypertension and diabetes are important causes of
adult morbidity. Vectorbore diseases, such as malaria, are largely under control although visceral
leishmaniasis has been increasing. With increasing urbanisation and industrialisation HIV/AIDS,
sexually transmitted diseases, environmental pollution and ‘occupational health have all become
much more important issues.

The Ministry of Health and Family Welfare (MoHFW) is responsible for health sector policy and
planning and two separate directorates, one each for health services and family planning, have
responsibility for implementing the government health services. The directorates are vertically
organised and programme management is highly centralised in Dhaka. Despite a large investment
in rural health infrastructure and health personnel, government services are characteristically seen
as under utilised and inefficient. Many primary health care services, particularly for family
planning, are also provided by NGOs and numerous private practitioners of various kinds. The
MoHFW expenditure has reached 6.9% of the government total, which is equivalent to just over
USS3 per person or about a quarter of the combined public and private expenditure on health.
About 73% of the total ministry budget is for recurrent costs, a half of which is for staff. About one
half of the total is spent on primary health care at the thana level and below. One third of the total
budget is from donor organisations, with a major role played by the consortium of the World Bank
and ten bilateral donors in the Fourth Family Planning and health Project (FPH4).

Since Bangladesh has no accepted national health policy or plan, and neither is there an agreed list
of health sector priorities, the Ministry undertakes health planning by developing individual
projects and seeking support from donor agencies. These projects then have to be vetted and
approved by the Government’s Planning Commission and External Relations Division. The
Ministry now has a total of 110 separate projects, 66 of which are within FPH4 and there 21 are
being executed by the WHO Country Office. WHO is also directly involved in more than another
30 projects with the MoHFW. The relationship between WHO and the MoHFW is thus dominated
by this large number of technical cooperation projects. By comparison WHO’s advocacy role has
remained weak, partly because the Organisation has adopted a low profile and also because it has
been marginalised in this role amongst the donor agencies.

In Bangladesh WHO is generally seen to be a successful UN agency which is strong in technical
cooperation programmes, particularly for disease control and, to a lesser extent for human resources
development. It has also shown that it can be a successful executing agency for ministry projects.
It is a large WHO Office, with 64 professional staff and over 50 individual projects. However, the
Office also suffers from some constraints. For instance, the Organisation is seen to be too closely
controlled by the MoHFW, its activities are planned without the benefits of a national health policy
or plan, and until recently the health sector was dominated by the needs of family planning. In
addition, WHO is only one of many UN and donor agencies working in health, including the
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Consortium led by the World Bank. The capacity of the WHO Office is also seen to be constrained
by the bureaucratic controls exerted by the WHO regional office and by the variable quality of
some WHO staff, particularly the consultants.

The main ‘missed opportunities’ for the WHO Country Office are its weak advocacy and health
planning role at the national level, lack of expertise in health systems development, need for more
collaborations beyond the MoHFW, and a greater involvement in projects aimed at improving the
basic and inservice training of the human resources in health.

With regard to the future role of the WHO Country Office in Bangladesh, there appear to be four
main options for priority development. Firstly, WHO could remain largely as it is now but focus on
a smaller range of priority programmes; Secondly, it could concentrate on being a technical agency
and substantially reduce its executive agency role; Thirdly, it could strengthen its advocacy role by
developing its capacity for in health sector reforms and health systems development; Or fourthly,
due to the size of its technical cooperation and executing agency role, the Office could be given
much greater autonomy from the regional office for managerial decision making.
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Executive Summary - Thailand

Since about 1980 Thailand has sustained strong economic growth and is regarded as a middle-
income developing country. Health status has improved rapidly and the country is now
experiencing the demographic and epidemiological transitions, with an ageing population and the
increasing importance of non-communicable diseases, accidents and injuries. Malaria and dengue
mortality is largely under control, but social and behavioural factors in health, HIV/AIDS and
tuberculosis have become more important. In fact many agencies, such as UNICEF and AusAID,
no longer consider Thailand an aid worthy country. Although Thailand has clearly benefited from
WHO technical cooperation, the future role of the Organisation now needs to be redefined.

The central government allocation to health has increased by an estimated 10% per year and it now
accounts for 6.6% of total expenditure, or about US$38/person/year. The Ministry of Public Health
is the main health care provider, although private-for-profit and NGOs are becoming more
important. Despite health improvements, there are marked urban-rural, socio-economic and
provincial inequalities in health status. The 8th National Health Development Plan (1997-2001) is
being approved and there is strong professional capacity in the MoPH. WHO has supported
Thailand in building its research capacity, which is now seen to be strong, and recently a new
Thailand Research Fund has been established. Thailand also has its own well developed capacity
for health systems research. A Thai-Aid Programme has recently been established, which includes
health, that focuses mainly on the Mekong valley group of countries.

WHO is well respected in Thailand for the support it has given the country. In 1981 Dr Mahler
gave Thailand special decentralised control over its own regular budget funds so that the Ministry
could use them to implement primary health care. However, stricter financial controls have now
been re-established by SEARO and the MoPH, with the WHO Country Office now having less
direct influence over the use of these funds. The Country regular budget, of about US$6 million, is
the eighth largest for a member state but extrabudgetary funds are now very small. One half of the
regular funds are spent on human resources development, including fellowships and training. The
Study “tracer” programmes - essential drugs, EPI and malaria control - have all clearly benefited
from WHO technical support in the past but they are now strong and largely self-sufficient. The
1996-97 Plan of Action contains 20 programmes, with the four largest covering policy reforms and
restructuring, equity in health and health care, tuberculosis control and technology assessment. The
WHO Country Office has a strong local advocacy role, but it is not involved in resources
mobilisation and nor does it act as an executive agency for other donor organisations.

WHO's comparative advantages today in Thailand are its international, scientific and 'normative'
functions, where the Organisation's expertise is well respected. Given Thailand's wealth, the
country is at a stage where it could contribute a great deal to WHO whereas the Organisation's
technical cooperation function is widely seen as largely unnecessary. From the country perspective
the WHO programmes and the professional staff and consultants are all perceived to be of very
variable quality. The Country Office is often seen as being too closely controlled by the MoPH and
largely under the bureaucratic control of the SE Asia Regional Office.

Thailand is now actively contributing as a partner with WHO in technical cooperation with
neighbouring countries. From the country perspective there appear to be three main future options
for the Thailand WHO Office. The first is to continue as now, but this will be increasingly hard to
justify. The second is for the Office to be phased out and many of the present functions transferred
to the MoPH. The third option is to use the regular funds to support TCDC collaboration at sub-
regional levels. The latter appears to be Thailand's preferred choice.
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Executive Summary - Cambodia

After the Pol Pot regime, Cambodia was left in a very poor state. Little tangible evidence remained
of either government infrastructure or previously existing services. Within health, little in the way
of a viable system was operable, professional and skilled technical staff numbers had been
decimated, institutional memory had by and large been lost, and the general level of health of the
population was in a deplorable state. Moreover, ongoing political instability and military incursions
by the Khmer Rouge continued.

Cooperation between WHO and Cambodia was suspended from 1975-1980, after which time
WHO support to Cambodia was carried out under the auspices of UNICEF and the International
Committee of the Red Cross (ICRC). WHO re-established a presence in Cambodia in 1991.

In providing technical advisory support in key programme areas within the MoH, WHO has played
a pivotal role in building the framework for health sector development, and in so doing, providing
uniformity of direction in terms of the development of health systems and structures, policy
reforms and standards of practice. Although much of the progress made in coordinating and
directing health sector development has been attributed to the WHO/ODA/UNDP SHS programme,
other WHO technical advisers have similarly provided direction and established a normative base
in each of their respective programmes. At another level, the WR has been influential in providing
guidance to bilateral and multilateral agencies visiting Cambodia. While the approach adopted by
WHO has not been supported by all agencies, recognition is nevertheless made of the need for
programme collaboration and for WHO to assume a coordinating role.

WHO has had a very relevant and appropriate policy level involvement in systems development.
There has been a high ambition for being comprehensive, at the cost of policy application in
provinces and districts. Monitoring and quality assurance are areas with very limited involvement.

A gradual shift towards support for application of policies is taking place. WHO contribution to
health sector planning has been highly appreciated and used by the MoH, Ministry of Finance and
the external partner agencies. The coverage plan that has been developed is used as a basis for the
WB and other donors. The work on financing policies was seen as possibly being too experimental
in design to be considered appropriate within the context, while the support for capacity building in
health financing was considered relevant and significant.

In its support to service implementation, WHO has largely concentrated efforts at the central level
and in specific disease control efforts (Malaria, TB, Polio). Generally, WHO is highly regarded for
its contributions to these areas. .

WHO support to human resource development has been significant. The Study did however note
that insufficient emphasis is made regarding human resource management issues, and very little
attention is paid to critical issues affecting the effective functioning of staff, such as working
conditions, incentive systems etc. The very limited research inputs are relevant but inadequate and
without appropriate links 1o the rest of the WHO country involvement. WHO has not been able to
fill the expected role and make appropriate and adequate responses in the area of drugs and
reproductive health. The expectations from UNICEF and USAid to WHO in these areas have been
poorly met.

The absence of sufficient resources was also found to impinge upon the recruitment of long term
technical advisory staff resulting in an increased reliance upon short term appointments. This
situation was not found to be entirely satisfactory in terms of continuity of programming or for
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short term appointees in terms of conditions of contract particularly the absence of regular staff
entitlements.

While at one level WPRO support was seen to increase the institutional capacity of the WHOCO,
the nature of support provided also diminished the ability of the Country Office to function as an
autonomous unit. It was the opinion of other agencies dealing with WHO that decisions were often
delayed because of the need to defer to Manila. Outsiders also found WHO administrative
procedures complex and confusing.

Overall, opportunities have not so much been missed as not been made the most of. The lack of
opportunism relates back to a combination of inadequate resources and to WHO's management
systems and structures which, in spite of efforts to improve flexibility and responsiveness,
constrains arrangements for strategic partnerships with other agencies. The rigidity of WHO's
financial system in association with insufficient financial resources to fund essential programmes is
seen to impinge upon WHO's potential effectiveness at country level and has served to diminish
WHO's status in the eyes of other donors.

In sum, WHO has made a significant contribution in supporting the Cambodia Government in its

desire to not only improve the health situation of its population but to catch up with its near
neighbours. :
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Executive Summary - Papua New Guinea

Background

Papua New Guinea is a small Pacific island state of some 4.3 million people located in the South
West Pacific Ocean. Based upon revenue derived from mineral exports PNG is ranked a middle
income country by World Bank standards. However, according to the UNDP Human Development
Index, PNG rates very poorly across all indices.

After a decade of political and macro-economic instability the capacity of the Department of Health
to deliver primary health services has been adversely affected. Marked discrepancies exist in the
capacity of provinces to provide family health. services, control disease and meet basic
infrastructure standards. In addition, institution of constitutional reforms, which have brought about
greater devolvement of authority to provincial and local government have considerably
complicated administrative procedures requiring the development of new administrative models.
With a dearth of experienced senior administrators within the DOH, the Policy, Planning and
Evaluation Unit is dependent upon the support of nine external advisers to bring into effect the
necessary changes.

The consequent effect of a decade of deteriorating health services has had a negative impact on the
health status of the population. PNG now lags behind other Pacific island states in terms of life
expectancy, child survival and adult literacy. The infant mortality rate increased during 1980-1995
from 72-82 per 1,000 live births while maternal mortality remains exceptionally high at an
estimated 8 deaths per 1,000 births.

In 1995, a new five year National Health Plan was formulated to carry the DOH through to the year
2,000. Plan priorities seek to both increase primary health services to the rural majority and
strengthen the institutional capacity of the DOH. Against this background, WHO is supporting
Government in achieving its task.

Study Terms of Reference

Between October 19-28th 1996, the WHO Country Office in Papua New Guinea was- visited as part
of a wider twelve country study examining WHO's support to programmes at country level. In the
process of review four key areas were examined: WHO Country Office structures and processes,
programmes and activities, linkages with other partners in health development, and WHO's
mandate and role. .

Study Findings

Overall, WHO country operations were found to be responsive to a changing environment, relevant
to country needs, supportive of national efforts and to have contributed to strengthening national
health capacity. '

Mandate and Role

A clear notion of WHO's mandate in PNG was apparent. Global and regional initiatives such as
polio eradication, Health For All and more recently, the New Horizons in Health initiative, formed
the thrust of the 1996-2000 National Health Plan. Associated WHO policy guidelines and technical
standards were effectively incorporated into Department of Health policy framework. Similarly, the
Health Promoting Schools concept was endorsed by the Ministry of Education. In the light of
constitutional reforms WHO has also supported Government in revising health legislation
particularly in the areas of health financing and pharmaceutical regulation.

It was generally acknowledged by UN agencies with a presence in PNG that WHO is the technical
lead agency in health, the position being formally acknowledged in the UN Country Strategy Note.
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Structures and Processes

While the Western Pacific Regional Office (WPRO) was found to exert considerable influence over
country operations, institutional structures linking the WHOCO with Manila were not found to be
an obstacle to field effectiveness. Clearly defined planning, management and reporting procedures
were in place and regular communication maintained between the two offices. Little if any direct
communication was however seen to exist between WHOCO and WHOHQ other than the
institution of technical standards and policies generated in Geneva.

In terms of funding arrangements, the long standing policy of zero real growth in regular budget
has served to constrain WHO's potential capacity in PNG. The impact of which was most evident in
the areas of staff recruitment and the often times inability of WHO to translate policy advice into
programme activity. It would also appear, given that a continuous process of re-negotiation is
undertaken between WHO and the DOH during the programme implementation phase, that the
lengthy biennial planning process is not wholly compatible with a system that frequently has to
respond to change both within and external to the health system. At the country level, flexibility to
reallocate programmed funds was found to be limited. In general, the WHOCO depends heavily
upon Regional Office approval and support in the form of either financial, logistical and or
technical inputs to carry out extraordinary functions. Despite the apparent limitations, the
WHOCO with support from WPRO was found capable of responding to emergency situations in a
timely and appropriate manner.

Programmes

At the time of the Study a close working relationship of mutual trust and respect was found to exist
between WHO and the MoH. WHO technical advisers were located in key programme areas
providing support in the areas of health policy, management and planning, finance, nursing reform,
human resource development and the eradication and control of selected diseases. Overall, WHO
programme composition provided a balanced approach between strengthening health systems and
addressing those diseases and conditions which give rise to high rates of morbidity and mortality.
Recognition was made though of the need to consolidate the number of project areas and to review
the balance between support towards policy and planning and discrete programme implementation
at district and community level. Two areas found to be poorly served were reproductive, maternal
child health and operational research.

Linkages

In the absence of a strong resource base WHO is at potential risk of being marginalised by the
emergence of large donors within the health sector. In recognition of this fact the WHO,Country
Representative (WR) has sought to further consolidate WHO's position in PNG both with
Government and other partners in health through increasing WHO's role in advocacy, facilitation,
coordination and resource mobilisation. Formal coordination mechanisms have been established
with other donors to promote this effort while a strong partnership is maintained with other UN
agencies.

In terms of future directions it would appear that greater emphasis may be placed upon normative
functions, particularly the use of advocacy and in focusing in upon key policy issues and reforms.
The 1998/99 Collaborative Programme Plan reflects that some consolidation in the area of
technical operations has already been planned. In addition, in the light of a substantial increase in
planned programme activities by donors over the next few years in association with near absent
Government monitoring of donor activities, a potential role identified by the WR is in assisting
Government to monitor health system balances.

In conclusion, against a background of difficult country contextual factors along with limited
resources the WHOCO demonstrated an ability to provide effective ongoing support to key
programme areas while remaining responsive to a frequently changing environment.
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Gaps in National Health Systems Capacxty and WHO?’s Contribution : Ethlopla
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Gaps in Natlonal Capacnty and WHO?’s contribution: Tanzania

[ ASSESSED

Major health sector reform
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:*| on specific content/normative
2| framework for reform.
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" No analysis of consequences.
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Gaps in National Capacity and WHO’s contribution in filling these gaps: Haiti
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Gaps in Nationai Capacity and WHO’s contribution in filling these gaps: Bangladesh

1. CONTEXT

1.1 General Development

Bangladesh is a poor developing country (GDP US$240), densely populated, subject to political
instability and natural disasters.

1.2 The Health Care System
Health indices show the pattern of poor developing countries with relatively high under 5 mortality
rate, high frequency of low birth weight, and high but declining birth rate.

The Ministry of Health and Family Welfare is organised into two parallel directorates: one for health
services and the other for family planning and maternal and child health. This division goes right
down to the most peripheral units at the community level.

The national health budget is of the order of US$3/head to which is added about US$9/head from
donors.

2. NATIONAL CAPACITY
The health scene in heavily dominated by the involvement of external agencies -- multilateral and
bilateral agencies.

2.1 Human & Institutional Resources

Gaps in national capacity are being filled by expatriate experts but some of the apparent gaps relate to
managerial problems within the system. For example, nursing staff are apparently in short supply in
institutions but at the same time, it is estimated that there are 5,000 unemployed trained nurses.
WHO/SEARO programmes to strengthen human resources development have met with only partial
success.

One major gap is the capacity to reform the health care system and make it more efficient. WHO and
other agencies are trying to fill this gap.

2.2 RESEARCH CAPACITY

This is a very weak area. Inputs from WHO/SEARO, WHO global programmes and other agencies
have produced limited results. One factor may be deficiencies in the basic training of doctors and
other health professionals. UK/ODA and other agencies are attempting to rectify this defect by
strengthening the academic programmes in medical schools.

3. GOALS _
The work of the WHO/CO is heavily dominated by the massive involvement in the implementation of
specific projects under the FPH4. WHO staff claim to be working in the background to influence
health development but its influence is not clear.

4. LINKAGES

Various mechanisms are in place for attempting to coordinate the programmes of the various donors
as well as national NGOs. The most notable example is the consortium of donors involved in the
FPH4 programme.

4.1 The Consortium
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The consortium of donors, under World Bank's chairmanship, is currently implementing a major
population and health programme -- FPH4. The latter consists of over 100 projects; WHO is
contracted to implement 21 of these projects.

4.2 Other External Agencies
Some other external agencies, not part of the consortium e.g. USAID, also collaborate with WHO.

5. STRUCTURES
WHO Country Office is large with over 60 professional staff, most of whom are funded by EBFs.

6. WHO'S COUNTRY PROGRAMME

6.1 Traditional technical programmes

WHO has had extensive input into the development of traditional programmes: specific disease
control, immunisation, drug action, etc. In spite of the difficulties mentioned above, WHO has
achieved some significant successes in strengthening national programmes. The tracer programmes
show that national programmes on immunisation, on drugs and on malaria control have been relatively
well developed. WHO has been involved in programme planning and in training of key staff.

6.2 Role as executing agency .
WHO is closely involved in the implementation of the Fourth Family Planning and Health Project
(FPH4) and has the responsibility of implementing 21 of the projects. WHO's function as an executing
agency has met with mixed success. One source of complaints was the protracted bureaucratic
processes for the procurement of equipment and supplies and the recruitment of personnel. With
regard to the latter, there are also complaints about the quality of some of the WHO recruited
consultants and project staff. A recent decision to advertise project posts should help to identify
competent staff.

WHO needs to make the management of its projects more efficient. Procurement procedures need to
be reviewed to make the process faster and more efficient. Some of the delays are beyond the control
of WHO staff ; apparently it may take 6 to 12 months to obtain government clearance for selected
WHO consultants!

7. COMMENTS ON MAJOR ISSUES

7.1 Health Policy and Advocacy

The health system in Bangladesh is much influenced by external agencies. It does not seem that
WHO's voice is heard clearly above the many competing views from UN agencies and bilateral donors.
Even on technical matters, WHO's recommendations are not always given adequate hearing. For
example, WHO had worked with the national malaria and vector programme to promote the use of
insecticide impregnated bed nets and other vector control measures but the project was frustrated for
some 18 months because another arm of the Bangladesh government had banned all imports of
insecticides!

The Bangladesh government does not seem to regard WHO as its best source for guidance on health
development. Rather, it seems to prefer World Bank's approach which has led to fragmented
incoherent programme. WHO has an uphill task to upgrade its status from a mere executing agency to
being a credible adviser on health development.

7.2 National Health Policy

The government has not developed a national health policy. The exercise commenced recently. The
terms of reference were "cleared by the World Bank" but WHO was not involved at this early stage!
The regional director apparently raised the issue during a recent visit to the country. WHO is serving
as a technical organisation to implement a set of projects rather than being an important adviser to the

A65



national government on health policy matters. It is difficult to find out how WHO became
marginalised (WHO is serving at the teller, whilst the World bank is discussing investment policy with

the manager!")

Instead of a coherent national health system, the health sector in Bangladesh has been projectised.
Will WHO have the opportunity of correcting this error by playing a more active role in the
formulation of the health policy. This will depend on the receptivity of the national government and a
better understanding of health development by the advisers from the World Bank.

7.3 WHO's Relationship with the Ministry of Health

WHO needs a new image in Bangladesh. It can acquire this new image by improving its own
performance. The national government should also change its perspective and make more use of
WHO's policy guidelines. The other external agencies, notably the World Bank should refrain from
policies that tend to fragment and projectise the health system and they should support WHO in
helping the national develop a coherent health policy.

In the interest of a rational development of the health services in Bangladesh, WHO's role needs to be
redefined and enhanced. All three parties -- WHO, national government and external donors notably
the World Bank: must cooperate in bringing about these changes.

7.4 Sustainability

Is the ready availability of external aid creating a culture of permanent dependency? For example, the
government company that manufactures drugs is now making substantial profits and yet the revenue is
not used to support the quality control laboratory which still relies on WHO resources for its

operation.
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Gaps in National Capacity and WHO’s contribution: Thailand
Adetokunbo O. Lucas

1. Context

1.1 Economic Development

With a GDP of over US$2,000 and a rapidly growing economy, Thailand is the most advanced country
included in this study. It has abundant financial and human resources mcludmg highly trained health
professionals: doctors, nurses, biomedical scientists, researchers.

1.2 History of Primary Health Care

WHO has made major contributions to the development of Thailand's health system and of its
technical programmes as well as the strengthening of research capacity. The long and intensive
involvement of WHO included a period during which, Dr. Halfdan Mahler, the Director General of
WHO (with his chief adviser, Dr. Josh Cohen, and under the national leadership of Dr. Amom of the
Ministry of Public Health) took a personal interest in the process of developing primary health care in
Thailand. Through this and other initiatives, WHO helped to shape the Thailand's health system.
WHO also made significant contributions to the training of the staff of Ministry of Public Health
through its fellowship programme, workshops and seminars.

2. National Capacity

2.1 Health care

As compared with many other developing countries, Thailand has a high degree of capacity to manage
its health sector. Not only in the public sector, but with increasing affluence, there has also been a
considerable growth of the private sector. But there are some gaps for which Thailand seeks support
from WHO and from other sources. For example, Thailand needs to acquire expertise is in the design
of national insurance scheme and in tackling the emergent chronic diseases, cardiovascular, cancers,
etc., which now characterise its epidemiological transition.

Is WHO filling th.e right gaps? Some concern was expressed about the quality of the technical
assistance that WHO is providing on these advanced subjects. Some of the WHO consultants were
apparently not of the quality that Thailand needed for tackling some of these complex issues.

2.2 Research Capacity

WHO, through the regular budget and special programmes, has been instrumental in strengthening the
research capacity in Thailand and in turn, the organisation has made extensive use of Thai scientists
and institutions in carrying out important research projects of great value to developing countries. For
example, grants from TDR totalled over US$14 million. Some of these grants were for training and
institution strengthening but increasingly, Thai scientists have been contracted to carry out critical
research studies. Data generated from Thai studies formed an important component of the package that
was submitted to drug regulatory agencies all over the world for the formal registration of the anti-
malarial drug, mefloquine. The South East Asia Region Advisory Committee on Health Research
identified Dengue haemorrhagic fever as one of the research priorities. Thai scientists participating in
this initiative, have made significant contributions to the clinical research that led to a marked fall in
the case fatality rate and have developed a vaccine that is currently being evaluated.

3. Activities of WHO's Country Programme

3.1 Traditional programmes

Current activities of the WHO country office reflects this transitional stage of Thailand. One part of
the function is the traditional function of responding to requests from the Ministry of Public Health, for
technical support, training grants and exploration of pilot projects. Indigenous capacity for operating
the health services is well developed and there are abundant resources. In spite of this, WHO
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continues to provide relevant inputs. One example is WHO's initiative in promoting the intensified
effort to eliminate poliomyelitis. In developing the National Immunisation Day the WHO established
an interagency coordinating group including UNICEF, Rotary international and JICA.  The Thai
experience provided a useful model for other countries in the region and Thai experts formally assisted
Bhutan in developing their national programme.

3.2 Thai technical services through WHO
Increasingly, Thailand is providing services to neighbouring and other developing countries through
the WHO office:
e Individual Training: In 1995, the WHO office processed about one thousand applications and
placed over 500 candidates in Thai institutions;
¢ Group Training: Seminars and workshops to enable other countries in the region to share
some of Thailand's experience, e.g. management of hospital wastes; Technical Services
Quality control of drugs, diagnostic services for the identification of pathogens by Thai
institutions; and
e Thailand institutions provide technical services for neighbouring countries through WHO:
laboratory services including diagnostic virology, quality assurance of drugs, etc.
¢ Joint research and action programmes organised through WHO, e.g. malaria control;
Training workshops based on Thai projects organised through WHO, e.g. disposal of hospital .
wastes; and
o Consultants and advisers recruited through WHO for other developing countries.

3.3 Cross-border collaboration
For several reasons, Thai authorities are anxious to intensify their sub regional collaboration with
neighbouring states in Indo-China, and with other developing countries:

o Cross-border re-introduction of infection is a threat to the gains that Thailand has made in
controlling some of its endemic diseases e.g. over 40% of new cases of malaria diagnosed in
Thailand in 1995 were from across the Burmese border;

¢ Thailand regards its wider contributions to WHO as recognition of its status as a technologically
advanced country.

WHO's should further promote TCDC in the Indo- Chma peninsula with Thailand playing an important
role. 'WHO provides a neutral base for such collaboration especially in situations where political
problems make direct bilateral collaboration difficult.

One constraint is that some of Thailand's closest neighbours belong to two WHO regions, SEARO and
WPRO. Some initiatives have taken place involving countries from both regions but the heavy hand of
WHO bureaucracy sometimes makes the process unduly tedious and complicated. for example, a letter
from the WHO office in Thailand to the office in Cambodia goes through Delhi (SEARQO) and Manila
(WPRO). One can easily identify a shorter route.

4. Linkages

4.1 Other external agencies

Few other international have significant in-country health programmes in Thailand. Interviews with
UNICEF and other agencies indicate the WHO office is highly regarded and provides for the other
organisations appropriate technical guidance. One area of concern is the new programme on AIDS
which has as yet not effectively replaced the technical expertise that WHO provided before UNAIDS
was established.

4.2 UNAIDS
The UNAIDS programme has not settled down to be productive. It has so far been unable to provide
the quality of technical support that Thai institutions obtained from WHO on HIV/AIDS.
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4.3 WHO guidelines

Personnel of national institutions and of other external agencies have a high regard for WHO
publications and technical guidelines. The documentation centre at the Ministry of Health is a useful
facility but additional effort is required to achieve wide dissemination of WHO publications.

5. The Way Forward

5.1 Innovative methods of technical cooperation

WHO is exploring new ways of meeting the needs of Thailand. For example, a "Healthy Cities"
project, uses Flinders University in Australia as a resource for training and research. In spite of its
highly developed institutions, Thailand still derives benefit from WHO traditional programmes. For
example, WHO was instrumental in and supporting the National Immunisation Day in the thrust for
eliminating poliomyelitis. WHO's influence can still be of value in addressing such issues a equity.

5.2 Changing the character of the WHO country office

The character of the WHO office has changed and needs to adapt to the changing needs of Thailand.
WHO has not established criteria for determining when a country can graduate from needing a WHO
office to being like other developed countries, linking to WHO through its own national mechanisms.
Thailand could be a candidate for deriving such criteria. Thailand could now enter a transitional phase
in which the host country takes over specific services that are currently being performed by the WHO
office, e.g. processing of fellowship applications, provision of technical services;

5.3 Sub-regional role and Cross-border Collaboration

The WHO office could more formally be a sub-regional office specifically aimed at supporting cross-
border collaboration with neighbouring countries. WHO could thereby provide a neutral platform for
health collaboration in the Indo-China peninsula. Such collaboration should logically involve
neighbouring countries that belong to the SEARO and WPRO WHO regions. Such an arrangement
would be a rational use of WHO's resources to promote technical cooperation among developing
countries, not as an empty political slogan but in reality engaged in substantive projects. Thai
institutions and professionals have an established track record of such collaboration e.g. SEAMEO-
TROPMED -- a collaborative research and training programme that has been successfully managed
from Thailand.

6. The National Response

6.1 Residual problems

In this period of national development, there has been some tendency to create new entities with the
concomitant risk of duplication of effort and lack of coordination. For example, there has been an
explosion of institutions and programmes on health research but there is no overall mechanism for
determining national priorities. The national government should consider working with WHO and
COHRED to review its current programmes and take corrective actions where needed.

6.2 Facilitating Thailand's International Role

Thailand is anxious to play a key role in cross border health collaborative effort under the auspices of
WHO. In order to play this role effectively, it would need to establish and improve mechanisms for
operating inter-country projects smoothly and efficiently. For example, it would need to facilitate the
travel of WHO appointed consultants, short term advisers and other participants. This would require
careful briefing of its immigration authorities at home, at border stations and at Thai visa offices
abroad. If Thailand is going to play a significant role as a sub-regional hub for international health
collaboration, it would need to entertain WHO related individuals regardless of race, ethnic origin,
nationality or religion.
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