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In 1945, after the end of the Second World War, a United Nations
Conference on International Organizations meeting in San Fran-
cisco unanimously approved a proposal by the delegations of Brazil
and China that an international conference should be held to estab-
lish an international health organization. The conference took place
in New York and approved, in July 1946, the Constitution of the
World Health Organization (WHO), which came into force on 7
April 1948, when the 26th of the 61 governments who had signed it
ratified its signature. WHO immediately assumed the functions pre-
viously held by the Health Organization of the League of Nations,
but the scope of its work in health was vastly greater than that of any
previous health organization.

The number of WHO Member States has now grown to 191.
The governing bodies of the Organization are the World Health As-
sembly and the Executive Board. WHO is a decentralized organiza-
tion, with six regions, each of which has its own Regional Committee
and Regional Office. There are WHO Representatives in most de-
veloping countries.
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Health is a state of complete physical,

mental and social well-being and not merely
the absence of disease or infirmity.

L.
INTRODUCING
REFORMS AT WHO

The objective of the World Health Organization
shall be the attainment by all peoples of
the highest possible level of health.

Constitution of WHO

Profound changes — political, economic and so-
cial — are affecting the world. The end of the cold
war, greater emphasis on market-based economies
and democratic reforms, together with a growing
burden of debt in certain countries, have resulted
in new challenges for the World Health Organiza-
tion. These and other factors can significantly af-
fect health status and disease patterns and some may
jeopardize hard won improvements in life expect-
ancy and infant mortality rates.

In order to react effectively to these develop-
ments and to the changing needs and expectations
of Member States, WHO has embarked upon a proc-
ess of reform to build an adaptive and accountable
organization with appropriate policies and structure.
The resulting improved efficiency and effectiveness

should ensure that the Organization continues to
fulfil its constitutional role as the directing and co-
ordinating authority for international health work.

Reforms at WHO have been conducted with the
active participation of the Governing Bodies. The
Executive Board Working Group on the WHO
Response to Global Change, set up in May 1992,
provided a vital stimulus for change. The 47 recom-
mendations of the Working Group provided the
foundation for the ongoing dynamic reforms which
encompass virtually every aspect of WHO’s
operations. The implementation of these recom-
mendations, now nearing completion has been the
starting point of a series of reforms and efficiency
measures which have strengthened the culture of
reform in WHO. This document describes the most
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important ones but only provides
a snapshot of the reform move-
ment in WHO. The “mentality”
and the structure necessaty to pur-
sue the requisite reforms to meet
evolving needs are now in place.

Since WHO was set up in
1948, there has never been such
an intensive effort to introduce
changes at all levels of the Organi-
zation. While the development

teams created to support this
effort involved over 600 staff at all
organizational levels, the manage-
rial and budgetary reform has
involved all programme staff, in-
cluding an informal group of
WHQO’s directors and programme
managers at headquarters and
other support groups in regions
which provided important input
into the process.

WHO REGIONAL OFFICES AND THE AREAS THEY SERVE
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Since 1993 the 47 recommendations for global change endorsed
by the Executive Board have been acted upon, and in a number of
instances, the scope of the reforms has been extended beyond the origi-
nal recommendations.

The reforms cover virtually every aspect of WHQO’s operations:
prioritization of activities; policy development and target setting; moni-
toring, evaluation and reporting; management and communications
systems; the role, function and composition of governing bodies;
coordination between headquarters, regional and country levels; inter-
governmental cooperation; use of WHQO Collaborating Centres; staff
selection and development; budgeting mechanisms and others. More
than 100 documents on reforms have been presented to the WHO
governing bodies, which have responded with over 70 decisions and
resolutions, thus firmly grounding the reforms in WHO's day-to-day
management.

A TRULY DECENTRALIZED AGENCY
Proposed ProgrammeBudget for 1998-1999
Regular Budget
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II.
HEALTH FOR ALL FOR THE
TWENTY-FIRST CENTURY

Since the creation of WHO, the priorities of international public health have under-
gone profound change. Half a century ago, the major challenges facing the world
community were the lack of biological standardization or a unified pharmacopoeia
and the absence of reliable global health statistics. Penicillin and streptomycin were
still recent discoveries with unclear potential. There was no internationally observed
system of quarantine, and epidemics of smallpox, poliomyelitis, cholera, typhoid and
influenza commonly occurred in many parts of the world. Health care workers were
in short supply almost everywhere, particularly in developing countries. Since then
significant progress has been made in these and other areas of international public
health, often with the involvement of WHO.

SOME ESSENTIAL ELEMENTS OF PRIMARY HEALTH CARE
1983-1985 and 1991-1993
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The cornerstone of WHO’s institu-
tional vision remains “health for all” —
the attainment of a level of health for all
people that will permit them to lead a
socially and economically productive life.
Since its adoption in 1978, the health-
for-all strategy has revolutionized long-
term thinking about health, provided a
unifying concept for international health
development work, and contributed to a
number of major achievements, includ-
ing increased life expectancy, declining
infant mortality rates and improved ac-
cess to basic health services through the
implementation of primary health care.
But in the twenty years since the adop-
tion of the health-for-all strategy, major
changes in political, social and economic
development have influenced its imple-
mentation. At the same time, the values
and policy priorities set by WHO have
significantly influenced national and
international strategies for health and
development.

As the new millennium approaches it
is clear that health for all will not be uni-
versally attainable by the original target
date of 2000 and should be re-examined
in the context of a dramatically shifting
social, economic and political landscape.
This was recognized by the World Health
Assembly in 1995, which emphasized:

“... the need to give priority attention to
those most seriously deprived in terms of
health or health care, whether owing to
poverty, marginalization or exclusion; and
recognizing also in this regard, the need for
intensified support of the international
community; ...”

WHA48.16; May 1995

The report of the Executive Board Work-
ing Group on the WHO Response to
Global Change provided the impetus for
WHO to develop further the health-for-
all policy for the twenty-first century. The
development of a new policy based on two
fundamental principles — equity and soli-
darity — underpins all the changes in the
reform process. A framework for the
policy has been developed to cover gen-
eral and individual health situations, and
differing political, economic, social and
cultural conditions, and to serve as the
basis for the elaboration of new national
policies. The policy addresses the new
realities and ongoing challenges for the
next century; it deals with the major
influences on health and trends likely to
continue beyond the year 2000, such as
poverty, ageing of the world population,
impact of tobacco consumption and anti-
microbial resistance.
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The new health-for-all policy reflects the need to move
to a world in which a “culture of health” is established
and where health is central to human development. The
basic policies and strategies to guide that transition must
be specified and agreed to urgently by all in order to main-
tain cohesion and coherence of effort over the coming
decades. Three fundamental approaches are required:

1. the health-for-all value system is established globally;
2. health becomes central to development; and
3. sustainable health systems are developed.
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HEALTH-FOR-ALL (HFA) VALUE SYSTEM

The HFA walue system builds on the pursuit of human rights and application of
ethical values and principles to all aspects of life.

Pursuit of human rights

The right to hedlth is central to all human rights and health suffers when any human
right is denied. An HFA value system will not tolerate failure to tackle preventable
health problems, ill-health and suffering caused by poverty and social exclusion.

Ethics, equity and gender

An equitable health system ensures universal access to adequate care without im-
posing an excessive burden on the individual. Ethics will guide developments in
science and technology. A gender-sensitive perspective is vital for planning and im-
plementing health policies and strategies. (A gender approach to health implies look-
ing at the different social roles of women and men and how this affects their health

status and their access to health information and services.)

Health reaches far beyond medical issues and must
be seen as an integral part of human-centred devel-
opment. Health as a human right has been reaffirmed
by many major United Nations conferences and, in-
deed, the success of many development strategies is
measured in terms of a population’s health: reduced
maternal mortality rates, increased child survival
rates, increased life expectancy and reduced disease
burden.

The new policy will be implemented first
and foremost by Member States, WHQ, other UN
agencies and other partners in the health and
development process. The policy will be adapted to
the individual needs of countries for implementa-
tion at country level. It will be implemented by

WHO through the next three to four General Pro-

grammes of Work, which establish programme pri-
orities for the work of the Organization for a period
of six years. In this context, WHO will:

® support its Member States in formulating, imple-
menting and evaluating their health policies;

* facilitate technical cooperation and exchange of
information and experience;

® claborate and maintain ethical and technical
standards in the field of health;

® ensure resource mobilization and coordination for

health.

The WHO Constitution will be revisited in the light
of the new mission and functions of the Organiza-
tion determined by the Policy.
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PARTNERS IN HEALTH AND DEVELOPMENT

One of WHO’s priorities for the twenty-first cen-
tury is to strengthen partnerships for health that
bring together actors from the public and private
sectors and others with an interest in health to work
towards the common goal of improving the health

strengthening existing relationships with the devel-
opment banks; diversifying and deepening partner-
ships with the NGOs; extending collaboration to
include direct associations with the private sector;
enhancing interaction with the academic commu-

of the population in the
most economical and ra-
tional manner.

WHO has had long
experience with partner-
ships, having worked
closely with its own
network of centres of ex-
cellence and collaborat-
ing centres, nongovern-
mental organizations
(NGOs), bilateral aid
agencies, private founda-
tions and other United
Nations organizations
on a wide variety of
health interventions. It
will continue to expand
its partnership base to
ensure that more re-
sources are mobilized for
health. So far, this ex-
pansion has included, as
part of the reforms:

WHO HEALTHY CITIES
PROGRAMME

In the face of rapidly increasing urban populations
there is growing concern over the health of city
residents. This has led to the development of the
Healthy Cities movement in which more than
1000 municipalities participate. Healthy Cities
strive to improve health and living conditions in
urban areas, with local governments as the key
partners in the process. This is achieved through
a process of political commitment, institution
strengthening, innovative action that involves all
local stakeholders, community participation and
networking. The programme is being implemented
through regional networks of Healthy Cities, co-
ordinated by the respective WHO regional office,
and through multi-city action plans in which mu-
nicipal authorities cooperate on specific common
concerns such as environment, accidents and
drugs. Healthy Cities are today interlinked with
other WHO programmes, in settings such as
Healthy Schools, Healthy Markets and Healthy
Islands. Thus, new partnerships are being cre-
ated at the local level through a process of “net-
working the networks”.

nity; and expanding lo-
cal partnerships to
develop networks of
Healthy Cities and Safe
Communities.

Many joint projects
already exist with part-
ners in the UN system.
Tripartite projects be-
tween UN agencies,
NGOs and business are
on the increase. The
media have demon-
strated great interest in
these, as have the sports,
travel and leisure indus-
tries, as well as many
“lifestyle” companies.
New communication
and information dis-
semination channels are
opening across the globe
as a result of these new
partnerships.
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Health development is an overall investment
strategy and is not only concerned with the provi-
sion of medical services. This has led WHO to in-
crease action on the determinants of health — such
as water and sanitation, tobacco use and pollution
—and to diversify its alliances for health, “not just
to find new sources of funding but to open our work
to broader and more direct participation of all the
people we exist to serve”, as WHO’s Director-Gen-
eral has explained. Through innovative networks,
WHO has reached out to all government sectors

The 1992 UN Conference on Environment and
Development (UNCED) led to new and strength-
ened collaboration between UN agencies in the area
of hedlth, environment and sustainable development.
This collaboration was fostered through the newly
established Inter-agency Committee on Sustainable
Development (IACSD). For example, WHO has
been designated Task Manager of Protection and Pro-
motion of Human Health. In this capacity, WHO
is collaborating with its partners, including UNEP,
FAO and ILO, in the planning and implementation
of projects and programmes. WHO's role as lead
agency in this area is based on its comparative ad-
vantage in dealing with the linkages of health and
environment in the context of economic development
which is supplemented by the sectoral expertise of
partners inside and outside the UN system.

In response o UNCED, a further new instru-
ment to foster collaboration in the area of chemical
safety was created. The Inter-Organization Pro-
gramme for the Sound Management of Chemicals

|
INTERAGENCY COLLABORATION IN HEALTH
AND THE ENVIRONMENT

concerned with health, to local authorities, NGOs,
communities and the private sector. WHO has con-
tributed with foresight to strategies for sustainable
development (United Nations Conference on En-
vironment and Development (UNCED), 1992) and
reproductive health (Conference on Population and
Development, 1994), and has drawn attention to
the health effects of urbanization, environmental
degradation and population displacement. The Or-
ganization is advancing the plan of action of the
International Conference on Nutrition held in

(IOMC) comprises: WHO, International Labour
Organisation (ILO), United Nations Environment
Programme (UNEP), Food and Agriculture
Organization of the United Nations (FAO), United
Nations Industrial Development Organization
(UNIDQO), United Nations Institute for Training
and Research (UNITAR) and Organisation for
Economic Co-operation and Development
(OECD), with WHO being the host of the IOMC
Secretariat. This collaboration has led to the devel-
opment of UN-wide activity profiles in chemical
safety which avoid duplication and waste of re-
sources.

The IOMC combines the expert skills and
financial resources of individual agencies so that
policies, information resources, and operational
programmes respond to specific sustainable develop-
ment concerns.

Muludisciplinary approaches and intersectoral
collaboration greatly magnifies the impact of work
in the field of sustainable development.




S
CHANGES AND REFORM AT WHO

Rome in 1992. More recently it has continued to show leadership
has taken up the challenge of and coordinative capacity, as out-
health’s contribution to social de- lined in its Constitution as its
velopment (World Summit for main task. Such efforts have
Social Development, 1996). In  helped to rationalize the distribu-
Beijing (Fourth World Conference  tion of the work between the vari-
on Women, 1995), WHO drew ous UN agencies, with emphasis
attention to the interaction be- on cooperation at the level of in-
tween health and the status of terventions (in most cases in
women, a permanent priority for countries), leading to more har-
the Organization. In short, WHO monious technical cooperation

[ R |

RESPONDING TO COMPLEX EMERGENCIES

An Inter-Agency Standing Committee (IASC) was established in June 1992
to improve coordination of humanitarian assistance in complex and major
emergencies. It operates under the leadership of the Emergency Relief Coor-
dinator, who is the Under-Secretary General in the UN Department of
Humanitarian Affairs, and is composed of the heads of the operational agen-
cies (United Nations Development Programme (UNDP), United Nations
Children’s Fund (UNICEF), United Nations High Commissioner for Refu-
gees (UNHCR), World Food Programme (WFP), FAO and WHO). Also
participating in the IASC are the International Organization for Migration
(IOM), International Committee for the Red Cross (ICRC), International
Federation of Red Cross and Red Crescent Societies (IFRC) and a number
of NGO:s.

WHOQO is an active member of the IASC and is involved in inter-agency
activities such as coordination, resource mobilization, staff development pro-
grammes, monitoring and evaluation, local capacity strengthening and relief
development, including public health problems related to internally displaced
persons.

When complex emergencies occur, the IASC may appoint a Humanitar-
ian Coordinator in the country or area affected to assume overall strategic
coordination at the field level. WHO staff collaborate closely with the Coor-
dinator and provide leadership and technical support in the health field.

10
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and efficiency savings for all involved. A good example is the success-
ful mechanism to ensure that there is no duplication of effort between
agencies responding to complex emergencies such as in the former Yu-
goslavia and Rwanda.

In the course of the last decade the role of nongovernmental or-
ganizations in health has increased significantly. Their involvement in
United Nations summit meetings has led to greater recognition. Cor-
porate interest and involvement in health issues have also increased.
In addition, new players have entered the health arena, first and fore-
most the lifestyles and leisure industries (food, drink, sports, tourism,
fitness, etc.) as well as associations representing consumer interests.
Within this new environment, partnerships can foster new opportuni-
ties for health and try to make health “everybody’s business” by focus-
ing on practical solutions for practical problems, while respecting pub-
lic health approaches.

[ |
PARTNERSHIPS FOR HEALTH

® Management-based, e.g. strengthening national capacity and manage-
ment information systems (including surveillance, monitoring and evalu-
ation)

* Product-based, e.g. vaccines, deworming drugs for children, nicotine
replacement therapy, insecticide impregnated bednets to prevent malaria

* Service-based, e.g. advisory services and guidance, together with the
tourism and travel industries, for the prevention and early detection of
disease

* Systems and settings-based, e.g. creating supportive environments for
health such as Healthy Cities, safe workplaces and health-promoting schools

* Issue-based, e.g. poliomyelitis eradication, leprosy elimination, tobacco
control, food fortification

® Message-based, e.g. campaigns for healthy lifestyles or road safety, and
against drink driving, especially in partnership with the communications
industry

11
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I11.
PROGRAMME POLICY:
BUILDING ON SUCCESS

In the fifty years since it was formed, WHO, together
with its Member States and partners, has had some
remarkable successes, the most notable being the
eradication of smallpox —a WHO-led effort consid-
ered by many to be the single greatest achievement
of the United Nations system. [t has saved the world
an average of US$ 1 billion annually since eradica-
tion was certified in May 1980. This compares with
about $300 million that was spent in the entire 10-
year global eradication effort.

Currently, WHO is continuing this tradition of
success with the following major achievements:

¢ The joint WHO-UNICEF Expanded Programme
on Immunization, which has succeeded in rais-
ing worldwide vaccination coverage for six ma-
jor childhood diseases from less than 5% in 1974
to more than 80% by 1995. Today, this pro-
gramme saves upwards of 3 million lives annu-
ally. At an average cost of less than $15 per child,
it is the single most cost-effective health inter-
vention in the world.

® The eradication of poliomyelitis has already been
achieved in the Americas and is targeted world-
wide by the year 2000. According to Rotary In-
ternational, which supports WHO’s activities in
this field, eradication will save the United States
at least $230 million a year in immunization costs.
Worldwide savings are estimated at $1500 million.

 [tis estimated that immunization against neonatal
tetanus prevented nearly 800 000 neonatal deaths
and 50 000 maternal deaths in 1995. By 1999 all
countries are expected to have eliminated
neonatal tetanus.

¢ The WHO-led programme for elimination of river
blindness (onchocerciasis) as a public health
threat in 11 countries of West Africa has opened
enough riverine land for resettlement and culti-
vation in the region to feed an estimated 17 mil-
lion people using indigenous technology and
farming practices. Following this success, on-
chocerciasis control has been expanded to cover
19 additional endemic countries in Africa
through the new African programme for on-
chocerciasis control.

* The global prevalence of guinea worm disease
(dracunculiasis) has been reduced from 3.5 mil-
lion cases in 1986 to fewer than 130000 in 1996,
greatly reducing health care costs and improving
labour productivity in dozens of countries where
the disease was once rampant.

¢ During the past decade, a worldwide campaign
spearheaded by WHO has reduced the burden of
leprosy by more than 80% to fewer than 1 mil-
lion cases registered for treatment, and the dis-
ease is targeted for elimination as a public health
problem by the year 2000.

12



L
CHANGES AND REFORM AT WHO

® Thanks to the Southern Cone Initiative, a WHO-
led effort launched in six South American coun-
tries in 1992, the prevalence of Chagas disease —
the world’s third largest disease burden — will be
reduced by more than 70% for the whole of the
continent by 1998, preventing economic losses
of an estimated $4550 million.

® The WHO Action Programme on Essential Drugs
was established in 1981 to collaborate with coun-
tries in the development and implementation of
national drug policies and programmes to ensure
equity of access to essential drugs, rational use of
drugs, and drug quality. In the past 20 years, with
WHO assistance, over 120 countries have
adopted essential drugs lists, 60 have developed
national drug policies to guide action in the phar-
maceutical sector, and scores of countries have
implemented treatment guidelines for essential
drugs. Each year the Programme directly supports
over 50 countries in the areas of policy, access,
rational use, and drug quality.

* The FAO/WHO Codex Alimentarius Commis-
sion (CAC) was established in 1962 to provide
an internationally recognized set of food stand-
ards to protect the health of consumers and to
facilitate the international food trade by estab-
lishing definitions and requirements for traded
food commodities. The CAC has grown in mem-
bership from an initial 30 countries to more than
150 as of March 1997. It has elaborated over 240
commodity standards, more than 40 different
codes of hygienic and technological practices, and
over 3000 maximum levels for chemicals, addi-
tives and contaminants in food, including
residues of veterinary drugs. Its standards were

consulted when WHO prepared an International
Code on Marketing of Breast-milk Substitutes in
1980, and it was closely involved in the Agree-
ment on Technical Barriers to Trade, included in
the Final Act of the GATT Uruguay Round, and
which should have direct impacts on health. With
the International Atomic Energy Agency (IAEA)
and the United Nations Environment Programme
(UNEP), following the Chernobyl nuclear acci-
dent in 1986, it established recommendations on
maximum levels of radionuclides in food traded
across international borders.

Despite these successes, antimicrobial resistance and
communicable diseases such as dengue, hepatitis,
HIV/AIDS, malaria and tuberculosis continue to
pose major threats. Ageing, maternal mortality,
pollution, substance abuse, unsafe blood supplies,
urbanization and violence are some of the additional
challenges that WHO now faces. The dramatic
changes that characterize the final decade of the
twentieth century, and necessitate major reforms in
the United Nations system as a whole, have not left
WHO unaffected. Calls for democracy and good
governance, social justice and respect for human
rights, a clearly defined role for the state, increased
community involvement in decision-making and
economic globalization are the ingredients of change
affecting the daily lives of the world’s population
and must be taken into account as the Organization
prepares to enter the twenty-first century.

As part of the reforms and to build on 50 years
of achievement, WHO embarked on a major pro-
gramme restructuring effort in 1994, which has im-
proved the focus and cost-effectiveness of pro-
gramme activities and achieved greater synergy of

13
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PROMOTION AND
PROTECTION OF HEALTH

Many of the major hedlth problems, both
in developing and developed countries, are
related to individual behaviour. This can
be a matter of personal choice and of op-
portunity, but physical, chemical, biologi-
cal and psychosocial factors can also cause
short-term or long-term health problems.
Population growth and structure, uncon-
trolled fertility, environmental problems
and malnutrition have a significant impact
on health status. Health promotion and
protection to prevent disease, injury and
disability are therefore one of WHO's key
policy orientations, integral to all WHO

programmes.

effort in the fight against disease
and ill health. The work of the
Organization has been reshaped:
59 specific programmes have been
restructured into 19 major pro-
grammes, concentrating on four
strategic areas:

¢ health policy and management;
® health services development;
¢ promotion and protection of

health; and

* integrated control of disease.

In addition, in order to increase
the relevance of WHO’s response

and to ensure that cross-cutting
issues, such as gender and health
promotion, receive the necessary
attention, existing programmes
have been reorganized. These in-
clude:

* A new programme on Emerg-
ing and Other Communicable
Diseases Surveillance and Con-
trol (EMC) brings together the
former groupings of Communi-
cable Diseases, Veterinary Pub-
lic Health, Bacterial and Viral
Diseases, and Immunology. It

14
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[ |
WHO RESPONSE TO

BOVINE SPONGIFORM ENCEPHALOPATHY
“MAD COW DISEASE”

On 20 March 1996 the national health authorities of the United Kingdom of Great Britain
and Northern Ireland reported a cluster of ten human cases of a previously unreported form
of Creutzfeldt-Jakob disease (CJD). It formulated the hypothesis, although there was no
scientific evidence of a link, that these cases might be associated with exposure to the bovine
spongiform encephalopathy (BSE) agent. This led to an immediate disruption of the trade in
live cattle and bovine products from the UK and from other countries where the disease had
been reported. In most countries in Europe, there was a rapid decrease in the consumption
of beef and other products of bovine origin. WHOQO was able to react swiftly as it had, since
1991, regularly monitored the BSE situation and assessed, on the basis of the best science
available, the risks to human health and measures to minimize these risks.

Less than two weeks after the notification of the cluster of cases of the new variant form
of CJD, WHO made recommendations on specific bovine products entering the human and
animal food chains, such as meat, milk, tallow and gelatin, and on the procurement of
bovine tissues for the pharmaceutical industry. A follow-up consultation was organized six
weeks later to examine further the clinical, neurological and neuropathological findings as-
sociated with the newly recognized variant of CJD and define research needs on the nature
of these agents, their pathogenesis and their pathways of transmission.

WHO will continue to play its role in providing a neutral scientific forum in which this
and other scientific questions can be reviewed, evaluated and debated.

works to strengthen global surveillance of communicable diseases;
to reinforce national and international infrastructures and capaci-
ties to recognize, prevent and control emerging communicable
diseases; and to support and promote research in communicable
disease control. It provides immediate response to epidemics and
has the capacity to place teams of experts anywhere in the world
within 24 hours. Since its creation in October 1995, EMC has played
a key role in responding to the dengue epidemic in Latin America
and outbreaks of Ebola fever, yellow fever, meningitis and cholera
in Africa.
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e Family and Reproductive Health (FRH) was restructured in response
to the International Conference on Population and Development
in 1994, and brings together for greater efficiency four interrelated
areas: reproductive health, which combines research and technical
support; child health and development, focusing on management of
childhood diseases and child growth and development; adolescent
health and development, which promotes healthy development of
young people in all areas of their lives, including sexual and repro-
ductive health; and women’s health and development, which fo-
cuses on gender issues in health research, policies and services. FRH
advocates the benefits of addressing health problems early in life,
and a common, people-centred approach which offers a range of
services to the child, the adolescent and the adult man or woman.

ADDRESSING PEOPLE’S NEEDS THROUGH LIFE:
FAMILY AND REPRODUCTIVE HEALTH

Whereas considerable progress has been achieved
over the past decades in infant and child survival,
there remains an unfinished agenda in reproduc-
tive health as starkly demonstrated by the con-
tinuing unacceptable levels of maternal and new-
born mortality and morbidity and the extensive
unmet need for family planning information and
services. New challenges have emerged, such as
the pandemic of HIV/AIDS and other sexually
transmitted diseases, as well as violence related
to sexuality and reproduction. Addressing such
challenges requires person-focused approaches
that integrate health promotion with curative
care, bermitting more humane, cost-effective and
sustainable responses to people’s needs. This ap-
proach recognizes the cumulative benefits of ad-

dressing health problems at early stages of life.

To respond to these challenges, WHO's part-
nership of programmes in Family and Reproduc-
tive Health brings together programmes in repro-
ductive health, reproductive research, child health
and development, adolescent and women'’s
health. Working together, these programmes
address the needs of infants, children, young
people, women and men at critical stages of the
life course. They provide a normative, evidence-
based framework for technical support to coun-
tries, enabling them to provide the information,
services and supportive environment within which
people can make responsible choices, protect their
own hedlth and that of their loved ones and ob-
tain quality health care when necessary.
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® Health Systems Development has been restruc-

tured to provide state-of-the-art assistance for
health systems development to WHO Member
States and strategic support to countries in
greatest need. It comprises Strategic Support to
Countries in Greatest Need; Organization and
Management of Health Systems; and Analysis,
Research and Assessment. This restructuring has
been buttressed by a working group of the Ex-
ecutive Board. The goal is to stimulate national
health policies for the twenty-first century which
reflect the changing roles and functions of
governments as market economies develop, and to
promote involve-ment of civil society in decision-
making and initiatives at the community level. The
focus of WHO's work in health systems develop-

— health policy development and financing

— organization, management and regulation

— health service delivery and its quality and
effectiveness and

— education, training and performance of
health professionals.

The Global Programme on Vaccines and Immu-

nization (GPV) comprises the Expanded Pro-

gramme on Immunization, vaccine research and

development, and vaccine supply and quality.

GPV collaborates with the Children’s Vaccine

Initiative to improve the global supply and qual-

ity of existing vaccines, to stimulate dialogue be-

tween the public and private sectors on research

and development of new vaccines, and to develop

strategies that will ensure the affordability of these

ment will be: vaccines in developing countries.

STRATEGIES IN ACTION

Hailed as the largest public health event ever attempted, health officials in
India sought to immunize, nationwide, 120 million children against polio-
myelitis on 7 December 1996. Children, 5 years old and younger, were
given the vaccine at transportation terminals and schools, in temples and
urban slums. For optimal results the poliomyelitis vaccine needs to be ad-
ministered to a community on one day and subsequently a few weeks later to
prevent further spread of the disease by unvaccinated children. The Govern-
ment of India, Rotary International, the World Health Organization,
UNICEF and other agencies joined this one-day crusade to eradicate the
disease from India. This day was a critical step in the WHO global poliomy-
elitis evadication strategy.

On the morning of the Pulse Polio Programme, millions of vaccine doses
were taken from cold-storage centres to over 500 000 venues throughout the
country. Volunteers travelled by camel, rickshaw, or on foot; some vehicles
covered over 100 km to reach small villages nestled in the hills
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IV.
MANAGING DIVERSITY:
MANAGEMENT, BUDGET REFORMS
AND EFFICIENCY

WHO manages a biennial income of around
US$ 840 million of regular budget and some
US$ 700 million in contributions from other
sources, spread across 19 major programmes. These
major programmes, or components of them, are
implemented in headquarters, six regional offices
and 191 Member States. Given this operational
diversity, synergy in programme structuring and
transparency in the management and budgeting
process are imperative.

The increase in voluntary contributions in re-

Promotion and protection of health femes
Integrated control of disease g

Administrative services e

WHO REGULAR BUDGET
(in US$ millions)
Governing bodies/ — 19941995
Health policy and management
Health services development B 19961997
B 19981999

cent years has required the adoption of new man-
agement techniques. This, toge-ther with a need for
improved efficiency, effectiveness, transparency and
accountability, has led WHOQO to modify its approach
to programme management and budgeting. The
reforms have been designed to complement and
reinforce one another within WHO’s managerial
framework, in order to achieve maximum impact
on performance, both in terms of technical coop-
eration with countries and in WHO’s directing and
coordinating role.

Total |
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WHO’S MANAGERIAL FRAMEWORK

_ .|  GENERAL PROGRAMME OF WORK
; Policy and Programme Orientations (6 years)
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PLANS OF ACTION g
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PRIORITY SETTING

WHO has sharpened its focus to concentrate resources where they will
do most good and to avoid duplication of effort, given the large number
of players in the field of health, by setting criteria for its involvement
in specific health issues.

In addition, in close collaboration with governing bodies, WHO
has identified a set of global priorities. In the proposed programme
budget for the 1996-1997 biennium, 5% of WHO’s budget was redi-
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following conditions are met:

® the underlying problem is of major publ
incidence, prevalence, distribution and

* WHO is in a unique position to deal with the problem,

® no other entity, national or international, can address the issue as well as

WHO; and

* WHO’s non-involvement would have negative repercussions on the health

CRITERIA FOR WHO INVOLVEMENT

WHO will act to meet its constitutionally mandated responsibilities when the

ic health importance in view of its
severity in Member States;

situation.

rected from areas of lesser immediate impor-
tance to priorities, giving emphasis to least
developed countries. Following discussions at
the Executive Board in 1995 a further 5% of
resources was redirecred to:

Eradication of specific communicable diseases
— four communicable diseases have been
singled out for global eradication or elimi.
nation: dracunculiasis (guinea worm dis-
ease), leprosy, poliomyelitis and neonatal
tetanus. Measles, Chagas disease, hepati-
tis B, yellow fever, brucellosis and urban
rabies are among other diseases targeted
in specific countries.

Prevention and control of specific communi-
cable diseases — including childhood ill-
nesses, tuberculosis, emerging diseases,

HIV infection and sexually transmitted
diseases, and tropical diseases, including
malaria and lymphatic filariasis.

Reproductive health, women’s health and
family health — in recognition of the sub-
stantial portion of the global burden of
disease and disability related to reproduc-
tive health, and the key role of the family
unit in health promotion, protection, care
and rehabilitation.

Promotion of primary health care and other
areas that contribute to primary health
care such as essential drugs and vaccines,
and nutrition.

Promotion of environmental health, espe-
cially community water supply and sani-
tation.
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reallocation of resources.

[ |
SETTING PRIORITIES IN WHO

Priorities for WHO programmes are set through the following process:

® During the elaboration of WHO's long-term policies, such as the health-
for-all strategy, priorities and goals are set to give a general orientation to
the programmes of the Organization.

® The general programmes of work establish programme priorities and tar-
gets for the work of the Organization over a 6-year period.

* In elaborating the proposed programme budgets, funds are allocated to
priority programmes and products.

® Through resolutions, the Health Assembly, the Executive Board and the
regional committees may select activities to be given priority and propose

Countries and regions have also identified key local priorities for
special attention at the country and regional level.

PROGRAMME MANAGEMENT

In the past three years WHO has streamlined its
programme management to increase transparency
and accountability. A uniform, “product”-based
system of planning and management has been de-
veloped and is in operation in all programmes at all
levels to help programme managers to plan, man-
age and implement their work and to reach their
objectives and targets within budget. This reform
has shaped the logical approach to WHO’s mana-
gerial process. Its main elements are:

® programmes that give effect to policy (contained
in the General Programmes of Work) reflecting
the needs of Member States and embodying a
worldwide vision;

® programming by objective — the process of deter-

mining objectives based on the orientations of
the General Programme of Work, of defining stra-
tegic and financial priorities according to those
objectives and global targets, and of setting tar-
gets for products;

 strategic budgeting — the process by which pro-

gramme managers specify “products” on which
work will be undertaken in the biennium, con-
sistent with the priorities, and by which the
Organization makes budgetary provision for ma-
jor programmes;

¢ detailed planning of activities as close as possible

to the time of implementation through elabora-
tion of annual plans of action;
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e optimal use of WHQO staff time

by linking planned activities in
the annual staff appraisal re-
ports, and in the plans of work
of the staff, to the activities
contained in the plans of action;
improved accountability through
systematic monitoring of imple-
mentation, progress and ex-
penditure, and evaluation of
relevance, efficiency, effective-

ness, and, where appropriate, of
the impact of the “product”;

® availability of information at all

levels — the management infor-
mation system will underpin
the process and provide com-
prehensive information to pro-
gramme managerts so that they
can plan and evaluate activities
on the basis of the best infor-
mation available.

A “USER FRIENDLY” PROGRAMME BUDGET

To facilitate the role of WHQO Governing Bodies in determining the strategic directions to be
taken by the Organization, a clearer, more transparent and user-friendly strategic programme
budget has been developed. This includes:

a reduction in the lead time between preparation and implementation;

an improved structure — 19 major programmes under six appropriation sections;

policy orientation and strategic priorities preceding each appropriation section;

major changes affecting regular budget resources in “grey boxes” for each section;
resources shifted to priorities;

concise situation analysis indicating how WHO will address the problem for each of the
19 major programmes;

quantified WHO targets for each specific programme;

outcome defined as products;

projections covering the next two biennia;

tables summarizing proposed resources by source of funds (regular and extrabudgetary);
expenditure figures for the last completed biennium plus indicative figures for the current
biennium;

o cost and currency related increases/decreases calculated at the last possible moment to
provide as accurate a picture as possible.
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IMPROVED OPERATIONAL PLANNING

In order to deliver the products
approved in the programme
budget and manage work effec-
tively, detailed planning just prior
to implementation is necessary. As
part of the reforms, an organiza-
tion-wide performance-oriented
planning process was introduced
in 1995 to implement the strate-
gic programme budget. It aims to
improve accountability through
systematic monitoring of progress
and expenditure, including repro-
gramming when needed in re-
sponse to factors that facilitate or
retard performance, and staff ap-
praisal reporting linked to planned
activities. Plans of action are a tool
to help effective planning and
implemention of work and provide
information to support high level
policy, technical and managerial
decision-making, including prior-
ity setting. They contain:

® a description of the products,
their start date and delivery
date;

® specific targets for each pro-

gramme component;

major activities to be under-
taken in the year in question to
achieve the products and
planned start and completion
dates;

a forecast of the use of finan-
cial resources (regular or
extrabudgetary) for the major
activities in the plan of action;
an estimate of the staff time to
be used in the year concerned
to deliver the product; and
details of how progress will be
monitored and products and
activities evaluated.

From 1997 onwards, these plans
will be progressively prepared us-
ing the computerized Activity
Management System (AMS),
which will enable the Organiza-
tion to track and collate data
worldwide on specific planning
elements, will provide cost infor-
mation on staff and activities, and
will streamline internal processes
providing efficiency savings.
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MANAGEMENT INFORMATION

Rapid access to and processing of
information are crucial in any de-
centralized organization. A man-
agement information system that
permits rapid flow of information
on programme management, fiscal
control, health status, health pro-
jections and other information re-
lated to countries, regions and
headquarters is being developed.
It comprises:

¢ The Activity Management Sys-
tem (AMS): a programme man-
agement tool for preparing de-
tailed plans of action, designed
to support a product oriented
management model. [t stores
information on planning, pro-
gramming, implementation,
monitoring and evaluation of
WHO activities (operational
by December 1997).

¢ A policy information retrieval
component (WHO/Policy)
that provides rapid and easy
access to WHO policy docu-
ments and records of manage-
ment and policy decisions,
including resolutions of Gov-

erning Bodies since their incep-
tion, for users inside and out-
side the Organization (opera-
tional; soon to be available on
Internet).

* A component providing re-
trieval of summary information
and global health trends
(WHO/SIGHT: Summary in-
formation on global health
trends) allowing Member
States, WHO management and
staff, to rapidly assess the world
health situation. It also pro-
vides textual information on
the global health situation and
trends supported by a detailed
epidemiological database. Part
of this system will be made
available to the outside world
through the WHO World Wide
Web site on the Internet (pro-
gressively available in 1999).

These components and systems
are being developed based on a
common data model and termi-
nology that enables consistent
consolidation at different organi-
zation levels.
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EFFICIENCY SAVINGS

One of WHO’s core values is to make the most effective use of re-
sources. A number of efficiency savings due to restructuring, and a more
rational handling of the managerial process, have been described above.
Efforts to generate efficiency savings will be pursued. In addition, re-
duction of costs and in numbers of staff have freed resources allowing
the Organization to redirect significant sums to technical priority pro-
grammes thus directly contributing to health for all.

WHO REGULAR BUDGET POSTS - 1994-1995 TO 1998-1999

L] 19941995
9961997
19981999

Regional Offices Administratio

Regional Offices non-Administratio

Intercountry /country actvitie
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0 400 800 1200 1600 2000 2400 2800 3200 3600

The drive for efficiency is now being integrated into
the work processes of the Organization and will be
a major focus during the implementation of the
1998-1999 programme budget across all programmes
and offices worldwide.
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The costs of governance of the Organization have been reduced through
a range of measures. Committees of the Executive Board were reviewed
and replaced by the Programme Development Committee and the

Administration, Budget and Finance Committee. These Committees,
which meet prior to the January meeting of the Executive Board,
undertake tasks to facilitate and streamline the work of the Board.
Sessions of the Executive Board and the Health Assembly have been
shortened, and the volume of pre-session documentation reduced to

These include:

of duty travel;

and

EFFICIENCY SAVINGS

A range of good housekeeping measures have been introduced
in recent years to reduce costs without compromising quality.

outsourcing of work previously performed “in house”;
renegotiation of contracts with major service suppliers;
improved bulk purchasing arrangements;

changes in ticketing arrangements reducing the overall cost

changes in WHQO programmes to provide economies of scale;

computer assisted translation.

60% of the 1994-1995 level. From
the Forty-ninth Health Assembly,
Technical Discussions were
teplaced by a limited number
of technical briefings, giving
biennial savings in the order of
US$ 200 000. The use of short-
term staff and reductions in the
number of established posts have

allowed further savings. Changes
in meeting the costs of travel for
delegates to the Health Assembly
represent a saving of US$ 440 000
per biennium. Similar measures
have been taken to cut the costs
of regional committees whilst
maintaining effectiveness.
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V.
HEALTH PROGRAMME
EVALUATION

Health and its inherent scientific
content have always provided
WHO with a specific evaluation
culture. Thus, health programmes
promoted by WHO have tradi-
tionally incorporated an evalua-
tion component. However, as part
of the management reform proc-
ess, self-evaluation is being
strengthened and harmonized
across all levels of the Organiza-
tion. Such evaluation provides es-
sential information for policy and
programme reorientation and en-
sures effective and efficient use of
resources. This has been instru-
mental in providing basic informa-
tion for the policy and programme
reorientations mentioned earlier,
and has assisted in the process of
making WHO an adaptive Or-
ganization learning from experi-
ence.

Direct links are being progres-
sively established between the pro-
gramme budgeting process and the
evaluation process to ensure effec-
tive and efficient use of the Or-
ganization’s scarce resources. The
expression of the programme
budget in terms of products, geared
to meet targets, is facilitating its
evaluation; focusing the work of
WHO on products emphasizes the
importance of effects and impact;
analysing effectiveness will lead to
analysis of the determinants of suc-
cess or failure. Further methods are
being developed and field-tested,
in particular regarding the use of
sets of indicators for each pro-
gramme at each level to ensure
that programme achievements in
WHO are characterized by: meet-
ing of targets; fulfilment of crite-
ria; and delivery of products.
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verifying relevance;
assessing adequacy;
reviewing progress;
assessing efficiency;
assessing effectiveness;
assessing impact;

(1 |

EVALUATION PROCESS

With variations for different types of policies, programmes and ac-
tivities, evaluation will consist of the following main elements:

specifying the subject for evaluation;
ensuring information support;

drawing conclusions, formulating alternative approaches to poli-
cies and programmes, and disseminating the information.

The links between financial reporting
and effective evaluation will be formal-
ized through the simultaneous produc-
tion of an evaluation report on the im-
plementation of the programme budget
and the financial report for the same
programme budget period, thus show-
ing Member States that they have value
for money with regard to the funds in-
vested in the Organization.

The Organization is pursuing a par-
ticipatory approach to evaluation, im-
parting evaluation results to all
stakeholders to ensure optimal use of
the evaluation process and its results,
and to give programme managers an

opportunity to learn from experience.
For example, specific meetings are held
where programme managers and staff
at all levels identify the consequences
of their actions and pinpoint the fac-
tors that facilitated or prevented the
desired outcome, with a view to possi-
ble reprogramming. The adoption of
this approach does not preclude the use
of other methods and the involvement
of external experts, as the Organization
has traditionally used external evalua-
tions, such as those done through Ex-
pert Cominittees, Technical Advisory
Groups and Management Advisory
Committees.
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VL
PERSONNEL.:
A POLICY FOR THE NEXT DECADE

One of the greatest assets of the Organization is its staff which, in the
professional category, currently come from 141 countries. WHO must
continue to attract and retain an international staff of the highest cali-
bre in order to deal with increasingly complex health problems, and
provide the best possible service to Member States. New demands on
the Organization and changing employment patterns worldwide have
prompted reforms in WHO’s personnel policy.

A NEW PERSONNEL POLICY

The Forty-ninth World Health Assembly called for
the development and implementation of a new per-
sonnel policy compatible with the United Nations
common system, incorporating the development of
appropriate staffing patterns and improved person-
nel procedures. In response, a draft policy statement
was prepared which drew on the recommendation

of the Executive Board Working Group on the
WHO Response to Global Change, that:

Personnel procedures be improved to ensure that:
technical competence is the primary basis for the se-
lection and recruitment of long and short term staff;
the design and implementation of appropriate career
development and continuing education programmes
are part of WHO's personnel policy; the develop-
ment of a staff rotation system between headquar-
ters and, regions be investigated.

In January 1997, the Director-General presented
a report on personnel policy and practice to the
Executive Board. The Board welcomed, in particu-
lar, the development of appropriate staffing patterns
and the improvement of personnel procedures, as
the first step in the new personnel policy. This policy:

* has a key goal of maintaining WHO’s reputation
for scientific excellence, impartiality and integrity;

¢ acknowledges the key role played by managers,
the need for evaluation of managers on the basis
of their managerial competence, and the provi-
sion of training in areas where managerial skills
may be lacking;

® recognizes that the Organization will need to
adopt more flexible employment contracts to
ensure that the latest technologies and knowl-
edge are available for the work of the Organization;
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has a target of 50:50 for the male:female ratio in
the professional categories (in September 1996
the percentage of women employed in these cat-
egories was 27%);

recognizes that the job security of staff can no
longer be guaranteed and seeks measures to en-
sure fair treatment of staff who may be affected.

Staff development will contribute to a continued
improvement of skills and knowledge, enabling the
Organization to maintain its competitiveness in in-

[ T |
THE ADVANCEMENT OF WOMEN

WHO is committed to improving the participation of women in its work,
intends to continue to increase the representation of women in the profes-
sional and higher categories as well as at all managerial levels, and has, inter
alia, set specific targets for this purpose.

ternational health development and ensuring that
essential competencies are maintained and poten-
tial skills developed in managerial, scientific and
technical areas.

Reassignments to different locations and, to the
extent possible, to different occupational or pro-
gramme areas, are encouraged, in line with the tech-
nical expertise of the staff, as such reassignments
broaden the understanding and capabilities of WHO
staff, promote an international outlook, and increase
the Organization’s flexibility.

PERFORMANCE MANAGEMENT

Performance appraisal is the corner-
stone of the Organization’s perform-
ance management system. It had be-
come obvious, however, that the
appraisal system in operation was in-
adequate, treated as a routine chore
and sometimes not taken seriously. In
1993-1994, a headquarters working
group developed a new appraisal
system which — on the basis of a rec-
ommendation from the development
team — is being tested for one year.
Training and induction on the use of

the new system were carried out
during 1996 and the pilot scheme was
formally introduced in October 1996
in four headquarters divisions and two
regions. All staff are appraised on the
basis of pre-established performance
indicators and on their competence
and effectiveness in the job, their
conduct, their potential and, where
applicable, their performance as super-
visor or manager.

The results of the pilot test will be
analysed towards the end of 1997.
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PERFORMANCE
APPRAISAL -
THE MODEL

The appraisal serves as the basis for deter-
mining training needs.

A satisfactory performance appraisal is
the basis for granting within-grade salary
increases, for contract renewal and for pro-
motional opportunities.

Appraisals are voutinely followed up to
ensure that progress has been made, for ex-
ample, if suggestions have been made for
improvement; that modifications have been
made as necessary to work plans; and that
action has been taken in respect of recom-

mended training.

LINE MANAGEMENT

Line-managers are the key to the
success of the performance manage-
ment system. They are accountable
and have a responsibility to get the
best out of their staff, to motivate
them, to develop their strengths and
tackle their weaknesses. They are
also responsible for creating a cli-
mate that takes into account the

conflicting pressures of work and
family life. The devolution of mana-
gerial and administrative responsi-
bilities to line-managers requires
leadership skills, a team-building ap-
proach, and the ability to coach, to
delegate authority and to give sup-
port. Open and sympathetic com-
munication with staff is vital.
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ENHANCING MANAGEMENT SKILLS

Included in the new performance appraisal system, currently being pilot-
tested, are nine managerial and supervisory performance factors which should
be appraised for staff with supervisory responsibilities. The factors relate to
the manager’s ability to:

set priorities and make plans based on organizational policies;

make decisions and act on them;

ensure progress towards objectives;

enable/motivate staff to contribute effectively;

createfmaintain a cohesive work team;

recognize staff skills and support their development;

recognize and resolve conflicts in a timely and constructive manner;
delegate tasks and accept responsibility for subordinates’ work; and
use other resources well.

MEASURING SUCCESS

A key factor in the implementation of the personnel policy is the de-

velopment of performance standards through the:

 establishment of reporting and evaluation processes to ensure that
human resources management is fully integrated in the Organiza-
tion’s mission;

* accountability of personnel and line-managers for effective human
resources management;

o development of benchmarks to measure efficiency, permitting “best
practice” comparisons within the United Nations system and, to
the extent possible, with the private sector;

¢ design of a system to evaluate the impact of the new performance
appraisal methods on the managerial performance of line-manag-
ers, to be applied two years after its introduction throughout the
Organization.
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VIL
IN CLOSE CONTACT
WITH MEMBER STATES:
WHO COUNTRY OFFICES

WHO’s prime objective is the at-
tainment by all peoples of the
highest possible level of health. In
order to achieve this objective,
WHO works closely with coun-
tries and with governments to
strengthen national capacities,
and to formulate and implement
programmes. WHO country of-
fices have a crucial role to play in
this, and are, therefore, central to
WHO’s mission.

WHO country offices are the
focal points for WHO support to

governments. In this capacity,
country offices help countries to
define and achieve their health
goals, and to adopt and adhere to
international health norms or
standards. This includes support-
ing health authorities in their re-
sponsibility for the formulation of
national health policy to promote
and sustain a national process.
For these reasons, in one of the
most important reforms under-
taken by WHO so far, the role of
the WHO country office has been

T |
FUNCTIONS OF THE WHO REPRESENTATIVE

Collaborate in national, regional and global health policy formulation and implementation.
Provide technical support in the planning, programming and management of national health
programmes.

Plan and manage WHO cooperative activities in the country.

Rationalize the use of, and mobilize, available resources.

Guide and supervise WHO staff in the country.

Coordinate on health matters within the country and with external partners.

Represent the Director-General and Regional Director at country level.
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carefully reviewed to ensure that
WHOQO’s key link with countries
meets the needs of Member States
and the Organization most effi-
ciently and effectively.

Following the recommenda-
tions of the Executive Board
Working Group on the WHO Re-
sponse to Global Change, and in
parallel with wide ranging mana-
gerial reforms, seven specific areas
were identified for action:

® Development of criteria for es-

tablishing a WHO country of-
fice: all WHO country offices
have been classified according
to type of office or country, and
draft criteria prepared for agree-
ment.

Development of guidelines for
relations between WHO coun-
try offices and ministries of
health and other health bodies:
guidelines are in preparation to
promote a multi-sectoral ap-
proach to health development.
Development of a unified
WHO country programme, in-
cluding definition of the needs,
policies and priorities of the
country; and technical coopera-
tion needs: work is well in hand

AND REFORM AT WHO

on the development of a coun-
try component of the activity
management system to facili-
tate more efficient, result-ori-
ented programme planning and
implementation.

® Assessment of priority health
needs and the WHO country
plan developed in dialogue with
country leadership, other UN
agencies and national and in-
ternational partners: guidelines
have been prepared on collabo-
ration with the UN Resident
Coordinator system, identifying
current policies adopted by
WHO, to facilitate coordina-
tion, ensure more coherent sys-
tem wide collaboration and to
strengthen collaboration with
all WHOQO’s partners at country
level. In addition, guidelines for
the Resident Coordinator sys-
tem on primary health care
within the basic social services
are nearing finalization.

They describe the elements
of primary health care and sug-
gest practical approaches to
making primary health care
operational within the basic
social services.
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¢ Development of guidelines to determine the eligibility
of both WHO and non-WHO staff to be WHO Rep-
resentatives: candidates are assessed not only for their
technical competences, but also for their ability to work
in different cultural settings.

® Regional Directors to submit a short list of at least three
candidates for the post of WHO Representartive, in
order of preference, to the Director-General for any
vacant post; the Director-General will then consult the
senior staff selection committee: this has been imple-
mented and close monitoring will ensure that the pro-
cedure is applied.

e Appropriate country involvement in the selection proc-
ess for WHO Representatives: countries are informally
consulted and have to give formal clearance before the
appointee can take up the position.

FOCUSING WHO SUPPORT

Among least developed and developing countries, where poverty combined
with structural impediments and low levels of human resource development
make it difficult to achieve sustained development, continuing support in the
widest context is needed from WHQO. The WHO country office is therefore
supported by a wide range of administrative and technical staff from both the
regional office and headquarters to meet the evolving needs of the country,
mobilize resources, build strategic alliances and coordinate the work of a
range of partners. The WHO country office is the focal point for support to
ministries of health and is the veference point on health matters for all inter-
national health partners active in the country. It aims to enhance the leader-
ship of health authorities within government, particularly in the field of health
economics and health financing in the context of national development.
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VIIL
COMMUNICATING
ABOUT HEALTH

“WHO is evolving as a hub for
health information and coopera-
tion networks. It is acting more
and more as a facilitator, enabling
peoples, countries and institutions
to share information and experi-
ence” (WHO?’s Director-General).

At a time when demand for
health services continues to grow,
the efficient management and dis-
semination of information are cru-
cial to the realization of WHO’s
potential to set the global agenda
for health. Effective communica-
tions will ensure that new knowl-
edge is put to good use, that past
lessons are not forgotten, and that
the world continues to benefit
from 50 years of investment in the
Organization.

WHO has been on the cutting
edge among UN agencies in maxi-
mizing the potential of the
Internet, and continues to develop
new services. An average of about

two million “hits” on the WHQO

home page are registered each
month from 116 countries (Feb-
ruary 1997), putting it among the
best 10% of pages accessed by us-
ers worldwide. The information
made available includes daily up-
dates on cases of selected diseases,
weekly alerts on disease outbreaks,
updated country-level and global
statistics on a variety of public
health issues, advice on the risks
to health and environment posed
by hundreds of industrial chemi-
cals, vaccinations required for in-
ternational travel, press releases,
fact sheets, newsletters, reference
lists and the full text of selected
documents. The WHO Library
database is also on the Internet
and includes records in English,
French and Spanish dating from
1948 to the present, as well as the
Library’s unique collection of pub-
lic health monographs and the his-
torical collection.
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of the WHO country offices.

number of home pages.

TELECOMMUNICATIONS DEVELOPMENT

WHO is updating its telecommunications infrastructure:

® Information bases accessible through Internet are being developed in most
Programmatic information on WHO is available on the Internet on a

o All WHO staff will have access to Internet and “intranet” services via
high speed communication links that can accommodate over one million
accesses per month, with up to 1000 concurrent users.

A medium speed, general purpose (data, voice, video) global communi-
cations network is being established connecting headquarters with all other
WHO offices, with links to a high-speed metropolitan area network con-
necting all Geneva-based organizations of the United Nations system,
missions and collaborating institutions.

In addition, video-conferencing and telemedicine are being developed, to-
gether with Internet connections to major WHO collaborating centres.

Global electronic networks maintained
by WHO monitor such critical developments
as the spread of antibiotic resistance, levels
of air and water pollution, toxic reactions to
chemicals, and adverse reactions to medici-
nal drugs. A global e-mail system within
WHO is almost complete and has vastly im-
proved internal communications and the
ability to respond efficiently to outside re-
quests for information, with obvious savings
in time, paper, printing and postage.

WHO uses the latest technology for in-
formation storage and retrieval. The full text
of more than 10 000 technical documents —
a total of more than 250 000 pages of mate-

rial ranging from profiles of health conditions
in Eastern European countries to reports of
WHO expert consultations on bovine
spongiform encephalopathies — are now
stored in the WHO library on optical disks.
The optical disk image storage system reduces
storage space to a minimum, ensures that
information is securely preserved and allows
for on-demand printing of documents,
providing additional savings in paper and
printing costs. The ability to transfer optical
disks to a CD-ROM format promises to ex-
tend these advantages to information cen-
tres around the world.
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by the WHO Library.

homepage.

Library homepage.

via WHO Library homepage.

INTERNATIONAL COOPERATION - AFRICA

e AHILA-NET e-mail discussion forum for 93 African Health Sciences
Librarians and their international collaborators, initiated and mediated

WHO Library Digest for Africa, WHOQO's first electronic newsletter, dis-
tributed by SatelLife satellite and e-mail, accessible via WHO Library

WHO Ligison Newsletter, full text accessible electronically via WHO

African Index Medicus (AIM), electronic database created at country
level, coordinated and compiled in collaboration with AFRO; accessible

E-mail discussion forum for WHO librarians.

AND REFORM AT WHO

PUBLICATIONS:
A NEED ONLY WHO CAN MEET ...

Publications continue to be one of the most
widely requested forms of development aid
produced by WHO and its worldwide net-
work of collaborating centres and expert con-
sultants. This is an important function that
no other organization can fulfil.

WHO?’s standards facilitate uniform in-
ternational classification, coding and report-
ing of diseases, and help ensure that a pre-
scription written in one country will be filled
with the right drug in another. WHO?’
nonprofit policy of low prices, substantial
discounts and targeted free distribution to
people and countries in need makes the Or-
ganization an especially appropriate custo-

dian of information that protects consumers
the world over and standardizes the quality
of health care.

One of the most important and visible ini-
tiatives undertaken by WHO as part of its
global change reforms was publication of The
World Hedlth Report, an annual review which
links the global health situation with WHO’s
activities and priorities for cooperation. The
first report, published in 1995 with the sub-
title Bridging the Gaps, examined the impact
which growing disparities of wealth around
the world are having on the health of
populations. The report became the fifth-
largest selling WHO document ever.
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RECOMMENDATIONS 1 AND 46

“... Request the Director-General to make an annual assessment of world health status and needs,
and recommend relevant WHO priorities for international health action to meet those needs ...”

. Request the Director-General to issue an annual publication which reports on the Organiza-
tion’s efforts and programmes for improving the world health situation. The report should be similar
to UNICEF’s “The State of the World’s Children” in target audience and promotional context ...”

Report of the Executive Board Working Group on the WHO Response to Global Change.
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MAP FROM THE WORLD HEALTH REPORT 1996
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The World Health Report 1996, Fighting Disease, The annual World Health Reports assess
Fostering Development showed the true scale of world health status and needs and recommend
the global impact of infectious diseases on health  priorities for international action to meet those
and socioeconomic development, and again needs. They also link global health assessment
set out priorities for international action. Both ~ with WHC’s activities. In its first two years it
reports received widespread media coverage has become a powerful tool for decision-making
and an overwhelmingly supportive response by the international health and development
worldwide. community to improve global health.
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IX.
THE GOVERNING BODIES,
THE SECRETARIAT
AND REFORMS

All WHO management reforms have resulted in
stronger links with the Organization’s Governing
Bodies and facilitated all aspects of governance of
the Organization. Direct involvement and a keen
interest in reform on the part of the Regional Com-
mittees, the Executive Board and the World Health
Assembly have enhanced the process. Conversely,
the reforms themselves have turned to the opera-
tion of these Governing Bodies, streamlining their
meetings and bringing a number of improvements
in their methods of work: better and lighter docu-
mentation, shorter meetings and more relevant dis-
cussions supported by modern technologies.

reforms at regional and country leve

I e ———————— I
REFORMS AT ALL LEVELS

Reforms are not only a matter for headquarters;. they have to permeate
all levels of the Organization. Thus every year at the main meeting of the
Executive Board, Regional Directors present a review of strategies and progress
on key operational and management issues in relation to the evolving

L.

Working groups with a “light structure”, such as
the Programme Development Committee (PDC)
and the Administration, Budget and Finance Com-
mittee (ABFC), have enabled members of the Board
and the Assembly to work with the Organization’s
Secretariat in a less formal setting, advancing re-
form of the structure and administration of the Or-
ganization, and its budget, finance and personnel
practices. These Committees, which meet prior to
the January meeting of the Executive Board, under-
take tasks which facilitate and streamline the work
of the Board. Such groups have also been instru-
mental in reviewing the Constitution of WHQO and
in determining WHO’s programme priorities.
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STEERING THE CHANGES IN
THE ORGANIZATION

To ensure complementarity of the mechanisms set up by the Govern-
ing Bodies, the Director-General has requested two internal commit-
tees to ensure that the reforms will continue to be part and parcel of
the policy and management of the Organization. The two mechanisms
to promote change at the various levels of the Organization are:

¢ The Global Policy Council (GPC) which comprises the Director-
General, the Regional Directors, the Assistant Directors-General
and the Director of the International Agency for Research on Can-
cer (JARC). It was created in 1993 to strengthen the development
of the Organization’s policies, and to ensure their appropriate im-
plementation at all levels of the Organization. The Global Policy
Council holds four regular sessions a year.

o At the same time, in pursuance of the reform and restructuring process
in response to global change, the Director-General established a
Management Development Committee (MDC), linking programme
management in WHO’s headquarters and regional offices. It includes
the Assistant Directors-General, the Director of JARC, the Execu-
tive Directors and the Directors of Programme Management from
the six regions of WHO. It meets in regular sessions twice a year, as
well as in such special sessions as may be required to deal with spe-
cific programme development and management issues.

MECHANISMS FOR CHANGE

§4146 OHM
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X.
AND THE FUTURE ...

“The world needs a global and intergovernmental organization that can act as an honest broker
for information exchange, dialogue and cooperation on all health matters involving governments,
communities, health professions and institutions, nongovernmental organizations and businesses.

The world needs a global and intergovernmental organization that can carry out impartial
assessments of health needs, policies and technology. It needs an agency that is in a position to set
and harmonize ethical and technical standards at global level, helping countries to formulate their

health policies and monitor health-related products and practices.”

H. Nakajima (1996)

The future undoubtedly holds more changes and
reform. Innovative ways to improve the policy and
management of the Organization have already been
identified; reforms are encouraged at all levels of the
Organization and the Governing Bodies are set on
continuing this process. In progressing in these re-
forms and in maintaining the integrity of WHO
policy and programmes, and of its management at
all levels, the Organization needs the support and
the enthusiasm of all its Member States.

The reforms presented in this document are only
a first step in the policy, programming and manage-
rial reforms envisaged; the impetus given will be
maintained and the dialogue which has led to the
changes will be pursued. The programmes and ac-
tivities of the Organization will be continuously
prioritized in close collaboration with the Govern-
ing Bodies. The Organization is committed to im-

proved efficiency in order to redirect more funds
towards the world’s health priorities, through max-
imising coordination with other UN agencies and
NGOs, and greater use of shared services. Transpar-
ency and effectiveness and, most of all, the relevance
of its policy will continue to be of high priority for
the Organization.

In 1998, the adoption of the new policy for
health for all for the twenty-first century, with its
focus on equity, solidarity and human rights, will
confirm commonality of vision and goals between
the Organization and its Member States. It will also
ensure that all actors in the health field are in
synergy for the implementation of national health
policies. The challenge ahead is the implementa-
tion of the policy for health for all in the twenty-
first century; only a joint effort of all those concerned
at the international and national levels will ensure
progress to extend life and improve its quality.

43




CHANGES AND REFORM AT WHO

Annex A

MAJOR REPORTS
AND PUBLICATIONS

Basic documents, WHO Constitution of the World Health Organization

“Health for All”, Series No. 1 Primary Health Care. Alma-Ata 1978

“Health for All” Series No. 6 Health Programme Evaluation

EB95/16 WHO communications and public relations policy

A48/24 Renewing the health-for-all strategy

EB96/5 WHO response to global change — Programme development
and management. Report of the Development Team.

EB96/6 Development of a WHO worldwide management information system

EB97/11 Report of the ad hoc group

EB99/16 Personnel policy and practices

A49/16 Budgetary reform

EB98/3 WHO reform and response to global change:

role of WHO country offices
The World Health Report 1995 — Bridging the gaps

The World Health Report 1996 — Fighting disease, fostering development

PB/96-97 Programme budget for the financial period 1996-1997

PB/98-99 Proposed programme budget for the financial period 1998-1999
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Annex B

MAJOR DECISIONS AND RESOLUTIONS

BY WHO GOVERNING BODIES

WHA46.16 WHO response to global change

WHA46.35 Budgetary reform

EB92.R2 Report of the Executive Board Working Group on the WHO Response to Global Change
EM/RC40/R 4

EUR/RC43/R4

SEA/RC46/R6

WPR/RC44/R10

WHA47.6 WHO response to global change: Programme Development Committee

WHA47.7 Budgetary reform: Administration, Budget and Finance Committee

EB95(10) WHO Communications and public relations policy

WHA48.14 WHO response to global change: review of the Constitution of the World Health Organization
WHA48.16 WHO response to global change: Renewing the health-for-all strategy

WHA48.26 Reorientation of allocations

EB96(3) Development of a WHO worldwide management information system

EB96(12) WHQO response to global change: Programme development and management (report of the development team)
EB97.R4 Budgetary reform, including reorientation of allocations

WHA49.7 Report of the ad hoc group

WHA49.23 WHO reform and response to global change: Progress report on reform (Personnel policy)
EB99.R13 Programme budgeting and priority-setting
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