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1. WELCOME AND OPENING OF THE MEETING

Dr Fernando Antezana, Deputy Director-General ad interim, opened the meeting and
welcomed the participants on behalf of Dr Hiroshi Nakajima, Director-General, Dr Antezana
reviewed organizational developments which had taken place since the previous MIP of 1996. He
emphasized the organizational reforms which were underway at WHO. As part of these reforms
he explained that further consolidation of Family and Reproductive Health had taken place. As
a result the Programme of Nutntion had joined the existing range of programmes 1.e, Adolescent
Health and Development, Women’s Health and the Divisions of Child Health and Development,
Reproductive Health (Technical Support), and the Special Programme of Research, Development
and Research Training in Human Reproduction. This additional change will secure the central and
high prionity programme contribution of Farmuly and Reproductive Health to Primary Health Care
development and to the renewal of the Health for All Strategy for the 21st century,

2. APPOINTMENTS OF CHAIRPERSON, VICE-CHAIRPERSON AND
RAPPORTEUR

Dr Pramilla Senanayake (IPPF), Dr Yasuhiro Suzuki (Japan), and Dr Jean Lariviere
(Canada) agreed to share the task of chairing different sessions of the meeting. Dr Ayse Akin
(Turkey), Dr Hematrav Yadav (Malaysia), and Dr Beverley Wright-Wilson (Jamaica) acted as
rapporteurs.

2.1 Adoption of the agenda and changes of the schedule of programme presentations

The agenda was adopted as presented (Annex 1). Due to unforeseen circumstances the
order of presentations of the ADH and the WHD programme were exchanged. In order to avoid
overlap between the MIP and the HRP/PCC meeting the presentation of CHD and NUT already
took place on Wednesday, 18 June 1997. The secretariat noted the wish of participants to further
consolidate the schedule of programme presentations and to avoid overlap between MIP and PCC
presentations. The secretariat noted further the wish of MIP to have a full day presentation of
CHD/NUT at the next session. The participants’ proposal to establish longer meeting hours (8.00
a.m. to 6.pm.) and to programme sessions for the Saturday of the meeting week will also be taken
into account,

3. ADOPTION OF THE REPORT OF THE SECOND MEETING OF INTERESTED
PARTIES

The report of the second Meeting of Interested Parties held tn Geneva from 17 to 18 June
1996 was adopted as presented.

4. INTRODUCTION TO FAMILY AND REPRODUCTIVE HEALTH

Dr Tiirmen, Executive Director, Family and Reproductive Health provided an overview
on past and recent developments in the area under her responsibility. She pointed out that at the
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first MIP in December 1993, the strategy for bringing programmes together to develop a life-span
approach to meeting people’s health needs had been presented. At the second meeting some of
the linkages that were being developed through FRH were described. Since then the workload had
increased substantially due to increased demands from countries, new partners and other
interested parties in health. As per request of the last Meeting of Interested Parties linkages
across programmes had been strengthened, work priorities and linkages with other WHO
programmes had been established, and most critically, countries and other development partners
had been provided with the necessary technical inputs they expected from the lead agency in
mnternational health.

Dr Tirmen reminded participants of the underlying rationale for Family and Reproductive
Health and described the unifying framework for action within which FRH functioned. FRH was
established in recognition that the natural linkages between mother and child - a link that is
underpinned by a scientific, social, behavioural and managerial logic - should continue to be
reflected in WHO's own programmes and activities. But the concept of MCH needed to be
broadened in order to address the evolving agenda in reproductive health and to wider needs of
children, individuals and communities. This more comprehensive approach sought to change the
traditional MCH/FP approach in several ways. It linked prevention and treatment of childhood
diseases with elements of child growth and development - integrating attention to health and well-
being with interventions for the reduction of mortality. It also broadened the 1ssues addressed, in
particular linking or integrating maternal and newborn health care and family planning services
with prevention and management of reproductive tract infections including sexually transmitted
diseases. At the same time, this approach expanded the range of constituencies to be served by
developing services that addressed the needs of young people, the unmarried, of men as well as
women, of older women and of the most marginalized sectors of society. In response to the rich
input the Organization received from Member States, the decision was taken to bring together,
under the common umbrella of Family and Reproductive Health, complementary and mutually-
supportive programmes that are centred on people (not on diseases or interventions), and that
promote the overall health and development of families, children, young people and women, as
well as different aspects of reproductive health.

4.1 Components of FRH
FRH now comprises;

a comprehensive Child Health and Development division (CHD),

an Adolescent Health and Development programme (ADH);

a Women’s Health programme (WHD);

a Reproductive Health programme comprising two Divisions, namely the Division of
Reproductive Health [Technical Support] known as RHT, and the Co-sponsored Special
Programme for Research, Development and Research Training in Human Reproduction,
(HRP); and

the Programme of Nutrition.




Third Mzeting of Interested Parties WHO/FRH/98.5
16-19 June [997 Page 3

The Programme of Nutrition had recently joined FRH. Nutrition 13 one of WHQ s priority
programmes; it addresses a huge burden of mortality and morbidity due to a number of conditions,
including protein-energy malnutrition and growth failure, iodine, vitamin A and iron deficiency,
and the emerging pandemic of obesity and diet-related non-communicable diseases. Many of
these types of malnutrition have direct or indirect influence on the health of infants, children,
young people and women, including poor infant growth and development and adverse pregnancy
outcomes. All programmes within FRH have specific activities related to nutrition. The addition
of the Programme of Nutrition into FRH will permit these activities to be mtegrated more fully
into technical programmes, strengthen WHQ's capacity to respond to country needs for technical
support and provide the best technical input to other health and development partners.

Reasons for combining these programmes

The programmes now combined under the umbrella of FRH started as fundamental
components of primary health care, but were separated out in order to promote more focused
attention, and accelerated implementation in certain interventions. However, as attention turned
increasingly towards sustainability, the time had come to bring them together again, The linking
of these complementary and mutually supportive programmes under the FRH umbrella was simply
a way of acknowledging that while there were many short-term benefits to be gained from
developing and implementing programmes in a separate way, there were also many disadvantages,
not least in terms of sustainability, addressing complex and interlinked needs. By being together,
it is intended to make sure that the effectiveness of well-established, focused programmes is
maintained, opportunities for integration and for collaboration are maximized. Dr Turmen referred
to keeping of all FRH programmes with their own prionty focus and working across
programmatically as “integration with a focus”,

Integration with focus

The case for increased collaboration between programme areas in family and reproductive
health was strong. But it was one thing to justify increased collaboration across programme areas
that were previously conceptualised in a separate way, and another thing entirely to make it
happen. Concrete examples of these difficulties would be presented by the Programme Directors.
In countries, the barriers to increased collaboration were almost invariably not conceptual but
political, financial, administrative and managenal. Integration of programme activities required
new ways of working. It implied revisiting primary health care systems and the way distnet health
systems functioned and for the financing of public health interventions. It had implications for the
way the public sector interacted with the private sector.

All the programmes within FRH are guided by a shared rmssion and guiding philosophy.
The mission 18 to support countries and other development partners in their efforts to ensure the
highest attainable level of health for all people across the life course. The work is country focused
and seeks to strengthen national capacities for public health programmes that address prionty
needs. Inclusive and participatory approaches to the identification of such prionty needs are
supported.
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The normative role of WHO

Dr Tiirmen explained that WHO s work is centred largely on normative activities, which
consist of:

establishment of norms, standards and recommendations on international best practices;
development and testing of simplified tools for adaptation to local settings;

gathering and analysis of information and synthesising of evidence for particular
approaches;

promotion of appropriate technologies and cost-effective interventions;

support to countries and other partners for policy formulation and testing tools and
approaches; and

guidance on monitoring and evaluation of progress towards national and international
health goals and targets.

FRH recognised that in developing these tools and approaches and working with countries
for their implementation, it was necessary to address needs at two levels:

at the level of the individual, family and the community where the need is for the
promotion of healthy behaviour to protect and promote health and prevent disease, and
at the level of the health sector, where individuals need access to appropriate, affordable
and high quality care and where health care planners, managers and providers need
guidance on the most effective and sustainable way of delivery of essential health care
interventions.

Technical cooperation

Dr Tirmen emphasized that the bulk of FRH work is normative in nature, Work with
countries consists mainly of technical cooperation which takes place largely through WHO
Regional Office structures, and is primarily aimed at research, development and field-testing of
tools, methods and approaches which in turn refines the normative work. There are no
operational activities or implementation of programmes in countries except insofar as these are
needed for introduction and the further refinement of normative work. Operational activities are
the responsibility of the national authorities and of implementing partner agencies such as
UNICEF, UNFPA, The World Bank, NGOs and bilateral donors and programmes work closely
with them.

4,2  Bighlights of collaborative activities

An important achievement highlight of this year was the report to the World Health
Assembly on the work of WHO’s Reproductive Health programme as a whole. For the first time
a progress report on reproductive health activities and outputs from RHT, HRP, WHD and ADH
was presented in an integrated fashion. A second major highlight has been a substantial review of
child health and nutrition interventions which will be taken up by the CHD programme and
incorporated into the programmatic framework of integrated management of child health. This
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represents a substantial enrchment and a turning point in the history of a successful programme
which previously was disease-management oriented.

Common initiatives in FRH focus on four cross-cutting themes:

v policy guidance;

- technical guidance;

- research: and

- interagency partnerships.

Dr Tirmen proceeded to give one or two examples that are the outputs of joint ventures,
collaboration of programmes within FRH and with other partners.

Policy guidance

A major step forward in the area of policy guidance has been the publication and
widespread dissemination of the WHO reference document Improving access to quality care in
Jamily planming: Medical eligibility criteria for contraceptive use, a reference book which
provides the basis for decision making on which contraceptive 13 best for whom and what are the
advantages and side effects. This document aims to reduce unnecessary and inappropriate medical
barriers to contraceptive use; it is very often such barriers that prevent women from accessing the
contraceptive method they want and need. The document, already available in English and
French, and being translated into Spamish, Chinese and Arabic, and an immediate “best seller”,
was jointly developed by the Reproductive Health programme mainly comprising RHT and HRP.
It provides recommendations based on 10 years of research and clinical experience on
contraceptive methods. This reference document is intended to be used by policy-makers, family
planning programmes managers and the scientific community in the preparation of guidelines for
farmily planning which will ensure that counselling and service delivery are based on scientifically
sound, up-to-date criteria for service delivery of contraceptives. The document has been widely
publicized and distributed to regtonal and country offices of govermmental and nongovernmental
organisations/agencies, UNFPA country support teams and other partners. One recent example
of 1ts direct application in countries, by countnes, is Zambia, Using the normative work, this
reference book provided the basis, along with a detailed assessment of current contraceptive mix,
for the development of the national policy framework, strategies and guidelines for family
planning in the context of reproductive health in Zambia. The national document was launched
in Lusaka by the Minister of Health at a meeting which included health programme managers
representing 72 distnicts and 1s an example of normative work facilitating the process of national
policy formation by providing the state of the art knowledge and global consensus.

Technical guidance

In this area all important issues related to HIV/AIDS have been integrated into the
reproductive health programme. UNAIDS, RHT and HRP have jointly produced an information
pack on the female condom - a particularly important method as it offers protection both against
pregnancy and against STDs including HIV/AIDS. This is, moreover, the only barrier method
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and rare contraceptive method controlled by the woman. The information pack is intended for
use by health programme managers and others working in the field of reproductive health. It
provides information about what it is, why it is important, what is known about its safety,
effectiveness and acceptability, and what is needed to make the female condom more widely
available, HRP and RHT have also been working closely with UNAIDS in negotiations with the
manufacturers for an accessible public sector price for developing countries. This has now been
set at a ceiling of under one US dollar over the next three years and as demand increases the price
is likely to fall further.

Research collaboration

For many years, Member States have been using WHO growth reference curves which are
based on representative samples of children from the United States to measure the growth of the
children in different parts of the world and made decisions about their health. Concerns have been
raised about the biological and technical basis for these references in scientific literature and also
by countries. As a result, the Nutrition Programme and the Division of Child Health and
Development have collaborated in the WHO Multicentre Growth Reference Study whose
objective is to build a set of growth curves for all children of the world aged under 5 years old.
These will be adopted as a new international growth reference for assessing the growth and
nutritional status of populations and of individual children, and will be based on an international
sample of breastfed infants from healthy populations covering different geographical areas. This
is an ambitious, global muiticentre trial and a collaborative effort.

Another collaborative research effort, this time involving the Divisions of Reproductive
Health and Nutrition has recently been completed. This examined the feasibility of using maternal
anthropometric measures to identify women at high risk of adverse pregnancy outcomes. Several
anthropometric parameters were investigated (maternal height, weight and arm circumference)
as possible predictors of poor maternal or infant outcomes; ultimately none of the indicators
proved to have the predictive capacities required to make their use standard practice in maternal
health care programmes. While it is disappointing when what was considered as “promising
interventions” fail to live up to expectations, this research has the merit of demonstrating that
certain interventions widely used during prenatal care are ineffective - thus freeing time and
resources for those of true value.

Inter-agency partnerships

Increased linkages within FRH coupled with strengthened interagency collaboration has
resulted in a joint WHO, UNICEF and UNFPA statement on Female Genital Mutilation which
expresses the common purpose of the three organizations in supporting the efforts of governments
and communities to promote and protect the health and development of girls and women, Such
joint statements play an important role in reaffirming the will of international agencies to strive
towards the international agreed goals and plans of action of recent UN conferences and pave the
way for the allocation of additional resources to these priority issues at country level. They also
promote more effective and efficient interagency working relationships at country as well as at
global level.
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Another important outcome of interagency collaboration is the Common Agenda for
Action on Adolescent Health which resulted from the deliberations of the WHO/AUNICEF/
UNFPA Study Group on Programme for Adolescent Health. For the first time, this sets out
clearly the strategies to support programmes in countries that each of the agencies will follow to
promote and protect adolescent health,

43 Plans for the future

A policy statement on the issue of HI'V and pregnancy, birth and the postpartum period
will be issued. This work, being undertaken jointly with UNAIDS, will address topics such as
coungelling and HIV in pregnancy, HIV and birthing practices, mother-to-child transmission, and
prevention of HIV in the health service setting, Another policy statement will identify ways to
reduce maternal mortality.

Technical support and guidance

Dr Tirmen explained that FRH will be working with other WHO programmes including
Mental Health and Safety Promotion and Injury Control as well as NGOs and collaborating
centres, to strengthen the epidemiological basis for interventions to address violence against
women. Reports of a technical consultation and an information pack contaiming all reliable data
had been issued recently.

Research

In the research area, FRH will bring together multidisciplinary expertise from the HRP,
RHT, ADH and WHD programmes to follow-up activities in relation to the global research
agenda in reproductive health. A first step in the process, document entitled Needs and priorities
in sexnal and reproductive health research will be presented to the HRP Policy and Coordination
Committee later this week. This work describes a substantive research agenda which will require
the participation of all partners in the area of reproductive health research if it is to be achieved.

Training

During the coming biennium, training materials will be developed for use at clinical and
managerial levels which will seek to strengthen a country’s capacity to deliver integrated
packages of essential interventions through a primary health care approach. This is the approach
developed by the Division of CHD in the development, testing, introduction and implementation
of integrated management of childhood illness. The Division of Child Health and Development
was created at the time of the establishment of FRH in early 1996 and has redefined its role and
priorities within its broad mandate. Integrated Management of Childhood Illness, the main
strategy being promoted by CHD, has been expanded beyond its original focus on management
of sick children to become a more comprehensive approach to both prevention and treatment of
the major killers of children. Important progress has been made in the implementation of [IMCI
child health. After a little more than one year of implementation, 41 countries have started IMCI
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child health related activities and one country has already moved into a phase of expansion of the
initiative. This number is expected to increase steadily.

One outcome of the early experience with IMCI child health in countries is reinforcement
of the importance of a multifaceted approach. The IMCI child health involves three important
compenents: improving health worker skills, improving the health system to enable it to deliver
quality care and improving family and community practices in relation to child health. CHD is
working towards addressing all of these, in collaboration with appropriate partners within WHO
and outside. A joint statement by WHO and UNICEF on support for IMCI child health is close
to finalization and activities around IMCI are one of the most concrete examples of collaboration
of WHO with the The World Bank.

Key partnerships

With regard to key partnerships, collaboration in the area of monitoring and evaluation
in reproductive health will be strengthened. FRH will continue to develop guidance for countries
both at the level of programme management and evaluation and at the global level in terms of
assessing progress towards internationally agreed targets. WHO - RHT, HRP and the Division
of Health Situation and Trend Assessment - will continue to take the lead on working with other
UN agencies to strengthen national capacities for data generation, analysis and interpretation,
FRH will ¢ontinue to work within the framework of the ACC Task Force on Basic Social
Services for All and will take the lead in working with the OECD Development Assistance
Committee on reproductive health indicators. Furthermore, in order to avoid overlap and
duplication and limit the unnecessary proliferation of indicators, WHO will convene a Task Force
on Monitoring and Evaluation in reproductive health, This will be multi-disciplinary and inclusive,
bringing together country partners, multi-lateral and bilateral agencies, NGOs, women’s groups
and technical experts to identify areas of common concern, identify research and development
priorities and reach consensus on the most appropriate, feasible and sustainable approaches. The
aim of all this work is to empower countries to generate and utilize data for decision-making and
action,

Monitoring

In the context of monitoring a workbook for evaluating action taken to implement the
International Code of Marketing of Breast-milk Substitutes has been produced. It was published
by the Programme of Nutrition earlier this year. This Common Review and Evaluation
Framework sets out a carefully developed - and extensively tested - methodology. Countries are
invited to adapt and use it as a standardized method of information and data collection for
monitoring progress made in implementing the International Code in order to protect, promote
and support breast-feeding.

Programme linkages

As an illustrative example of programme linkages within FRH, Dr Tiirmen addressed the
issue of breastfeeding Breastfeeding is a cross-cutting issue. Its implications for the health of
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children and mothers alike, for birth-spacing, are tremendous. With the Nutnition Programme
joining FRH, all of the programmes in WHO that are concerned and work with the important
issue of breastfeeding have now been combined together in one programme area. An
interdivisional working group on breastfeeding has been set up to provide a regular forum for
discussing both technical and policy issues in order to provide normative guidance and technical
support on maternal and infant nutrition, lactational amenorrhea and HIV and breast-feeding. One
example of the outputs from this increased collaboration was the 1ssuing, in Apnl of 1997, of a
WHO, UNICEF and UNAIDS joint policy statement on HIV and infant nutrition which was
welcomed by the World Health Assembly. More detailed guidelines are under development for
health care workers who are faced with the challenge of providing counselling and advice to HIV-
infected women - as well as women in high prevalence areas who do not know if they are HIV
infected - about the best choice of infant feeding.

Organization and management is guided by a number of underlying principles. Foremost
among these is maintaining the technical quality of well-functioning programmes and building
upon them. Functional rather than structural integration is the focus of the integration effort,
concentrating on the interfaces where activities overlap naturally.

For greater efficiency and saving resources, the process of grouping such support
functions should be common to all Family and Reproductive Health programmes. These functions
include advocacy; information dissemination, including document production and translation; and
common statistical support and data processing.

Coordination

Policy coordination 15 assumed through goverming and advisory bodies: WHO’s EB/WHA.,
HRP’s PCC and this body, the MIP of RHT, CHD , NUT, ADH and WHD. Scientific
Coordination is ensured through scientific and technical advisory groups.

The aim is to reduce the number of such groups and seek comprehensive scientific and
technical guidance in related programme areas. As a result, only one STAG was convened this
year to give guidance and direction to the whole of the Reproductive Health programme as
approved by MIP and PCC. STAG of reproductive health noted and commented on all parts of
the reproductive health programme and reviewed HRP in detail. This was a positive and enriching
experience for all programme areas working in reproductive health that needs further refinement
in the way it was structured.

The Technical Advisory Group of CHD also met this year. The broader mandate of the
programme that encompasses child growth and development received a strong support from
TAG. Dr Tirmen acknowledsed the presence of Professor Richter, Chair of the TAG of CHD
and Professor Rosenfield, Chair of STAG for Reproductive Health.

Dr Tiirmen explained further that there was still a need to establish Steering Commuttees
of ADH and WHD to deal with specific programmatic issues, but due to funding shortages this
could not be implemented during 1997, A mechanism that will enable the chairs of these advisory

Gl 4 TR i P s
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groups to maintain close linkages with each other in order to provide coordinated guidance to the
programmes in Family and Reproductive Health will need to be developed. Dr Tirmen explained
that this year it was a good coincidence that Dr Suzuki, Chair for MIP, would also be the Chair
of PCC and would be instrumental in feeding the experience of this meeting to the governing
board of HRP.

Technical Coordination is achieved by the staff of programmes through working groups
details of which would be spelled out by Programme Directors.

Administrative Coordination is achieved by regularly reviewing and establishing common
procedures, planning, budgeting and monitoring and following closely the progress made.

Family and Reproductive Health sees itself as one partner in a cast that includes
multilateral and bilateral agencies, development banks and NGOs networking to provide better
support to countries. Family and Reproductive Health, a partner with technical expertise, will
play its part in this web of country support.

The programme structure of FRH has been established for 1.5 years. The agenda is
constantly growing but the resources are not. FRH is mainly supported by extrabudgetary
funding. 87% of funding is extrabudgetary. The trend of funding has been stable in all
programme areas. FRH will continue to operate in a focused way, selecting options on the basis
of what is feasible, sustainable and cost-effective. Dr Tiirmen asked participants to advise and
support FRH in that task. In 1996 the structural changes that FRH set in motion were presented.
This year focused on some of the technical outputs and achievements. Considerable progress in
coming closer together within the FRH partnership has been made. Yet further progress is
needed, notably in terms of harmonising our planning and budgetary reporting.

Dr Tiirmen asked participants to comment on the prepared News Update which contains
the structure of the Family and Reproductive Health programme area; the mission statement,
guiding principles, objectives and anticipated outcomes, and some of the new collaborative and
joint efforts across programme areas.

4.4 Discussion

Participants welcomed the comprehensive and concise presentation of the new programme
developments and of progress made since the previous MIP. The addition of the Programme of
Nutrition was regarded as a valuable development bringing even more focus to the areas grouped
under Family and Reproductive Health. A question was raised as to the contrtbution of FRH to
the fight against ATDS. It was pointed out that the technical publications of FRH which addressed
specific components of the fight against AIDS were regarded as the FRH contribution. Moving
towards further integrated operationalisation of FRH programmes was proposed. The adjustment
of this very important WHO programme to the demands of on-going UN system reform was
commended and the wish was expressed that the comparative advantages of WHO should be
explored further.
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On the issue of collaboration with UNFPA 1t was pointed out that UNFPA had provided
essential support to developmental and on-going work in FRH for many years. The example of
the Adolescent Health and Development Programme was quoted. It was pointed out that this
programme could not have developed to its current state without the continued support of the
Fund. In terms of staff support to Reproductive Health development, it was explained that
UNFPA currently funded 33 positions, mainly in the Country support Teamns. UNFPA support
to thematic workshops, its partnership in indicator development and its continued support to the
Special Programme of Research, Development and Research Training in Human Reproduction
were acknowledged with gratitude,

The relationship between NGOs and WHO was also addressed. It was pointed out that
WHQO sees itself very much as benefitting from the advice and guidance of NGOs from their field
experience in the development of technical guidance. A number of examples of long-standing and
mutually reinforcing relationships between several NGOs and WHO were quoted to this effect.

A number of delegations commented on differences in the presentation of budgetary
information of the various programmes. It was found difficult to compare the various budgetary
positions. In reply, it was pointed out that efforts will be made to streamline the budget
presentations and improve the clanty of presentations for the next MIP. The proposal to integrate
FRH budgeting further was noted.

5. ADOLESCENT HEALTH AND DEVELOPMENT FROGRAMME

Jane Ferguson, Acting Chief of the Adolescent Health and Development Programme
(ADH), outlined the elements of the presentation to the Meeting of Interested Parties:

5.1 Background

5.2 Accomplishments of ADH

5.3 Future direction

5.4 Proposed activities

5.5 The proposed programme budget for 1998-1999

51  Background

Ms Ferguson referred to the 1987 WHO Executive Board decision to establish the
Adolescent Health programme as part of the 8th General Programme of Work starting in 1990.
She reminded participants of the concerns which had stimulated the EB’s interest in adolescent
health:

> adolescents make up a large portion of the world’s population, especially in the less
developed countries; 20 percent, or 1.2 billion in the year 2000,

* certain risk factors are different for adolescents than adults: an example being the greater
risk of contracting STDs stemming both from behaviours and from enhanced
physiological susceptibility,
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v some health problemns are more prevalent in adolescents than in children or adults, for
example, schistosomiasis;

> behaviours acquired during adolescence can lead to the onset of disease in later life. The
most prominent example of tobacco use was given,

- there are strong relationships among behaviours that can result in health problems e.g,
substance abuse and traffic accidents or unsafe sexual activity demonstrating the links
between cause and effect of several behaviours, Moreover, many of the preventive
interventions for these behaviours in adolescents are the same. This has important
programmatic implications, as it indicates the necessity for simultaneous attention to
multiple health problems, especially in primary prevention efforts.

Based on this assessment of the situation, the World Health Assembly in 1989 directed WHO to:

* develop and implement multi-sectorial polices and programmes,
» develop and adopt innovative methodologies, and
» expand WHO’s collaboration with UN, bilaterals, NGOs and other groups.

52  Accomplishments

Since 1990, the principles culled from programme experiences with adolescents worldwide
and promoted by ADH are widely applied. A recent example of this is UNICEF’s publication of
a Notebook on Programming for Young People's Health and Development which is based on
collaborative work with ADH.

ADH methods have been put to work: examples were provided from Kenya and Guinea
where the counselling skills guide and the narrative research method were used and have assisted
in programme implementation and policy development in these countries.

ADH supported countries through its partners: The relationship with IPPF, the
International Planned Parenthood Federation, has led to many joint activities, The WHO Regional
Offices have provided support for national efforts. Allocations for Adolescent Health in the
Regular Budgets for 1998-99 have increased in half of the regions and 4 out of & Regional
Committees have adopted resolutions regarding adolescent health.

Nigeria is an example of a country where ADH has had involvement over the last years.
This has influenced the approval of an adolescent health policy and the inclusion of adolescent
health in the curricula of the national medical and nursing associations.

Ms Ferguson cited more recent examples of activities indicative of WHO roles. An
example of the advocacy role of ADH is the current collaborative effort of WHO, UNICEF and
UNFPA to review the existing policies in 12 non-industrialized countries regarding the access of
adolescents to information and services related to sexual and reproductive health. The results of
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this survey will be useful for advocacy but could also be used for similar exercises at national
level or for reviews of the Committee on the Rights of the Child.

The recently completed guide to undertake a situation analysis on adolescent sexual and
reproductive health is an example of methodology support in assisting country action. It
summarizes relevant ADH methods and adapts methods developed in other health areas and
provides programme planners and managers with step-by-step guidance to undertaking a situation
analysis and using the results for programme planmng and implementation.

ADH’s normative role is illustrated through the organization of a joint
WHO/UNFPA/UNICEF Study Group held in December 1995, This meeting has resulted in three
products: A common agenda for action by the three agencies (dction for adolescent health,
towards a Common Agenda (WHO UNFPA UNICEF)), a Framework for country programming
and a Tec/mical Report of the WHO/UNICEF/UNFPA Study Group on programming for
adolescent health.

The Study Group highlighted the importance of the systematic execution of the following
intervention areas in vartous settings in order to achieve healthy adolescent development leading
to the prevention of health problems :

. creation of a safe and supportive environment;
- provision of information;

* building of skills;

* provision of counselling;

> improvement of health services.

To lustrate how programimes for adolescent health are being implemented in countries,
three examples were given.

In Brazil a National Adolescent Health Programme was established in 1990 in the
Ministry of Health, This programme builds on the existing system and promotes intra-and
intersectoral activities. The programme encompassed the development of goals and norms
through a participatory process and also includes a strong training component.

The distinct feature of the adolescent health activities in Uganda is the district
coordination where councils formed child and adolescent development committees. Interventions
promoted in this country include the provision of information through mass media, life skills
provision and youth friendly health services stimulated by ADH, The World Bank, UNICEF and
UNFPA,

The Philippines has implemented different interventions in different settings such as health
services, schools and cornmunities. In addition, national consultations on youth health were held
with participation from local, city and national level and strong NGO implementation.
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53 Future direction

These country examples demonstrate that the goal of improving the health of adolescents
is now shared with marly others at country and international level. Over the next years, ADH will
focus its efforts on areas requiring further technical development identified through the
WHO/UNFPA/UNICEF Study Group and consultation with key partners.

Information provision to adolescents make up the bulk of activities in countries. Skills
building has been identified through research as a crucial element in the development of young
people and implementation in countries is being assisted especially by UNICEF. Counselling has
been fostered through our UNFPA supported work and has now been integrated into training for
a variety of workers.

The areas requiring further technical elaboration and support that ADH will focus on are:

r the provision of health services;

- the role of family and community in the delivery of interventions;

v improved programme measurement; and

. continued selective technical support for programme acceleration with key partners.

54  Proposed activities
In his presentation, Dr Chandra-Mouli, Medical Officer, ADH, elaborated on the four
objectives derived from the above areas that make up the ADH plan of work for 1998-99.

OBJECTIVE |

To improve the response of health systems to the health and development needs of
adolescents

The health sector plays a critical role in preventing health problems and in responding to
them when they arise in adolescents. Opportunities for primary prevention by health care
providers should not be missed and health services need to be accessible and acceptable to young
people,

The next biennium will focus on these two 1ssues:

v strengthening the knowledge and skills of health care providers to meet the needs of
adolescents more effectively and sensitively; and

- improving the organization and delivery of health services to increase their accessibility
and their acceptability to adolescents.

On the basis of the greater susceptibility of adolescents to these problems, the greater
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likelihood of these problems will have more serious consequences and the need to deal with these
problems differently in adolescents. The following health issues have been identified as prionties:

STD, unwanted pregnancy, unsafe abortion, maternity care, nutrition in pregnancy,
substance use, mental disorder, selected endemic diseases.

The first line of work related to this objective is the tailoring of climcal management
practices to meet the special needs of adolescents. For the above mentioned health problems, the
existing WHO recommendations will serve as a starting point. Research and empirical evidence
will be used to prepare papers which spell out the need for differential climcal management in
adolescents. These papers will feed into the development of guidelines and algorithms for health
care providers,

Reorienting the delivery of health services is the second line of work. In order to render
health services more adolescent-friendly, the following activities are proposed:

- identification and documentation of successful examples of health service delivery to
adolescents in collaboration with our partners within and outside the UN;
- development and testing of a methodology in a selected number of countries at district

level to improve the responsiveness of health services to adolescents.

OBJECTIVE 2

To improve the capacity of families and communities to support the health and
development of adolescents

Families and community play a fundamental role in creating a safe and supportive
environment for adolescents. ADH sets out to better understand how family and community can
influence the health and development of adolescents and to clanify what needs to be done to make
this happen,

The activities ADH will undertake to achieve this objective include the following:

- gather available research and operational information on the activities undertaken by
families and comrmmunities;

* develop an operational framework to explain factors influencing adolescent health
development;

. field testing the operational framework with youth serving NGO’s in 2 small number of
countries;

r peer review of the findings.
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OBJECTIVE 3

To strengthen monitoring and evaluation of programme efforts to improve
adolescent health and development

Many organizations are engaged in delivering interventions to promote the health of
young people. All these organizations are keen to know whether their activities are reaching
enough people and whether they make any difference. They want to know whether they need to
do things differently or different things altogether.

The focus of ADH, in relation to this objective, is to strengthen the capacity of
organizations to determine the effects their activities are having and to make well informed
decisions on redirecting their activities. An action-reflection style of measurement will improve
the effectiveness and expand the scope of their work.

The following activities will be undertaken:

v identification of measurement needs ‘on the ground’ in a selected number of countries,
" adaptation and development of methods and tools as needed:

- testing of the application of methods and tools and assessment of their value,

> relating local indicators to national ones.

These activities will be carried out in conjunction with our operational partners UNICEF
and UNFPA.

Common features of the first three objectives

There are common features in the approach to be taken by ADH in achieving its
objectives:

stimulate and support ‘learning by doing’;
work with selected districts in 3-6 countrnies;
build on already existing and proven methods, tools, and interventions.

The added value of these approaches involve
experience exchange and peer review,
ongoing technical support,

development of tools and methods;
synthesis and dissemination of experiences.

OBJECTIVE 4

To catalyse and support adolescent health and development within WHO and
with key partners
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The fourth objective deals with working with partners and reaching out to others, ADH
partners are WHQ programmes, Regional and Country offices, key partners within the UN
system: UNICEF, UNFPA and more recently UNAIDS and NGOs. Most of the activities in the
first three objectives will be carried out in conjunction with one of the partners.

ADH builds on a tradition of collaborative efforts. Specific examples of collaboration over
the past biennium include:

. with RTI/RHT and UNAIDS, the vatue of the syndromic approach to the diagnosis of
STD in adolescents is being assessed;

- all 3 units of RHT are involved in the development of an orientation programme on
adolescent health for health care prowviders;

- with the Expanded Programme on Immunization a paper is being prepared on
requirements for immunization during adolescence;

r the active participation of ADH in interagency working groups on HIV/AIDS established

by UNAIDS assists in delineating areas requiring joint efforts and focussing ADH work.

During the next biennium, ADH will look for ways to increase its collaboration with the
Programme on Substance Abuse. ADH values its working relations with WHO’s regional offices,
the nature of which varies from region to region. During the coming biennium ADH plans to
systematize its input into the regional offices and through them to the country offices. One of the
specific activities included in the Programme of Work is the assessment of the resources available
in each of the regions, including materials, individuals, and institutions, with the input of UNICEF
and UNFPA.

The elaboration of the Common Agenda with UNICEF and UNFPA, the support for
development and dissemination of ADH documents by UNFPA are all examples of the active
collaboration and technical support function of ADH that will continue during the next Biennium.
The revolution in information technology is changing the way these functions are dealt with,

UNICEF is currently developing a Programme Knowledge Network (PKN) and one of
the first trials will be on adolescent health in which ADH actively participates. This mechanism
to carry out virtual discussion groups will assist in the definition and dissemination of
state-of-the-art-thinking related to adolescent health and development.

To complement the PKN, and in collaboration with UNICEF and the WHO Division of
Information Systern Management, ADH is developing a software package called ADO-Lessons.
The software programme is based on latest artificial intelligence research and will contain
databases with information on state of the art knowledge, lessons learned, programmes in the field
and human resources.

The software will be able to leam from experience as new information will continuously
be added to the system, It will interact with users via the Internet and will enhance their capacity
to take decisions based on enhanced and up-to-date knowledge and experience. In a very real
sense, ‘ADO-Lessons’ will function as an expert who has time to listen to questions, reflects on
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them, pulls together information from different sources, and proposes them to the users, while
learning from the users queries and experiences.

5.5 Proposed programme budget for 1998-1999

Over the past two biennia the ADH budget has been slightly over 2 million US dollars for
each budgetary period. UNFPA has supported ADH even prior to 1990 and the Government of
Sweden has also given its support steadily. Over the past years funding sources of ADH have
diversified,

It is noteworthy that the WHO Repular Budget funds have steadily increased over the past
years as they will for the next biennium, From 1997, these funds now support the position of the
Chief of the Adolescent Health and Development programme.

The bulk of the activities has been normative in nature (75%) with even the technical
collaboration fulfilling a normative function through our partners. Accordingly, and due to the
small size of the Programme, a considerable portion (50%) of the budget has supported staff
COS5tS,

The proposed programme of work presented here requires a substantially higher funding
level, more than double. While an attempt was made to prioritize activities at two levels of
funding, the bulk of the activities proposed are considered to be vital in meeting the objectives.

At the time of the MIP, ADH anticipates approximately 1,5 million US dollars available
for the biennium 1998-99. This includes provision for 2 professional and 1.5 secretarial staff for
the two-year period. The staff complement in June 1997 included 2 professional staff, 2
professional posts vacant, I Associate Professional Officer, 1.5 short-term professionals, and 2
secretaries. The funds estimated to support the activities deemed ‘vital’ to meet the objectives
of the Programme Budget is 4,25 million US dollars and 5 million US dollars when adding the
“supplementary” activities.

Of the requested funds, excluding WHO Regular Budget funds, 30% 1s estimated to be
spent on staff and 70% on activities.

Ms Ferguson ended her presentation by indicating which outputs would be delivered at
the end of the Biennium 1998-99 with the projected available funds, and which ones the requested
additional funds would allow to be achieved.

5.6 Discussion

ADH was commended on the linkages and collaboration with programmes within FRE,
WHO and UN agencies (UNICEF, UNFPA). The WHO/UNFPA/UNICEF framework for country
programming was believed to be a valuable tool. The prioritization of several health issues, the
health sector strengthening and increasing family and community capacity was welcomed, in
addition the importance of paying attention to impact was underlined. Some participants
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particularly liked the idea of the ADO-Lessons. The work on policies was deemed important as,
for example, independent access to services (such as HIV testing) is not permitted by the legal
framework which is, for example, characteristic of the situation in many Latin American countres,

ADH was asked to clarify its position related to gender issues and how it advocates for
sex education and primary prevention in general at an early age. Furthermore, a precise age
defimtion of adolescence was requested. ADH was urged to provide information on adolescent
health interventions which have proven to be successful,

Some participants requested firther clarification on the presentation of the budget. They
also wondered how ADH could improve the efficiency of providing information and dealing with
information requests. ADH was asked to clanfy research activities which were carried out during
the 1996-97 biennium and to indicate the collaborating partners.

ADH was advised to support information and education activities in schools and colleges
and to increase the collaboration with UNESCO. In terms of information provision it could learn
from UNFPA’s IEC policy. NGOs have a great deal of experience in working to strengthen
families and communities and ADH was advised to work with and learn from them, It was
mentioned that violence should be an area of attention, as well as road traffic accidents and unsafe
working environrments. It was also recommended that ADH should further reflect on its priorities
and its role in view of the available resources and only take on activities in which 1t has a
comparative advantage.

Ms Ferguson responded to specific issues as follows:

Programme priorities: ADH is conscious of resource constraints and its traditional
entry point to adolescent health through sexual and reproductive health concerns. This entry
point exhibits the focus on adolescent development, through sexual maturation for example, and
its relationship to the prevention of reproductive health problems during adolescence. At the same
time, as the WHO programme on adolescent health, there is a need to reflect upon both empincal
observation and quantitative and qualitative research findings to support programme development
in countries uruting sirmilar interventions provided in various settings for different health problems.
ADH has prioritized the areas of work and placed injury and accidents on the second or third level
of priorities. Violence as it is related to other behaviours and health problems could be touched
on, but 1t 1 not a specific focus of work in this biennium. ADH has collaborated with UNESCO,
maybe not as actively as it would have liked to, but through the active participation in two
UNAIDS working groups ADH has been able to learn about the work of others, including
UNESCO and also to combine efforts.

Apart from continued advocacy for the need for effective strategies to provide information
on a variety of health subjects to adolescents, further refinement of IEC and curricula
development are not ADH priorities. Much technical know-how and 2 plethora of curricula is
available and the real challenge is support for implementation in countries. The findings of the
Study Group indicate the need to ensure the inclusion of skills building in implementation efforts.

I
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Health sector; ADH was pleased to note that the activities related to guidance to
primary health care workers had received positive reception.

Family, community and the role of NGOs: The importance of activities for families
and community is well established but what needs clarification is to demonstrate which
mterventions are effective and how they affect public health outcomes. It 1s clear that NGOs can
and do play an important role in family, community, and adolescents’ development.

Gender;: This is a critical part of adolescence, Gender roles are assumed during
adolescence and opportunities to explore issues of equity between the sexes can flourish at this
time when boys and girls start to become more interested in each other, Additionally, adolescents
also often have a keen sense of injustice, associated with their moral development. Future
programmatic developments will take full account of this. A special point of interest to the
programme is the situation of adolescent boys. During adolescence both boys and girls need to
learn skills to establish and maintain quality relationships with others. Little attention has been
paid specifically to boys’ needs and although it is clear that they are not in the disadvantaged
position of girls, attention to their needs may well assist them to view their female peers more
equitably.

Measurement: ADH and counterparts in countries are very conscious of the need to
measure impact, often a complex undertaking and the burden of recording and reporting
requirerents of many programmes in countries. The measurement activities planned by ADH will
build on available information and determine measurement needs for programmes addressing
adolescent health. The framework for measurement will focus on process and outputs that can
lead to impact. We also know that because of the nature of adolescent health development it is
often difficult to establish clear linkages between interventions, effects, and causal factors.

Definition of Adolescence: WHO established the age range of 10-19 years of age
denominating the period of adolescence. UN statistics use the term ‘youth® for 15-24 year olds.
ADH refers to ‘young people’ as aged 10-24 years, It is generally agreed that prevailing cultural
values determine the definition of ‘adolescence’ in each society. There is a consensus, however,
that early adolescence is a crucial period when family and community play an important role in
shaping adolescent behaviour and thus have an impact on adolescent health development. It is
important to know which interventions in this age period have larger impact on public health
outcomes.

Budget and activities: Research activities in this biennfum include studies such as 2
three country study on discord between parents and adolescents and secondary research related
to health status of adolescents. Research and development activities include the preparation of
research methods and tools. As in the past work of ADH, the 1998-99 Programme Budget,
devotes many of the activities to action-research leading to the development of standards and
methodologies. Criticisms of the presentation of budget information would be taken into account
in the future. An additional graph was presented showing a budget breakdown by objective which
indicated the available funds and the funds needed to implement the activities in the Programne
Budget.
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6. WOMEN'S HEALTH PROGRAMME
The meeting considerad:

6.1 an overview of WHD's vision, aim and objectives

6.2  progress and outputs in prionty areas

63  WHD’s plans and proposed programme budget for 1998-1999
6.4  discussion

6.1 Introduction, aim, vision and objectives

Dr Claudia Garcia Moreno, Chief WHD, recalled that the previous MIP had been
presented with an overview of WHD's plans and activities and that her report for the current MIP
focused on progress and outputs made by WHD since.

The overall aim of WHD is to contribute to the promotion and enjoyment of women's
health and rights, and to the development of health programmes and policies that promote gender
equity and equality in health. Dr Garcia Moreno reviewed WHI's vision that women's health and
development can only be addressed adequately through a participatory approach that enables them
1o take control over their lives and health; that a gender analysis can improve the effectiveness and
quality of health services for women and men; and that it is essential to foeus on the most
disadvantaged groups and to work in partnership with other programmes in WHO, other agencies
and NGOs.

The objectives of WHD are:

to develop sound technical bases for policies and actions on gender and women's health
issues;

to foster the integration of a gender perspective in health research, policies and
programmes in WHO and in countries;

to generate knowledge and test interventions to address specific neglected or emerging
women's health 1s5ues;

to increase the participation of women and women's organizations in the design,
implementation and evaluation of health research, policies and programmes; and

to advocate for and disseminate information on the health situation of women nationally
and internationally as well as within the WHO.

WHD has two thematic dimensions. Its general role is to bring a gender perspective to
bear on health research, policies and programmes. Its specific role is to increase knowledge and
develop technical bases for policy and action on emerging and neglected women's health 1ssues.
WHD is working to achieve these by serving as a catalyst for actions by all parts of WHO, by
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generating specific programmatic materials, and by providing technical support to other
programmes, countries and agencies, in close interaction with women's health and human rights
organizations.

6.2 Progress report
Integrating a gender perspective into health research, policies and programmes

Referring to the examples of leishmaniasis and HIV/ATDS from last year’s presentation,
Dr Garcia Moreno stressed that the failure to apply a gender perspective can lead to an
underestimation of the prevalence of certain diseases and may result in policies that overlook half
of the population. WHD is developing practical tools to help the health sector apply a gender
perspective to the collection and analysis of epidemiological data, to the design of health policies
and to programme implementation. Dr Garcia Moreno explained two of these.

A technical paper on Gender and Health (1997) will introduce WHO staff and public
health workers to gender, illustrate the role of gender in health and programme development and
suggest ways to incorporate a gender perspective in research, policy and programme activities.
The technical paper will be used in the briefing course for new WHO staff and WHD plans to
develop other tools that will go more in depth into gender issues and specific health problems.

A course in leadership traming in gender and reproductive health is a collaborative effort
between WHD/WHO, the Women's Health Research Centre of the University of Witswatersrand
in South Africa and the Harvard School of Public Health. The three-week course, designed for
senior health managers, policy makers and activists, uses innovative training materials which
provide practical, accessible examples of how a gender perspective can be applied to all aspects
of health planning and priority setting. In August-September 1997 the first course will be offered
in South Africa for southern African countries. Based on the South African experience and a
canvasing of other regions for interest, WHD will hold a regional curriculum adaptation workshop
in early 1988. Testing of the core and regional curricula will continue until 1999 when the
materials will be published 1n final form.

Violence against women (VAW)

Dr Garcia Moreno discussed WHA Regolution 49,9, which recogmzes that violence,
including gender based violence, is a public health issue requiring urgent action. WHD’s violence
work, which is focused on domestic violence against women, aims to identify effective strategies
1o prevent violence against women, and to decrease morbidity and mortality among those who
have been abused.

WHD has set up a database to collect information, including hard-to access unpublished
data, on prevalence and health consequences of domestic violence, rape and sexual assault. The
information will become widely available through collaboration with the Gender Statistics
Programme in the UN Statistics Division and eventually through the Internet,




Third Meeting of Interested Partics WHQO/FRH/98.5
16-19 June 1997 Page 23

A poster and information pack on violence against women will be available shortly for
health providers, policy makers and professional organizations.

In collaboration with the WHO/FIGO Task Force, WHD 1s organizing a workshop on
violence againgt women to precede the FIGO Congress in Copenhagen in August. This will
provide factual information and encourage action by obstetricians/gynaecologists from developing
countries and by FIGO itself.

WHD has selected seven countries to research the prevalence, health consequences, and’
risk and protective factors for violence against women in families. A meeting of principal
investigators and an advisory group, to review the protocol, is scheduled for November,

WHD is also collaborating with NGOs on the preparation of a Manual on Research
Methodologies for the Study of Violence Against Women, and on a review of interventions by
the health services especially in resource poor settings,

A project in Rwanda aims to improve the ability of health workers to provide care to
women affected by violence and to establish a national network of support for these women. An
orientation workshop was held in Kigali in February 1997 to define the training needs of those
involved. Training modules for health workers will be produced, While this work is country
specific, it has the potential to serve as a model for other countries experiencing armed conflict.

Female Genital Muatilation (FGM)

Ms Efua Dorkenoo began her presentation by explaiming that FGM has severe health
consequences for girls and women. Paradoxicaliy, FGM is performed as an indication of love and
care for a daughter and communities practising FGM do not usually see FGM as a problem.
Prevention of FGM thus demands more efforts on the part of health agencies in dialoguing and
negotiating with the communities concerned.

WHO's pimary objective in this culturally sensitive and complex area 1s to eliminate FGM
and provide appropriate care for those who suffer from its health consequences. HQ has
streamlined its FGM programme of activities to focus on those that will strengthen regional
capacity to provide technical support to countries. Thus, WHD's current focus is on research and
development, the development of training materials for health providers on the prevention of
FGM, the development of norms and standards for care and management of the health
complications, global advocacy, and co-ordination with other United Nations specialized agencies.
Ms Dorkenco reviewed the specific areas of work by WHD/WHO.

At the regional level, WHD had provided input into the development of the WHO/AFRO
Regional Plan of Action for Accelerating the Elimination of FGM in the African Region. The
main aim of the Plan is to increase advocacy with governments, strengthen their institutional
capacity for planning, implementation, monitoring and co-ordination of activities on FGM, was
launched by WHO/AFRO in March 1997. One of its major strategies for prevention and for
management of the health complications of FGM is to integrate these concerns into ongoing
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information on the data base will be available in a country profile format and will be made
accessible through publications and through the Internet starting in 1998,

6.3  Planned activities and proposed programme budget for 1998-1999

Dr Garcia Moreno emphasized the importance of WHD's work with other programmes
and divisions, with the Regional Offices, the UN system and with women's NGO's. WHD
continues to strengthen its collaborative work through a variety of efforts. As examples, WHD
in SEARQ, PAHO and HQ have initiated work on gender and health training and the development
of WHD indicators for all regions. The in-house Gender Working Group has expanded to include
programmes outside of FRH. In 1997, the Group will oversee the development of a technical
paper on gender and health, commissioned by WHD. WHD continues to cultivate links with
women's NGOs and has expanded its collaboration with them, particularly in the field of violence
against women, New areas of work will include strengthening WHD's scientific and technical
capacity, by establishing a Technical Advisory Group to meet at least once in the next biennium.

Participants were reminded that in order to achieve the proposed work plan WHD needed
to be assured of ongoing funding and modestly augmented staff. The MIP was presented with
proposed plans and budgets 1998/99. In preparing for the biennium, WHD had focused on the
priority areas outlined above, deepening and expanding this work to a more comprehensive
programme. Dr Garcia Moreno reviewed each of the priority areas.

The financial report presented an improved situation from the previous year. Dr Garcia
Moreno concluded that the positive response from donors had enabled WHD to move from
proposals to action. However, the WHD budget for the programme outlined for 1996/97 had not
yet been fully funded. In order to complete the work already initiated and develop it further,
additional funds would be required. Slides summarized funds required and estimated the activity
budget for 1998/99 by component. It was proposed that, in addition to the current P5 fixed-term
post, there should be at least one more professional post and additional secretarial support.

6.4 Discussion

The questions and comments made by members of the MIP touched upon both major
aspects of the WHD programme: integrating a gender perspective into health policies and
programmes, and neglected women's health issues.

Participants recognized substantial progress towards prioritizing and focusing WHD's
work during the last year, while at the same time fulfilling its mandate to "infuse gender
sensitivity", not simply to "monitor compliance” in WHO programmes. In answer to a question
as to whether it was appropriate for women's health to be under Family and Reproductive Health,
it was pointed out that women's health is bigger than just reproductive health, and WHD's work
to integrate a gender perspective reaches out to all parts of WHO.

It was noted that various WHO programmes, for instance the renewal of the Health For
All Strategy, still needed to develop more of this sensitivity. The Gender Working Group,
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programme activities in reproductive health. In this context, FGM has already been integrated
mnto the Reproductive Health Strategy of both AFRO and EMRO.

A consultation with midwives and obstetricians/gynaecologists from high-prevalence
countries is planned for September 1997 by WHD, in collaboration with relevant WHO
programmes, It will review current practices in the management of pregnancy and delivery care
of women with severe scarring due to FGM. The resulting WBO guide for midwives and
obstetricians will be part of a senes of training materials for health care providers to be developed
in 1998/1999.

WHD and HRP jointly organized a research protocol design workshop on FGM in Cote
d'Ivoire in December 1996. The subsequent draft protocol will help gain a sound understanding
of the socio-cultural, gender, economic and other factors perpetuating the practice. Its use will
provide baseline information for future intervention trials to prevent and eliminate FGM. The
protocol 1s being externally reviewed and will be ready for publication by early 1998. It will be
a tool for all those planning community based interventions on FGM,

WHD, HRP and other scientists and clinicians have begun preparatory work to revise and
finalise a protocol for a multi-centre clinical study on FGM, to begin in 1998. This will focus on
obstetric injury at childbirth, neonatal well being, and psychosexual problems due to FGM. The
results of this study will improve the documentation on the physical and psychosexual health
consequences. They will also guide WHO in its development of norms and standards of care and
training materials for health workers as well as providing baseline data for monitoring
interventions.

Preparations are underway for qualitative research to document the attitudes and practices
of health care providers as well as the views of those seeking care for complications of FGM. This
will serve as baseline information for the development of culturally appropriate training materials
for health providers on actions for the elimination of FGM and for increasing their skills in
managing its health complications.

Community mobilisation and education is key 1o eliminating FGM and the work of NGOs
has been recognized as crucial for this, WHD has commissioned a review of programming
approaches for the prevention and elimination of FGM, with a view to assessing their
effectiveness, replicability, impact and where possible cost. The outcome of the review will be
available in 1998 or early 1999,

WHD continued to produce and disseminate various advocacy and information materials
on FGM. These have been extremely popular with primary health care workers, the media,
women's organizations and researchers. The most recent, the WHO/UNICEF/UNEPA Joint
Statement on FOM, was launched in April 1997, It has been widely publicised and well received
worldwide.

WHD has developed a data base on FGM which brings together available data. It 1s
intended to update the database at regular intervals as new data becomes available. The
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convened by WHD is therefore proposing an institutional policy on gender and health. Discussion
noted that such a policy needs to be developed through a participatory approach with senior
management and Member States,

The importance of sex-disaggregated data on access and use of health services was
emphasized along with the need to develop mechanisms for data collection, especially in
resource-poor settings. In this regard, WHD acknowledged the work being carried out by the
WHD focal points in Regional Offices on zuidelines for the collection of gender-specific health
profiles.

It was emphasized that WHO has a very strong comparative advantage in dealing with
what are often regarded as highly sensitive issues, such as violence against women and FGM. At
the same time, commentators emphasized the importance of continuing collaboration with other
agencies on these issues to develop complementary activities and avoid duplication. For example,
several agencies are working on women's rights and health. The WHD contribution can be o
introduce health data into reports on women's rights prepared for UN Treaty Bodies, especially
CEDAW,

In answer to a question on whether more data on violence against women are needed, staff
responded that existing data are scattered and largely anecdotal, hence WHD is emphasizing both
the development of appropriate research methodologies and the collection of population-based
information. There was consensus that priority should be given to identifying, documenting and
evaluating interventions on VAW, as proposed by WHD.

Given resource constraints, it will be important to continue to focus WHD's work, by
building on its strengths. For example, it is appropriate for WHD to work on the mental health
dimensions of violence against women and FGM.

It was strongly recommended that the WHO core budget contribution to WHD should be
increased. It was pointed out by staff'that this recommendation must be made by Member States
at the Executive Board meeting, where priorities for core budget funding are made.

7. DIVISION OF REPRODUCTIVE HEALTH TECHNICAL SUPPORT (RHT)
7.1 Overview of the Division of Reproductive Health Technical Support

The Division of Reproductive Health Technical Support (RHT) and the Special
Programme of Research, Development and Research Training in Human Reproduction (HRP) are
the main Divisions that make up WHOQ's Reproductive Health programme. The units of
Adolescent Health and Development (ADH) and Women's Health (WHD) are also involved in
WHO’s reproductive health activities, and work in collaboration with RHT and HRP.

RHT was established in March 1996 and comprises three units: Maternal and Newborn
Health/Safe Motherhood (MSM), Family Planning and Population (FPP), and Reproductive Tract
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Infections (RTD), While each urnit addresses a particular problem area within the overall concept
of reproductive health, all work together as a group to address cross-cutting issues in
reproductive health and to provide support to country and agency partners covering the broad
area of reproductive health.

WHO's Reproductive Health Programme has developed a common overall aim to guide
the work of its divisions and units which represents the long-term impact that WHO hopes to
achieve through working with its partners, namely:

*To strengthen the copacity of countries 1o enable people to protect their own health and
that of their partrers as it relates 1o sexualily and reproduction and fo have access to and
receive gquality reproductive health care services when needed .

Dr Holck, the Director of the Division, started with an overview of the work undertaken
in RHT and highhghted the progress made during the past year and a half: building up a strong
team within RHT, strengthening partnerships within FRH, with other programmes in WHO, and
other agencies and institutions; and the periodic evaluation of work to improve efficiency, output
and impact.

RHT s three unit chiefs, namely Dr Liljestrand, Dr Islam, and Dr O’Reilly, then introduced
their units’ work of the last bienmum. The cross-cutting activities of RHT as a whole were
presented by Carla AbouZahr and Craig Lissner presented the Interim Financial Report for 1996.
In conclusion, the director outlined the proposed work plan for 1998-99, and its budgetary
implications for the next biennium,

7.2  Maternal and Newborn Health/Safe Motherhood (MSM)

Dr Liljestrand, Chief of the MSM Unit, emphasised that despite increased awareness of
the problem of maternal mortality since the Safe Motherhood Initiative was launched by WHO,
UNICEF, UNEPA, IPPF, The World Bank, UNDP, and the Population Council in 1987, there
is little evidence of progress in reducing maternal deaths. Furthermore, although substantial
reductions have been achieved in the area of infant mortality, this has primarily been through
reduced mortahty among children of more than one month old rather than among newborns.
Thus, infant deaths occurring around the time of delivery now constitute an increasing proportion
of total child mortality.

Cost effective interventions for the reduction of maternal and newborn mertality are now
well-known: syphilis control; tetanus vaccination; prevention and treatment of anaemia; clean
delivery by a skilled birth attendant, management of obstetric complications; postpartum care
including basic asphyxia management; thermal control of the newborn; breastfeeding. Care for
complications must be available through functioning primary and referral care systems. The
lessons learned, since the Safe Motherhood Initiative’s launch, will be reviewed at a technical
meeting in 8 Lanka in October 1997 to consolidate the experiences of the past decade. The
messages from this meeting will be brought out in different forms over the next few years, and will
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be highlighted through WHO's World Health Day (7 April 1998), which in 1998 will focus on
Safe Motherhood.

WHO’s Safe Motherhood Programme (MSM) started as a programme largely focused on
research with advocacy and information components. Between 1987 and 1992 the Programme
supported over 70 research projects on issues establishing the levels of maternal mortality and its
determinants and the best treatment for eclampsia. Some very useful tools/interventions have been
developed such as the partograph for the monitoring of labour, the Safe Motherhood Needs
Assessment and the Mother-Baby Package, which describes interventions for each level of the
health care system.

More recently MSM has become more action oriented, applying the knowledge gained
from its previous research. Much effort has been put into the development of guidelines, norms
and standards for maternal and newborn health care which build upon the basic interventions set
out in the Mother-Baby Package. Some of these are the results of Technical Working Groups on
antenatal care, normal birth, postpartum care, essential newbom care and care of mother and baby
at the health centre. Others are practical guides focusing on the thermal protection of the
newbomn and the management of asphyxia in the newborn. The local and national production of
kits for clean delivery have also been supported by WHO.,

More recently, emphasis is being given to the development of practice guides and training
materials on essential components of maternal and newborn health care, for example the life-

saving skills in the Midwifery Training Modules.

The RHT databases on maternal mortality and morbidity, unsafe abortion, anaemia,
infertility, low birth weight and neonatal/perinatal mortality form the basis of WHO’s work on
global monitoring of maternal and newborn health indicators, and its advocacy work. The Safe
Motherhood newsletter, also an important advocacy tool, now has an estimated 200 000 readers
worldwide.

MSM’s future work will focus on norms and standard setting, the development of essential
practice guides and training materials to facilitate the improvement of the interventions necessary
to make motherhood and birth safe: family planning, antenatal care, clean/safe delivery with a
skilled attendant and essential obstetric care for complications.

7.3 Family Planning and Population (FPP)

The ability to choose if and when to have children is a fundamental right, and family
planning services are essential for exercising this right. It enables women to have more control
over their lives and, in some areas, may prevent as many as one in four maternal deaths by
allowing women to limit or space-births, or by preventing unintended pregnancies and unsafe
abortions, Similarly by spacing births at least two years apart, family planning can prevent an
average of one in four infant deaths in developing countries, Family planning is clearly a success
story, Use of effective contraception has risen rapidly, and fertility has been falling in almost all
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areas of the world, although surveys sull point to large differences in fertility between countries
and regions. Contraceptive prevalence has risen from 9% in the 1960s to about 57% today.

Nevertheless, there is still much progress to be made. The fact that more than 300 million
women, one woman in every five, who want to avoid pregnancy are not using contraception
indicates a large unmet need. The number of induced abortions worldwide, estimated at 45 million
each year, nearly one abortion for every three live births, is powerful evidence that millions of
women want to control their fertility but have not used effective contraception or have
experienced contraceptive fallure. In a number of countries where contraception is not readily
available abortion remaing a common way for women to control their fertility.

There is still no one perfect contraceptive method, all have certain drawbacks. Also, there
continues to be opposition to family planmng for rehgious and/or cultural reasons, misconceptions
about its effectiveness and side effects, lack of adequate choice of methods and inconsistent
availability of contraceptive supplies. Women need greater access to reproductive health services
especially in low-resource settings. Ideally, they should have access to a broad range of services;
existing family planning services still have relatively few linkages with other reproductive health
services, e.g. STD/HIV, and maternal and newborn health,

Dr Istam cited recent achievements in a variety of related areas including safe motherhood,
STDs and HIV/AIDS, and extensive research work by HRP on the safety and effectiveness of
existing methods of fertility regulation, development of new methods, studies on behavioural and
social determinants, service delivery and research on prevention and management of infertility.
These have placed FPP in a unique position to build on this accumulated knowledge, to translate
research findings into action and interventions, and to play an important role in advancing family
planning programmes in countries.

To reduce medical barriers and increase contraceptive choice, WHO has formulated new
recommendations for contraceptive use and published these in the document, “Improving access
to quality care in Family Planning: Medical Ehgibility Criteria for Contraceptive Use”. The timely
use of emergency contraception has the potential to save millions of women from recourse to
abortion. In 1996, FPP’s efforts to increase awareness and disseminate accurate information about
a wide range of methods have included the production of a document for policy makers and
service providers. Jointly with HRP and UNAIDS, FPP has 1ssued a document on the female
condom and has developed a briefing package for its introduction to policy and decision makers.
In the area of post abortion counselling and contraception, the document, “Post abortion family
planning: guidelines for programme managers” is in press.

In order to synthesize and translate the results of the tremendous amount of ¢limical and
operational research in family planning effectively, that is being carried out by WHO and others,
into practical applications for improving safety, choice and quality of family planning care, a series
of technical and managerial guidelines on the different family planning methods, service delivery
1ssues, advocacy and health education/promotion have been produced.
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During 1996, FPP has updated and expanded the database on the Prevalence of Primary
and Secondary Infertility which was first compiled and presented in tabulation form in 1991. This
now includes a comprehensive review of studies of infertility.

Tointly with other relevant WHO programmes/units and UNAIDS, a comprehensive set
of guidelines on STD/HIV/AIDS prevention and care in Family Planning/Reproductive Health
Services is being produced. FPP has provided technical input to WHID for the conceptualization
and preparation of WHO guidelines on Management of Services during Conflict and
Displacement. FPP participated in the Working Group on Adolescent Health to provide assistance
in the development of training modules for young people on family planning, STDs, abortion and
sexual health.

Dr Islam gave a brief overview of the many partners of FPP outside WHO. Together with
UNAIDS, FPP will be responsible for activities related to condom quality control and
programming issues. FPP worked together with IPPF, the John Hopkins Population Information
Programme and INTRAH in developing family planning service delivery guidelines based on
WHO’s new medical eligibility criteria. Collaboration with FAQ, UNESCO, ILO, UN Population
Division and UNFPA is aimed at providing multidisciplinary technical cooperation and support
to national reproductive health, family planning and population programmes through the eight
regional UNFPA Country Support Teams. As part of the same collaboration, Technical Support
Services (TSS) staff at WHO/HQ and Regional Offices, funded by UNFPA, undertook a variety
of activities during 1996 to strengthen and support regional and country programmes.

Dr Islam ended his presentation with a summary of future challenges:

. Assisting countries to shift from a “contraceptive target” oriented approach to one which
focuses on meeting the health and family planning needs of individuals;,

" providing a range of options to clients and promoting “informed choice”,

. integrating or linking with other reproductive health care services to make family planning
services more accessible;

» expanding services to meet the needs of undeserved populations such as urban poor, ruraI
areas, young people and displaced groups;

- involving men in order to share responsibility for reproductive choices and healthy
relationships;

- reviewing and analysing knowledge gained from various achievements and transforming

that knowledge into appropriate interventions for communities and countries 1o use where
they are needed; and

- sustaining current achievements and involving a range of partners including public and
private service providers, NGOs, and women’s groups in providing contraceptive
information, supplies and services,

74  Reproductive Tract Infections (RTI)

The RTI unit was established in QOctober 1996 to ensure a stronger response by WHO to
the growing problem of RTIs, including $TDs. Dr O’Reilly presented a summary of the technical
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background of the problem; why it is important to focus on the topic and what can be done to
improve men and women'’s reproductive health with respect to RTIs,

RTIs include both sexually and non-sexually transmitted infections. Each year, there are
nearly a third of a billion new cases of treatable STDs. About half of the new cases each year are
in women, and about 70% of the existing cases at any one time are in women. STDs can be life
threaterung for all women and their consequences include pelvic inflammatory disease, infertility
and cervical cancer. In pregnancy STDs may cause pregnancy wastage, postparfum Sepsis,
postabortion sepsis and ectopic pregnancy. Infants born to women infected with STDs may suffer
neonatal infections and congenital deformities. STDs increase the susceptibility to HIV/AIDS for
everyone, Non sexually transmitted reproductive tract diseases are even more common, They are
not life threatening but can be debilitating, and there may be a link with acquisition of HIV
infection.

Dr OFReilly mentioned the collaborative activities with HRP, ASD and UNAIDS to review
what is known regarding the interface between HIV/AIDS, STDs and reproductive health, and
in the area of pregnancy and HIV. Other examples of collaborative activities within WHO, and
with UNAIDS, are HIV and breastfeeding and STD/AIDS issues.

RTIs are a particular challenge because of their link to behaviours that are difficuls to
change without planned and prolonged effort. In addition, the majority of cases in some regions
are not treated in the formal sector; RT1s often cause stigma especially for women; poorly trained
staff often treat patients inappropriately; drugs are expensive; changes in antimicrobial resistance
are problematic; and inadequate treatment with “market”drugs is common. Laboratories are often
not available or reliable, the logistics of sending specimens to the laboratory and back before
treatment is begun poses a huge problem, and diagnostic tests are often expensive and difficult
to perform. RT1s are of particular concern for women, many of whom do not recognize risks and
symptoms.

Dr O’Reilly presented WHO’s Syndromic Management of STDs, a set of clinical decision-
making algorithms based on presenting symptoms rather than laboratory diagnosis: uvrethral
discharge, genital lesions, vaginal discharge, etc. Flowcharts have been developed and tested and,
with the exception of the vaginal discharge flowchart which still needs improvement, this
syndromic case management approach 1s effective,

The RTT unit is working to increase awareness about prevention of STDs and the need
for quality, non-stigmatizing services, For women, an important aspect of prevention is the
treatrnent of partners, RTI is working with other partniers to develop and promote low-cost, rapid
diagnostic tests that require no sophisticated and expensive laboratory tests. Logistics need to be
improved to ensure consistent drug supply. Increased attention is needed to RTls which, though
not life-threatening, are serious and lead to persistent problems especially for women.

Dr O’Reilly turned his attention to one of the reproductive tract cancers, cervical cancer,
which kills an estimated 200,000 women a year, It 15 2 sexually transmitted disease that affects
women at relatively younger ages. The disease 15 preventable and, because of a long natural
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history, taking 10-15 years to develop, is treatable if detected in earlier stages (70-80% survival).
In developed countries, health education, increased awareness, regular screening and earlier
treatment has led to good results in the reduction of cervical cancer and associated mortality. To
address the increasing rates of cervical cancer in developing countries, awareness programmes,
attention to the role of men, simple and affordable screening and treatment techniques for low-
resource settings, and a focus on integrating screening into other primary health care services are
needed.

To deal with the problem of RTIs among women, the unit should continue its advocacy
activities. Attention should focus on: women’s needs and perspectives; expanding prevention
activities; increasing awareness of STDs, their signs and symptoms, the ability and need to treat
promptly, and methods of prevention; the role of men; the improved management of RTIs by
integrating STD care into family planning, antenatal care, and other reproductive health services.

7.5  Cross-cufting issues

Ms AbouZahr summarised the main elements of the work of the Division in support of
reproductive health in general, focusing on technical support to countries, norms and standard
setting, and monitoring and evaluation.

The Division works with countries largely through collaboration with WHO’s Regional
Offices. For example, RHT has collaborated in the development of the AFRO Reproductive
Health Strategy and has worked with EMRO, SEARQ and WPRQ in consensus-building and
priority-setting inter-country workshops. RHT’s technical support to countries is further
strengthened through collaborative activities with other UN system agencies such as UNFPA,
UNICEF and The World Bank. Close collaboration with agencies directly involved in supporting
large-scale implementation of country programmes is essential for strengthening national
capacities in reproductive health.

RHT has developed tools to assist national health planners and technical support agencies
in developing a reproductive health approach to existing programmes and services. One such tool
is designed to assist priority-setting - a major challenge that countries face as they seek to
implement a broader reproductive health agenda. In collaboration with HRP and with inputs from
ADH, WHD and other programmes within WHO, RHT has developed an innovative and
participatory approach to assist countries in identifying reproductive health needs and prioritising
feasible interventions. This approach promotes dialogue at national level, gives a stronger voice
to concerned constituencies such as women and young people, and promotes increased
coordination among government departments, public and private health care providers, multi- and
bilateral donors and NGOs. It has been field-tested in several countries in southern Africa.

An example of RHT s catalytic role in strengthening country capacity for reproductive
health programming is the work undertaken jointly with HRP and AFROQ in Zambia. This started
with activities undertaken by individual programme areas - family planning, safe motherhood,
STD control and adolescent health. Since 1995 these have been brought together in a
coordinated way in close association with government and non-governmental agencies to support
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the development of a national reproductive health plan. An HRP-supported contraceptive method
mix assessment, together with WHO's quidelines on Medical eligibility criteria for contraceptive
use, led to the development of the Zambia national family planning policy guidelines. Work is
under way to develop safe motherhood policy guidelines building on the RHT-supported safe
motherhood needs assessment. In addition, the MCH and STD/HIV/AIDS departments and the
Health Reform Implementation Team with technical support from RHT, brought together key
partners m reproductive health - multi- and bilateral donors, NGOs, key stakeholders - in a
national orientation and priority setting workshop. This workshop brought together, for the first
time, key players in reproductive health around one table who agreed, as the Minister of Health
put it to the national press to “talk reproductive health”. The resulting information, along with
mputs from the districts, 1s now being brought together in the drafting of a national reproductive
health plan. The experience in Zambia highlights the importance of cross-programme
collaboration in providing sustained and coordinated technical inputs around a common theme.

RHT pays particular attention to working with other WHO programmes, both those within
the FRH partnership and also those in other parts of WHQO, in order to maximise opportunities
to support country efforts to develop and apply a reproductive health approach. Some examples
of such collaborative activities include:

> guidelines for health care providers on adolescent reproductive health needs with ADH;
> strengthening midwifery with the Health Systemns Development Programme (HDP),
- costing and financing issues and the role of health sector reform in reproductive health

planning with HDP;

* addressing the issue of infant feeding in the era of AIDS with CHD, NUT, ASD;,

» the development of a training course in gender and reproductive health with WHD);

r reproductive health indicators with HRP, ADH, WHD and the Division of Health
Situation and Trend Assessment (HST).

RHT has continued to gtve high priority to normative work and the systematic review of
evidence to identify international best practices for translation into norms and standards and
training materials. In order to keep countries informed about the latest developments, RHT is
working with HRP and the Cochrane Library to produce an electronic database summansing
reviews of rigorous scientific research. This electronic database, which includes commentaries
on the implications of such research for developing countries will be ready for distribution during
1997.

In November 1996, a joint WHQ/The World Bank/USAID meeting of partners examined
the role of financial and economic information in the design, implementation, management and
evaluation of reproductive health programmes. The recommendations of the meeting will provide
the basis for further follow-up activities. In the meantime, work is progressing on costing safe
motherhood interventions.

RHT acknowledges that health care alone will not be sufficient to ensure good
reproductive health for all. In addition, attention needs to be paid to people’s behaviours and how
to influence these to promote reproductive health. In this context, RHT has sought to strengthen
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its activities in the area of heaith promotion and has commissioned a review of lessons learned in
the area of IEC for reproductive health, addressing in particular the need for community
involvement in such strategies. This review, which will be issued during 1997, will provide the
basis for the development of training materials in health promotion and IEC.

In order to assist countries and other partners in assessing where they stand in relation to
the reproductive health of their peoples and to assess whether progress is in the right direction,
RHT has paid particular attention to both strengthening national capacities in the area of
monitoring and evaluation, Most developing countries face major challenges in collecting data on
even a small scale and the proliferation of proposed indicators in the area of reproductive health
causes confusion at country level and further exacerbates the problem of poor-quality information.
With this in mind, WHO has taken the lead in working with other UN system partners to develop
a more coordinated approach to data collection and to the identification of reproductive health
indicators.

RHT, working closely with HRP and HST and with significant inputs from ADH and
WHD, has developed a guideline designed to assist indicator selection and data generation at
district level. The underlying premise of this work is that all data collection should be relevant to
programme management and decision-making at the level at which data are collected. This
guideline will be field-tested during 1997,

At the level of global monitoring, RHT organised two meetings, in September 1996 and
April 1997, bringing together developing country experts, agency representatives, and technical
advisers to share country experiences and reach consensus on a short list of reproductive health
indicators that fulfill essential criteria. Guidelines on generating these indicators will be available
shortly. The meetings also identified areas in which research is needed to develop indicators for
aspects of reproductive health that are poorly quantified and stressed the need to identify
innovative methodologies and approaches to gathering the necessary information,

Over the coming biennium, RHT will undertake further work in the area of policy
formulation - defining the essential elements of reproductive health care that must be provided at
different jevels of the health care system and the supportive social and legal enabling framework.
RHT will also focus on ways of encouraging healthy sexual and reproductive behaviours,
recognizing that achieving reproductive health is not only a question of ensuring access to health
care but also one of promoting individual health, family and community behaviours. Ultimately,
however, people with reproductive health problems need access to quality health care services and
RHT will seek to increase national capacity to respond to such needs by strengthening both the
organizational and management aspects of health services as well as by ensuring the development
and maintenance of provider skills and competencies.

RHT will work more closely with its partners who have specific responsibilities and
mandates for implementation of projects and programmes and will work intensively with a limited
nurmber of countries in field-testing and modifying the instruments and tools it develops.
Finally, RHT will pay particular attention to the issue of monitoring and evaluation, focusing on
ways of increasing national capacities in this area and will establish a Task Force bringing together
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interested parties to ensure avoidance of duplication and harmonization of technical support
activities.

7.6 Interim Financial Report of the Biennium 1996-1997

Mr Lissner presented the Intenim Financial Report of the Biennium 1996-1997, which was
based on the Proposed Programme Budget for 1996-1997. Obligations incurred during the first
half of the biennium totalled US8 6 615 000, resulting in an overall financial implementation rate
of'43%. Overall, the implementation of the inutial budget was proceeding at a rapid pace, leading
to sharply lower levels of unobligated balances. Furthermore, product development is expected
to increase in 1997, It was concluded that a more rapid implementation could not be sustained
at current funding levels,

7.7  Proposed Programme Budget for 1998-1999

Pr Holck presented the Proposed Programme Budget (PPB) for 1998-1999. This builds
upon the accomplishments of the first year’s work of RHT and is intended to reflect the evolving
needs of countries and other partners in reproductive health. The proposed level of the 1998-
1999 PPRB is approximately the same as that proposed for the 1996-1997 bienmum, However,
on the assumption that the desired level of funding will not, in fact, be reached, RHT has
prioritised the work plan accordingly into two levels. Prionity | products are those of highest
prionty and can realistically be undertaken if the level of income in 1998-1999 is the same as that
achieved in 1996-1997, that is, approximately US$ 10 million. Priority 2 products are those that
will be started only if additional funding becomes available.

The structure of the 1998-1999 PPB corresponds to that of the document “Sexual and
Reproductive Health Research Prionties for WHO for the Period 1998-2003" developed by HRP
in collaboration with RHT for HRP’s Policy and Coordination Comnuttee. Each product in the
PPB corresponds to one or more of the six main functions of RHT, namely:

. advocacy, information and monitoring at the global level;

- setting practice and service norms, standards and recommendations;

- development of guidelines and other programme management, evaluation and training
tools;

- technical cooperation with regional and country partners;

> research and systematic reviews;

* programme management.

The programme of work proposed for 1998-1999 is designed to complement the work
of HRP and relevant activities in WHD, ADH and NUT in reproductive health. Normative work
in reproductive health, including the results of systematic reviews undertaken with HRP, remains
the core of RHT’s proposed activities. In addition, RHT will address the issue of transglating
norms and standards into practical tools for programmes, comprising both guidelines and training
materials for clinical care but also, increasingly, for programme management,
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The ultimate aim of RHT's work is to have a positive umpact on country programmes
through the application of norms, standards, guidelines and other tools developed and promoted
by WHO. This will involve strengthened partnerships with governments, donor agencies and
others more directly involved in programme implementation. During the 1998-1999 biennium,
RHT will identify a limited number of countries - initially one in each of three regions - for
intensified technical support. This will help RHT gain information on the usefulness of the tools
it has developed, obtain an assessment of the impact of its work at country level and strengthen
alhances,

7.8 Overview of the ten reproductive health issues and the proposed activities
Planning and programming for reproductive health

RHT will produce a description of the essential operational elements of reproductive
health care. The Division will undertake a review of what has been learned in community
involvement, improving client/provider interactions, and health promotion and IEC interventions.
RHT’s work will include an analysis of reproductive health and health sector reform, cost and
financing of reproductive health services, and a review of factors influencing sustainability in
reproductive health programming. In addition, RHT will produce training material to improve
providers’ skills, including both clinical and counselling skills, and to strengthen the organization
and management of programmes. RHT will collaborate with HRP in the production and
dissemination of an electronic database on systematic reviews of research in reproductive health,
RHT will work intensively with selected countries and operational partners, in particular, UNFPA,
UNICEF and The World Bank. RHT will continue to take the lead in the development and
testing of approaches to the monitoring and evaluation of progress in reproductive health.
Advocacy and information on reproductive health issues through vehicles such as the Safe
Motherhood Newsletter and a new Web page will be intensified. In order to better target the
information and advocacy materials it produces, RHT will undertake a market analysis of the
audiences for its products.

Sexual development, maturation and health

Activities will focus initially on working with ADH to address adolescents’ sexual and
reproductive health needs, including preventing unwanted pregnancy and STDs.

Fertility regulation

RHT will continue to provide technical guidance on fertility regulation. It will focus on
areas where there is still considerable progress to be made, including guidelines aimed at
improving access and quality of services, expanding the choice of methods available to clients and
integrating STD prevention and care into family planning services,
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Maternal health

RHT has identified two main areas where interventions that have a measurable impact on
maternal mortality and maternal health are needed: changing behaviour of women and their
families, communities and health care providers; and improving the health care system to provide
better services. RHT will undertake a review of the effectiveness of health-promoting behaviours
among both clients and providers, With regard to the health system, activities will focus on
producing material for training health care workers in all aspects of maternal care, from
preconception/prenatal care through post-partum, intrapartum care. Other activities will focus on
strengthening the mapagement of maternal health programmes and improving its monitoring and
evaluation, Global advocacy activities will cover: the tenth anniversary of the Safe Motherhood
Initiative bringing together experts from around the world to review what has been learned in
these 10 years, and to identify key areas for action in the coming years; World Health Day 1998
on the theme of Safe Motherhood and a number of other events throughout the year to reiterate
the importance of Safe Motherhood, WHO's Safe Motherhood Newsletter.

Perinatal health

RHT will develop standards, guidelines and training material for basic newborn care, and
for care of the sick newborn, Two areas which will receive particular emphasts are eliminating
neonatal tetanus and reducing congenital syphilis. Jointly with UNAIDS, RHT will be working
on guidelines for maternal health care providers on HIV prevention and care for HIV infected
women, Together with CHD, NUT, ASD and UNAIDS, RHT wili continue to work on guidelnes
for health care providers on HIV and infant feeding.

Unsafe abortion

WHO will continue to work on promoting efforts to prevent unsafe abortion and to
provide quality post-abortion care, including care for complications and family planning services.
A meeting was planned for December 1997, which would bring a range of individuals with
experience in addressing this issue, to share their experience with others. RHT plans to develop
a resource kit in follow-up, for use at subsequent regional and national meetings.

Infertility
RHT will complete a review underway on the prevalence and causes of infertility.
Guidelines on the management of and care for infertility, especially in primary level care settings,

where sophisticated technologies for diagnosis and treatment are not available, will be developed.

Reproductive tract infections including cervicat cancer

RHT works closely with HRP, ASD and UNAIDS, to update STD treatment guidelines,
improve the flowchart for syndromic diagnosis especially for vaginal discharge, and to analyse
care-seeking behaviour, RHT will also develop training materials for implementing maternal and
congenital syphilis control in reproductive health services and for integrating STD prevention and
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care into family planning services, RHT’s work in the area of cervical cancer control will
commplement that of JARC. One ongoing project 1s to strengthen the network of scientists working
on cervical cancer control in developing countries, A systematic review of available information
on approaches to diagnosis and treatment of preinvasive cervical lesions in low resource settings
will be done. A consultation on this issue will be held to develop guidance for countries who want
to set up a programme for screening and treatment of preinvasive cervical cancer.

Violence and its consequences for sexual and reproductive health

RHT will focus on advocacy for prevention of violence as well as advocacy for humane
care for those affected by violence, and will develop guidelines for health care workers who come
into contact with victims of violence to help them provide care and play a role in prevention. The
work will be done in close collaboration with WHD and major NGOs working on this issues.

Female Genital Mutilation and other harmful practices

RHT will work with WHD to develop guidelines for health care workers who provide
reproductive health care to women who have undergone FGM, to enable them to provide better
care for family planning, STDs, and pregnancy and delivery, RHT will also work with WHD to
identify other harmful practices that should receive attention.

7.9  Proposed programme budget for 1998-1999, finance and prioritization

Following the presentation of the technical content of the 1998-1999 budget by Dr Holck,
Mr Lissner presented corresponding financial tables. For 1998-1999, a process of prioritization
was undertaken and a subset of products was identified that will not be started unless an increase
in funding, over and above the 1996-1997 level, is achieved. In other words, two levels of
priority were established. "Priority 1" products are those of the highest priority, all of which can
be realistically undertaken if the level of income for 1998-1999 is similar to 1996-1997, that is,
approximately USS 10 million. "Priority 2" products are those that will be initiated only if the
funding in 1998-1999 increases. Accordingly, the proposed level of the 1998-1999 PPB for RHT
was USS$ 16 322 328-- approximately the same as proposed for the 1996-1997 PPB. However,
if only "Priority 1" products are included, the budget level is reduced to $2 950 291.

7.10  Discussion

The participants welcomed the presentations of the three components of RHT, namely
MSM, FPP and RTI and found the additional presentation on cross cutting issues a positive step
towards a comprehensive and collaborative programme. RHT was congratulated for the concise
documents. Participants were pleased to see RHT translating its research results into action
programmes.
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Participants drew attention to a number of issues:

- WHO’s primary role is of a normative and technical nature, acting as a catalyst in
countries for programme development in countries, WHO should maximise its work
through establishing and strengthening partnerships with other key players,

* Clanfication is needed on the criteria applied in selecting countries for strengthening
country capacity for reproductive health programming. Generally, WHO assists countries
upon request. However, a number of general selection criteriz were cited as relevant:
problem area, committed govemment, Regional Office and WR, minimal level of capacity,
political stability.

> The programme was urged to focus on strategic planning and programming issues in
relation to identifying needs and priority issues.

> Mechanisms for collaboration between agencies and other partners in the area of
reproductive health, including NGOs, appear to be strong at the global level but need to
be reinforced at country level,

> RHT should continue to work closely with HST on monitoring and evaluation and in
strengthening national capacities in monitoring and evaluating reproductive health.

. Unsafe abortion is a major cause of maternal mortality and a high priority area that should
not be marginalised. RHT’s work in this area must be integrated into other programme
areas, e.g. as a major ¢ause of maternal montality, in the development of a module for
training midwives, in the introduction of new methodologies, etc. The considerable work
needed in this area may not be reflected in the 1998-99 budget.

* Breastfeeding should be consistently emphasised as an important area for consideration
in RHT, specifically the health benefits for the newborn, for child spacing and as an entry
point for follow up methods of contraception.

* Clantfication is needed on the role of TBAs in Safe Motherhood. Evidence indicates that
our expectations were misplaced. TBAs may be advantageous in safeguarding newborn
health, providing health education and limiting complications, However, training TBAs
has fimited impact on reducing maternal mortality unless adequate referral mechanisms are
in place.

> RHT should strengthen its activities in the area of reproductive rights building upon the
review of legislation in one country which has been undertaken. Guidance should be
offered to countries with regard to the process of policy and legal change.

> Women's equality is a key issue underlying many problem areas in reproductive health.
RHT should work cross-sectorally in this area in collaboration with agencies such as The
World Bank, UNESCO, UNDP, and other WHO programmes.
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*

RHT should continue to build upon mechanisms such as the Gender Advisory Panel in
ensuring a gender perspective in all areas of RHT’s work. Currently, WHD, RHT and
HRP are developing a gender and reproductive health training course.

The issue of male responsibility needs to be addressed in all programme areas.

The harmonization of the budgets for the different programmes under FRH was
encouraged. This will clarify collaborative initiatives and funding requests. A log frame
is one of the mechanisms for coordination that could be used to clarify the roles and
activities of each unit in RHT.

The strict prioritization of activities for current and proposed levels of funding was
welcomed. Priority 2 issues should be covered as additional funding becomes available
according to the scope for completion and importance.

Further effort is needed with regard to the dissemination of guidelines and their translation
and incorporation into national and district level programme activities, WHO also needs
to work on monitoring and evaluating the impact of such guidelines on country
programmes. All guidelines need to go through a process of national adaptation and WHO
should support countries in that process.

Clarification is needed on the relation between the unit of RTI, the unit of ASD (AIDS
and Sexually Trangmitted Diseases) and UNAIDS.

Technical and normative work is staff intensive. A high proportion of the budget of RHT
consists therefore of staff costs.

RHT’s activities in the area of research covers systematic review of available information
and a couple of research projects with HRP, RHT as well as the other programmes in
FRH very much contributed to HRP’s paper on research needs and priorities,

UNDPF/UNFPA/WHO/THE WORLD BANK SPECIAL PROGRAMME OF
RESEARCH, DEVELOPMENT AND RESEARCH TRAINING IN HUMAN
REFRODUCTION

Director HRP, Dr Giuseppe Benagiano, made a brief presentation about HRP for the

information of MIP participants. He noted that a full review of progress in HRP’s work and its
Proposed Programme Budget for the 1998-1999 biennium would take place at the meeting of
HRP’s governing body, the Policy and Coordination Committee, from 18-20 June.

Dr Benagiano provided a brief review of the achievements of the Programme in the past

25 years. He stressed the importance of research to decision-making and policy and planning for
reproductive health care and the close interaction between HRP and its partners in Family and
Reproductive Health in making sure that research results are incorporated in WHQ’s advice to
countries.
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Dr Benagiano referred to the Programme’s work on the safety of oral contraceptives in
relation to cancers, cardiovascular disease and in wormnen who suffer from malnutrition, chronic
anaemia and various parasitic diseases. Work on long-acting hormonal contraceptives and on
TUDs had set new standards of safety and effectiveness for these methods, while the Programme’s
research on developing a method for fertility regulation for men had provided leadership in this
difficult area. Research on the sequelae of unsafe abortion and on the development of simple and
safe procedures for abortion, where this is legal, had shown the Programme’s ability to work in
areas of great sensitivity. HRP had also provided a more scientific basis for the so-called natural
family planning methods,

Throughout its 25 years the Programme had worked with many developing countries to
strengthen their capacity to undertake research of national importance or to participate in the
global research effort. The global network of collaborating centres able to undertake large-scale
clinical and epidemiological studies was a unique achievement of the Programme and its scientists
throughout the world,

9. DIVISION OF CHILD HEALTH AND DEVELOPMENT
9.1  Introduction
The meeting considered:

a. a report of the progress of the Division on research and development, support to
CDD, ARI], and breastfeeding activities, and the implementation and further
development of the Integrated Management of Childhood Iliness (IMCI), followed
by a report of the second CHD Technical Advisory Group (TAG);

b. the revised programme budget for 1996-1997 and income and financial status mid-
biennium;

C. the proposed programme budget for 1998-1999,
9.2  Review of the Division’s progress

Progress of the Division was presented by Dr Jim Tulloch, Director CHD. This
presentation was divided into two parts and covered four main topics: selected data on the global
burden of disease, progress on research and development, support to CDD, ARI, and
breastfeeding activities in countries, and the implementation and further development of the
Integrated Management of Childhood Iliness (IMCI). Dr Tulloch opened the presentation by
commemorating Mr Richard Peck, a long-time friend and WHO/CHD staff member in the SEA
Regional Office, who recently died in a drowning accident while attempting to save a child’s life.
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i) Selected data on the global burden of disease

One of the most cited findings of the recently-published series on the Global Burden of
Disease is the projection for the year 2020, suggesting a shift in the pattern of disease
burden 5o that non-communicable diseases assume a much greater relative importance
than at present. However, for child mortality there will be no dramatic change in the
causes of death. In 2020 the major causes of child death will be the same as in 1990; five
causes (ARI, diarrhoea, measles, malaria and malnutrition) will account directly for over
50% of deaths, and if the indirect contribution of malnutrition is added this proportion
rises to around 70%.

Distribution of deaths of children less than 5 years, by
cause, the world, 19920 and projected for 2020

[l The 5 main killers of
children: 2020

ARI, diarrhoea,
measies, malatia
and ralnutrition

73 Perinatal
conditions

[] Other
communicable
diseases

Non-communicable
diseases

Injuries

Based on data taken from The Global Burden of Disease 1996, edited by Murray, CL and Lopes, AT) and
Epidemiologic evidence for a potentiating effect of malnutrition on child mortality, Pelletier, P, Frongille, EA,
and Habicht, JP. American Journal of Publie Health, 1993, 83:1130-1133.

There will be changes in child mortality patterns: in Asia, child mortality 1s expected to
decrease and the proportion of deaths due to the five major killers will fall. But in Africa the
absolute numbers of deaths may increase, and the main causes will remain unchanged. The aim
of CHD is to change the current and predicted trends, and to reduce mortality by focusing on
the major causes and the countries or regions with the largest share of the problem.
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ii)

CHD research and development activities

The Division of CHD includes expertise in four major areas: management, research,
development of tools, and programme implementation. Research and development
activities are handled by two working groups with staff coming from all four areas of
expertise, to ensure the relevance of research and the full use of the tools developed.

In the clinical management of diarrhoea, several studies were completed in 1996. A
study on the outpatient management of persistent diarrhoea, using an algorithm first
tested by CHD in a hospital setting, gave a 60% success rate after 7 days. Results of
this study have already been incorporated into WHO recommended guidelines, A study
on the use of two antimicrobial drugs (metronidazole and nalidixic acid) demonstrated
that these drugs have no place in the routine management of persistent diarrhoea, A
multicentre study has just been completed on the use of reduced osmolarity ORS mn
children with diarrhoea, and in adults with cholera; the data analysis workshop will be
held later in 1997,

Although responsibility for epidemic shigella has passed to another WHO division,
CHD continues to be concerned with the management of children with dysentery,
particularly in light of growing resistance to recommended antibiotics. The Division is
supporting two trials in southern Africa of treatment with ciproflaxocin, Other studies
are planned on the management of dehydration in severely malnourished children with
diarrhoea, and on further improving the management of persistent diarrhoea.

Priority areas for research in relation to ARI and meningitis are strongly influenced by
the increasing evidence of resistance to antibiotics. Six broad areas have been defined:
testing alternative antibiotic treatment regimens, improving specificity of the ARI case
management approach and the management of very severe pneumonia (to use
antibiotics only when needed and to avoid injections), understanding and slowing the
emergence of antibiotic resistance, monitoring treatment failures, and further studies
on cotrimoxazole.

Studies on topics identified earlier as priorities for nutrition research continue to be
supported, including micronutrient supplementation and the evaluation of
breastfeeding counselling training. New areas include evaluating the impact of IMCI
counselling on maternal behaviour, food intake, and growth, and the development and
testing of community-based interventions on breastfeeding and complementary feeding.
CHD has also undertaken a number of technical reviews in the areas of growth and
development interventions, care seeking, and a variety of breastfeeding-related topics.

In the area of micronutrient supplementation, recruitment for the multicentre study of
vitamin A supplementation along with immunization to mothers, and to infants at 6,
10, and 14 weeks, to examine the safety of this approach and its effect on diarrhoea
and ARI incidence and severity has been completed; the data collection and analysis
will be finalized by the end of 1997. The Division has also supported research on
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another promising micronutrient, zinc. A randomized, double-blind, placebo-controlied
trial of zinc supplementation in India, further analysed in 1996, showed a 49%
reduction in incidence of persistent diarrhoea in children and an even greater effect on
the incidence of pneumonia. A collaborative meeting in November 1996 concluded
that zinc, in addition to the above findings, may also reduce malaria morbidity, has a
positive impact on growth and possibly neuro-psychological development.

- Preliminary results from the evaluation of the training of health workers in
breastfeeding counselling shows its effects on knowledge: there was a substantial
increase in knowledge not only of those trained but also of those working with them.

» Breastfeeding-related technical reviews were prepared by CHD in collaboration with
other WHO programmes and external advisers. These reviews covered the technical
basis for various interventions, the management of breastfeeding problems, and the
approach to breastfeeding in the presence of maternal disease.

> The review of interventions to improve growth and development identified several
efficacious interventions for improving physical growth, and cognitive, psychomotor
and social functioning. Some of these involved the provision of food supplements
which may not be practical in many settings; others involved family practices. The
review has concluded that appropriate food and feeding, and responsive parenting, will
improve both growth and cognitive and social development.

» CHD is progressively bringing to a close the long experience of the diarrhoea and ART
programmes in vaccine research, as the responsibility for this work is now primarily
with the Global Programme on Vaccines and Immunization. In relation to diarrhoea
vaccines, one cholera vaccine trial continues with CHD support and is expected to be
completed this year; a trial of rotavirus vaccine in Venezuela was completed in 1996.
The trial of Haemophilus influenzae type b (Hib) vaccine in the Gambia was very
successful. It suggests that at least 20% of pneumonia may be due to Haemophilus
influenzae, a greater proportion than previously thought. The trial also suggests that
the vaccine given to African infants prevents both meningitis and pneumonia due to
Hib and reduces Hib carriage by 60% in the second year of life.

A review of preventive interventions for pneumonia carried out starting in 1991
defined indoor air pollution as the one non-vaccine priority for further research. While
good progress has been made on vaccine research, indoor air pollution has been
relatively neglected. In an attempt to revitalize this area of activity a broad research
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i)

agenda has been outlined but funding remains a probiem.
Support to CDD, ART, and breastfeeding activities

CHD continues to support CDD and ARI activities in countries that have not yet
begun implementing IMCI, and in those countries where IMCI is implemented in a
limited geographic region. Training in clinical management continues to be a prionty
for CHD; although the absolute numbers of persons trained has decreased, the number
and proportion of training courses meeting stringent quality criteria has increased, and
tess poor-quality training is now being reported.

Support continues to CDD and ARI communication activities, particularly related to
the use of focused ethnographic study (FES) data, and to the use of the Radio guide.
Communication plans based on FES data were developed in China, Viet Nam, and
Pakistan; the Radio guide has been translated into French, Spanish, and Arabic (for use
in Egypt). A six-country workshop is under way in West Africa. The Division has also
maintained a strong commitment to evaluating ARI and diarrhoea ¢ase management
practices, both in health facilities and in the home.

Breastfeeding counselling training ts one area where a relatively modest amount of
effort by CHD has stimulated a good deal of activity in countries. In 1996, 98 courses
were held with participants from 23 countries, and Arabic, Russian and Spanish
versions of the course became available. By the end of 1996, over 4600 health
personnel had been trained, and in most countries the course was repeated usually
without WHO support. In all, staff in 30 countries have been trained in breastfeeding
counselling.

Implementation and further development of the Integrated Management of Childhood
Hliness (IMCI)
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