of diseases affecting many countries; the definition of priorities for research on health
issues of broad common interest; and interdependent activities involving collaboration
between countries, developing or developed (for disease control, surveillance,
technical standards, pollution control, refugee health care, health research, and so on).

Country-specific functions are of relevance to the needs and interests of individual
countries at a given time or over a given period, short or long, and will vary as those
needs and interests change. They' include activities for the strengthening of the
country’s health system and of its research capability; the development and application
of national health policies and strategies; the promotion of health research on topics of
national importance; the dissemination of locally pertinent health information; and
cross-border collaboration in the control of diseases.

In principle, all countries participate in common global functions. Those, however,
with a lower national capacity will have a greater need for country-specific activities,
and conversely [see Figure 1.].

Figure 1. Common global and country-specific WHO functions in
relation to national capacity
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This graph shows that all countries would be involved in common global health
activities. However, those that are self-sufficient in planning and managing their health
services, such as the United Kingdom, would have no WHO country-specific activities,
while those needing support to develop national capacity, such as Mozambique, would
have many.



Key answers to key questions

The study team looked at WHO’s performance from four angles: mandate and goals,
structures and processes, programmes for collaboration with countries, and relations
with other institutions or agencies involved in health.

Mandates and goals

The team sought to determine how WHO interprets and fulfils its role, its mandate and
its specific strengths in relation to countries. In particular, the team assessed the extent
to which WHO’s mandate provides enough direction and flexibility to give countries
the support they require.

On the positive side, in most of the countries visited the team found wide recognition
of WHO’s contribution to building human resources and strengthening the
infrastructure of health service delivery. Moreover, the technical information provided
by WHO is universally acknowledged as being useful and of high quality, and thus
lends credibility to the WHO country offices. In many countries, even where it is not
seen as playing a leading role among the different health partners, WHO clearly has a
comparative advantage because of its reputation for technical skills, expert advice and
good products.

WHO’s ' scientific  and - technical information is . -
universally acknowledged as being of high quality and
value. However, the overall match between WHO
support and country mneeds was not found to be
sufficiently strategic, and the application of WHO’s
mandate not optimal in many of the countries
studied.

On the negative side, the team often found a discrepancy between the mandate of
WHO as stated by its constitution - to “act as the directing and coordinating authority
on international health work™ - and its actual performance within countries. In some
countries WHO’s leadership is acknowledged but in others the organization is
accorded only a minor role. Of the 12 countries studied, five do and seven do not see
WHO as rhe international authority on health or as providing them with the leadership
and coordination needed to deal with the technical aspects of their health problems.
The five who do see WHO as fulfilling this role are the three countries in WHO’s
America region (Ecuador, Haiti and Nicaragua) and the two in its Western Pacific
region (Cambodia and Papua New Guinea). The seven who do not are the five Africa
region countries (Cameroon, Ethiopia, Mali, Mozambique and Tanzania) and the two
South-East Asia region countries (Bangladesh and Thailand).

Although WHO’s mandate does give enough direction and flexibility for effective
support to countries, in many countries the national health ministry, other health
partners and WHO itself make poor use of that mandate and of WHO as a resource for



sound technical information. Generally, the expectations the different health partners
have of WHO are contradictory or neither clearly nor consistently defined.

WHO could be doing more than it is to encourage countries to pursue activities of
global relevance and adopt global policies. Its effectiveness as a neutral advocate for
health varies widely, from being prominent in some countries to being almost non-
existent in others. Furthermore, WHO’s advocacy efforts sometimes suffer from the
organization’s desire to avoid conflict on politically sensitive issues. Nor does it take
enough advantage of the advocacy strengths and relatively neutral status of
nongovernmental organizations in countries.

Structures and processes

‘The team explored the procedures WHO uses to fulfil its role, in particular how WHO
country offices interact with the organization’s regional offices and how this
interaction affects the quality of WHQO’s performance in countries.

Interestingly, the study team found marked differences in the way in which the
regional offices support their country offices and the degree of autonomy they give
them. Generally, the regional offices enjoy considerable autonomy from WHO
headquarters. The procedures the different regional offices use for supporting country
offices are uniform, but they have adapted them to the differing circumstances of the
regions in which they are located, to their distinctive managerial styles and to the
degree of autonomy they themselves exercise in relation to WHO headquarters.

On the positive side, most countries value their WHO office for the continuity of its
presence and its long-term commitment. WHO representatives and their staff are
making significant contributions to the strengthening of national resources - in funds,
human resources, institutions, physical infrastructure and information management -
and are actively stimulating national efforts in a wide range of health-related activities.
WHO frequently assumes the role of executing agency for projects funded by other
donors in some countries of low capacity, i.e. those lacking the trained staff, health
infrastructure and other institutional resources to carry out these projects and
programmes themselves.

Moreover, some of WHO’s overall cost-cutting initiatives in recent years - driven by a
zero-growth budget, among other things - have had positive effects. Greater use, for
example, is being made of short-term staff in country offices, which could make these
offices more responsive to changing local needs. But clearly these needs must be
correctly assessed and the WHO regional office must recruit WHO country office staff
with the right skills and in a timely fashion - conditions that are not always met.

Another element of flexibility is WHO’s local use of regular budgetary funds (WHO’s
regular budget derives from the membership dues that countries pay to the
organization, each according to its economic capacity, whereas its extra-budgetary
funds are donated by more affluent countries to supplement the organization’s
resources). Although small compared to total aid funds flowing into countries, WHO’s



