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Introduction

WHO was created half a century ago to work with countries in improving their health
services and the health of their populations. In other words, within the family of UN
agencies, it was to be the agency specialized in health, providing technical advice,
financial support where needed and access to internationally approved standards for
health activities and products. And WHO has indeed earned a reputation for its role in
a number of major health achievements - most notably, in the eradication of smallpox
worldwide in the late 1970s and more recently in ridding the Americas of indigenous
polio and bringing onchocerciasis (river blindness) under control in West Africa. Over
the years, the organization became widely valued as an international repository of
benchmarks for the many technical, political, social and, to some extent, economic
factors involved in the delivery of health care by national governments.

Recently, though, against a backdrop of calls for a complete overhaul of the UN
system, WHO has had to reassess its role and functions. Today, as the UN prepares to
enter the 21st century in slimmer, fitter mode, certain questions about the health
organization are pertinent: How well, for example, is it doing and perceived to be
doing its job of helping countries with their health systems? How could it perform
better and meet their needs more fully? What aspects of its role towards countries does
it do best? Where does it fail? How does it rate in relation to other agencies whose
work has a health component?

Setting up the study

To find answers to these questions, the governments of six industrialized countries -
Australia, Canada, Italy, Norway, Sweden and the United Kingdom - in agreement
with WHO, commissioned a study to examine in depth how the health organization is
fulfilling its role in 12 developing countries - Bangladesh, Cambodia, Cameroon,
Ecuador, Ethiopia, Haiti, Mali, Mozambique, Nicaragua, Papua New Guinea, Tanzania
and Thailand.

These countries were selected because they represent a broad range of WHO activities
in different regions of the developing world - Africa (with five of the 12 countries), the
Americas (three countries), and Asia and the Pacific (four countries). They were also
chosen because it was felt that they and the four WHO regional offices to which they
pertain (in, respectively, Brazzaville, Congo, for Africa; Washington, DC, USA, for the
Americas; New Delhi, India, for South-East Asia; and Manila, Philippines, for the
Western Pacific) would provide an insight into how WHO operates and performs
under a wide range of economic, social and demographic conditions [see Table 1.].
Although they all come under the UN heading of developing countries, some are
extremely poor, others decidedly more affluent; some are relatively stable, others are
recovering from a period of conflict; and yet others fall somewhere between these
extremes. An overriding consideration in selecting countries and in limiting their






policies, of “servicing” its principal policy-making bodies, the Executive Board and the
World Health Assembly, and of managing its worldwide activities and programmes.)

The teams also gathered data for an in-depth review of how three programmes are
performing in countries: the national drugs programme, which aims at ensuring the
wide availability of the most important medicinal drugs and vaccines; the immunization
programme, which deploys vaccines against the major infectious diseases; and the
malaria control programme. These programmes were chosen as markers or “tracers” of
WHO’s performance in collaborating with countries. All are well defined and
organized in accordance with WHO policy. Moreover, they are sufficiently diverse to
provide a broad view of WHO country operations. Each of the three faces a special
challenge: the immunization programme, a technical challenge; the drugs programme,
a political challenge; the malaria control programme, the challenge of involving
multiple government sectors.

The teams visited the countries equipped with five “data collection instruments” or
data input forms. One instrument, completed by the national consultant, gave
background information about each country’s economic and political scene and the
national and international actors participating in its health work; it also described the
country’s health system, the structure, staff and basic capabilities of its health ministry,
its health budget and other resources for health, and its three tracer programmes. A
second instrument, completed by the WHO country offices, detailed WHO’s activities
in the country. A third, completed by WHO’s regional offices, gave information about
regional support to countries. A fourth, provided by the heads of divisions at WHO
headquarters, showed how WHO programmes support countries. The fifth instrument
consisted of a checklist to be used by the visiting teams to help ensure that their
investigations covered the same set of agreed topics.

A new classification of WHOQO’s functions

Traditionally, WHO’s functions have been classified under two headings: normative
(for guidelines, standards, norms and goals) and rechnical cooperation. These terms
are often used inconsistently and the distinction between them is often blurred. The
study team, therefore, proposed a clearer classification, under the headings common
global functions and country-specific functions.

WHO?’s common global functions are of long-term
relevance to all countries at all levels of development.
WHO’s country-specific functions are relevant to
individual countries requiring assistance with their
health services, and will change as the needs of each
country change. :

Common global functions are of long-term relevance to all countries. They include
efforts to achieve worldwide consensus on global health policies (the 1978 Alma Ata
declaration on primary health care is a good example); the exchange of scientific and
technical information through meetings of experts; the drawing up of international
conventions and standards for vaccines and drugs and for the surveillance and control



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



as a result of poor consultant pay rates compared with other agencies). The selection
process for WHO country representatives tends to be exclusive rather than inclusive,
i.e. restricted to WHO fixed-term staff and involving just the WHO Regional Director
and Director-General, with the country consulted only on final approval. Overall, the
skill-base of WHO staff in countries is still, as it has traditionally been, predominantly
medical, despite the growing need for a wider range of skills that would include, say,
financing and management. This shortcoming has weakened WHO’s ability to help
governments assess and implement the projects and reforms proposed by development
banks and other donors.

Budgetary planning tends to be a lengthy, ponderous and far-from-transparent process.
The result does not always achieve harmony or balance between the priorities
identified at the different levels of WHO - headquarters, regional offices and country
offices. Moreover, the allocation of regular budgetary funds is generally based on
historical grounds rather than on a country’s needs. WHO admits to not having a
policy framework for dealing comprehensively with the flow of regular and extra-
budgetary funds. The latter account for 40-80% of WHO country expenditures and
tend to be unpredictable in size and timing, making it difficult to incorporate them into
long-term budget plans. Generally speaking, however, WHO country offices do not
play a major role in the mobilization of financial resources.

—

Finally, WHO does not adequately evaluate its performance in countries. Too much
emphasis is placed on accounting for financial input and too little on outcomes and
achievements. In some areas, evaluation should not be too difficult, such as in
following up the careers of WHO fellows or the use made of WHO technical
information. Most WHO country offices lack the skills and experience or are
insufficiently motivated to monitor their activities, although in many cases a lack of
staff, funding, logistical resources and support from the regional offices may be part of
the problem.

Programmes

WHO'’s programmes for collaboration with countries cover a wide range of activities,
including health advocacy, the setting of norms, policies and national plans, research
and promotion of research, technical operations, and the dissemination of information.
The study team examined how well these programmes meet countries’ needs.

Interestingly, in implementing their collaborative programmes with countries, the
different WHO country offices place emphasis on different types of activity. Over the
four years between 1992 and 1995, support for technical operations, for example,






Furthermore, the study team found that the degree to which countries are financing
their tracer programmes differs considerably, more or less in accordance with the
country’s general health infrastructure capacity: for example, only three of the 12
countries studied use their national health budgets to cover the bulk of the costs of
their immunization programmes, while others, particularly in Africa, cover hardly any.
Public spending on national (medicinal) drugs programmes tends to be low throughout,
with the exception of Thailand. WHO support of these programmes varied widely
between countries during the period studied (1992-1995) - again, not necessarily in
relation to the capacity of the individual countries. Wide variability was also seen in
WHO’s financial support for the tracer programmes, with immunization receiving $10
million vs. $5.5 million for drugs and $5.6 for malaria, most of the funds coming from
extrabudgetary sources (79% for immunization, 70% for drugs and 60% for malaria).

On the positive side, WHO’s programmes for collaboration with countries do fill gaps
in the countries’ capacities to meet the priorities defined by their health ministries. The
team found no evidence suggesting that a more standard package of interventions
would meet more cost-effectively the diverse needs of the different countries. Often,
the activities supported by WHO spawn new initiatives or nurture fledgling initiatives
until other sources of support take over. WHO’s work in strengthening local capacity
is generally seen to be distinctive and potentially sustainable in that it stems from a
basic philosophy of encouraging, supporting and working with (rather than for)
countries - and this despite the relatively low level of funding and visibility for capacity
building.

As regards the tracer programmes (on medicinal drugs, immunization and control of
malaria), the global norms and instruments established by WHO to help countries set
policies and formulate strategies are effective and relevant to the policies both of the
~ countries themselves and of donors. The National Immunization Days (NIDs) strategy,
for example, whereby an entire population is mobilized through a mass immunization
campaign in a drive to halt or greatly reduce the transmission of a disease, is valued not
only for its immediate results but also for its effect in raising a country’s immunization
coverage and in strengthening its overall health delivery system.

On the negative side, the team often found a striking discrepancy between the level of
WHO support to a country and the country’s inherent capacity or needs. For the
1992-93 and 1994-95 biennia, WHO total expenditure (regular and extrabudgetary
funds from all levels of the organization) in countries ranged from $7.8 million to
$41.3 million. However, Nicaragua is one example of a country with relatively high
national capacity that was a favoured recipient ($39.7 million over the two biennia),
whereas several countries with low national capacity received much less - Cameroon
$7.8 million, Mozambique $8.5 million, Mali $10 million and Ethiopia $11.8 million,
and all from the Africa region.

The disparity was particularly evident in the tracer programmes, where WHO’s official
criteria for support to countries do not always tally with its actual involvement “on the
ground”. WHO’s strongest support for the drugs programme over the two biennia
($2.5 million) went to Ecuador, a high capacity country, whereas its weakest support
for this programme went to Papua New Guinea ($15,800) and Cameroon ($43,400),
both medium capacity countries. Similar disparities were found for the immunization
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