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Presented below, in compliance with Article 9.C of the Constitution of the Pan
American Health Organization, is the report on the activities carried out by the Executive
Committee and its various subcommittees between September 2001 and September 2002.
During that time, the Executive Committee held two sessions: the 129™ Session, on
28 September 2001, and the 130" Session, from 24 to 27 June 2002. The Subcommittee
on Planning and Programming (SPP) held its 36™ Session from 25 to 26 March 2002.

The Members of the Executive Committee during the period covered by this
report were Bolivia, Canada, Dominican Republic, El Salvador, Guyana, Honduras,
Jamaica, Peru, and Uruguay. The 129" Session was attended by delegates of the
following eight Members of the Committee: Bolivia, Canada, Dominican Republic,
Guyana, Honduras, Jamaica, Peru, and Uruguay. The ninth Member of the Committee,
El Salvador, was not represented. Present in observer capacity were representatives for
Cuba, Panama, Puerto Rico, and United States of America. The 130" Session was
attended by delegates of all Members. Representatives of Argentina, Costa Rica, Cuba,
France, Mexico, and United States of America attended in an observer capacity. In
addition, five intergovernmental organizations and eight nongovernmental organizations
were represented.

The following Members were elected to serve as officers for the 129" and
130™ Sessions: Guyana (President), Uruguay (Vice President), and Bolivia (Rapporteur).

During the 129" Session, Honduras was elected to serve on the Subcommittee on
Planning and Programming on the expiration of the period of office of Cuba on the
Executive Committee. Peru was elected to serve on the Standing Committee on
Nongovernmental Organizations on the expiration of the period of office of Nicaragua.
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The Committee set the dates for the 36™ Session of the Subcommittee on Planning
and Programming; the 130"™ Session of the Executive Committee; and the 26™ Pan
American Sanitary Conference. The Committee also proposed topics for the agenda of
the SPP session.

At the 129" Session, the Committee adopted seven decisions, which appear,
together with a summary of the Committee's deliberations, in the Final Report of the
129™ Session (Annex A).

During the 130™ Session, the Committee appointed the delegates of Guyana and
Uruguay to represent it at the 26" Pan American Sanitary Conference, 54 " Session of the
WHO Regional Committee for the Americas, and selected the representatives of Canada
and Bolivia to serve as alternates for Guyana and Uruguay, respectively. It also approved
a provisional agenda for the 26™ Pan American Sanitary Conference. The Committee
heard reports from the Subcommittee on Planning and Programming; the Award
Committee of the PAHO Award for Administration; and the Standing Committee on
Nongovernmental Organizations.

The following matters were also discussed during the 130™ Session:
Program Policy Matters

- Provisional Draft of the Program Budget of the World Health Organization for the
Region of the Americas for the Financial Period 2004-2005

- Acquired Immunodeficiency Syndrome (AIDS) in the Americas

- Vaccines and Immunization

- Evaluation of the Strategic and Programmatic Orientations, 1999-2002

- Strategic Plan for the Pan American Sanitary Bureau for the Period 2003-2007

- Integrated Management of Childhood Illness (IMCI)

- Extension of Social Protection in Health: Joint Initiative of the Pan American
Health Organization and the International Labour Organization

- Health and Aging

- Regional Strategy for Maternal Mortality and Morbidity Reduction

- Public Health Response to Chronic Diseases

- Women, Health, and Development

- Evaluation of the Pan American Center for Sanitary Engineering and
Environmental Sciences (CEPIS)

- Report on the Meeting of the Health and Environment Ministers of the Americas
(HEMA)

- Centennial of the Pan American Health Organization
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Administrative and Financial Matters
- Report on the Collection of Quota Contributions
- PAHO Financial Regulations
- Financial Report of the Director and Report of the External Auditor for 2000-2001
- PAHO Buildings and Facilities

Personnel Matters

- Amendments to the PASB Staff Rules
- Statement by the Representative of the PASB Staff Association

General Information Matters

- Resolutions and Other Actions of the Fifty-fifth World Health Assembly of Interest
to the PAHO Executive Committee

Other Matters
- Award Presentation by the World Veterinary Epidemiology Society
At the 130™ Session, the Executive Committee adopted 20 resolutions and 8

decisions, which appear, together with a summary of the presentations and discussions on
each item, in the Final Report of the 130™ Session (Annex B).

Annexes
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The Committee adopted Resolution CE130.R18, approving the provisional
agenda, as revised.

Committee and Subcommittee Matters
Report of the Subcommittee on Planning and Programming (Document CE130/5)

The report on the 36™ Session of the Subcommittee on Planning and
Programming (SPP) was presented by Dr. Francisco Lopez Beltran, in representation of
the Government of El Salvador, which was elected President of the Subcommittee at the
36th Session. That session was held at PAHO Headquarters on 25 and 26 March 2002.
The Subcommittee discussed the following items which were also on the agenda of the
Executive Committee at the 130™ Session: Evaluation of the Strategic and Programmatic
Orientations, 1999-2002; Strategic Plan for the Pan American Sanitary Bureau,
2003-2007; Integrated Management of Childhood Illness; Extension of Social Protection
in Health: Joint Initiative of the Pan American Health Organization and the International
Labour Organization; Health and Aging; Regional Strategy for Maternal Mortality and
Morbidity Reduction; Women, Health, and Development; and Public Health Response to
Chronic Diseases. The Subcommittee’s comments and recommendations on those items
were taken into account in revising the documents for the Executive Committee and are
reflected in the presentations and discussion of the respective agenda items in the present
report.

The Subcommittee also discussed an item concerning the Pan American Centers;
however, rather than forward that item to the Executive Committee, the Subcommittee
recommended that the Committee focus on the evaluation of a single center—the Pan
American Center for Sanitary Engineering and Environmental Sciences (CEPIS).

Summaries of the presentations and discussions on all the above-mentioned items
may be found in the final report of the Subcommittee's 36" Session (Document
SPP36/FR).

In the discussion that followed Dr. Lopez Beltran’s report, the need to clarify the
role of the Pan American centers vis-a-vis the countries—especially in the area of
research—was highlighted. It was emphasized that the regional centers should not
duplicate the efforts of national research centers but should complement and help
enhance their research capacity.

The Director thanked Dr. Lopez Beltran for his service as President of the SPP
and expressed his appreciation to the Members of the Subcommittee for their
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contributions, which had been very useful to the Secretariat in preparing the documents
for the Executive Committee.

The Committee took note of the report and thanked the Subcommittee for its work
(Decision CE130(D3)).

Report of the Award Committee of the PAHO Award for Administration, 2002
(Documents CE130/6 and CE130/6, Add. I)

Dr. Manuel Sandoval Lupiae (Honduras) reported that representatives of Canada,
Honduras, and Uruguay, the Members of the Award Committee of the PAHO Award for
Administration, 2002, had met on Wednesday, 26 June 2002. After examining the
documentation on the candidates nominated by the Member States, the Committee had
decided to confer the award on Dr. Hugo Mendoza, of the Dominican Republic, for his
pioneering efforts in public health research and his valuable contribution to the
improvement of maternal and child health in his country through the introduction of the
public health approach in pediatric care and teaching.

The Delegate of the Dominican Republic expressed his country’s appreciation for
the award to Dr. Mendoza, a great professional who had dedicated his life to health
services and a distinguished university professor with many published works to his credit.

The Committee adopted Resolution CE130.R16.

Report of the Standing Committee on Nongovernmental Organizations in Official
Relations with PAHO (Documents CE130/7 and CE130/7, Add. I)

Mr. Luis Canales Cardenas (Peru) presented the report of the Standing Committee
on Nongovernmental Organizations. The Standing Committee, composed of the
representatives of Bolivia, Jamaica, and Peru, had met on Tuesday, 25 June 2002, to
consider a background paper prepared by the PAHO Secretariat containing the
application of the InterAmerican Heart Foundation (IAHF) for entry into official relations
with PAHO, including a profile of the applicant and a history of its collaborative
activities with PAHO. After carefully reviewing the background documentation, the
Standing Committee recommended to the Executive Committee that it admit the IAHF
into official relations with PAHO.

At the same meeting, the Standing Committee had considered applications for
continued official relations from four nongovernmental organizations: International
Organization of Consumers Unions (CI-ROLAC); Latin American Confederation of
Clinical Biochemistry (COLABIOCLI); Latin American Union Against Sexually
Transmitted Diseases (ULACETS); and National Coalition of Hispanic Health and
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Human Services Organizations (renamed the National Alliance for Hispanic Health).
After a brief presentation by the respective NGOs and comments from the PAHO
Secretariat, and in light of the written information provided on collaborative activities
between each of the following NGOs and PAHO, the Standing Committee recommended
to the Executive Committee that it authorize continuation of official relations with the
Latin American Confederation of Clinical Biochemistry (COLABIOCLI) and the
National Alliance for Hispanic Health for a period of four years.

Concerning the International Organization of Consumers Unions (CI-ROLAC)
and the Latin American Union Against Sexually Transmitted Diseases (ULACETYS), the
Standing Committee recommended to the Executive Committee that it review the status
of official relations between PAHO and CI-ROLAC and ULACETS again the following
year in order to give them the opportunity to implement the collaborative work plans and
clearly identify the technical areas that would best benefit from a collaborative effort.

The Representative of the Latin American Confederation of Clinical Biochemistry
(COLABIOCLI) expressed her appreciation for the continuation of official relations,
describing it as a vote of confidence by the Executive Committee in her organization’s
commitment and professionalism. She also expressed appreciation for the support offered
to COLABIOCLI by PAHO, both at Headquarters and in the Dominican Republic.

The Committee adopted Resolution CE130.R17 on this item.

Program Policy Matters

Provisional Draft of the Program Budget of the World Health Organization for the
Region of the Americas for the Financial Period 2004-2005 (Document CE130/8)

Mr. Roman Sotela (Chief of Budget, PAHO) presented the provisional draft of the
program budget. He explained that the present year, the first year of the biennium, was
the time when the Executive Committee was asked to consider the WHO portion of the
PAHO regular budget. The planning allocations for the 2004-2005 biennium had been
given by the Director-General in March/April 2002, and at the present time the different
Regions were requested to inform WHO Headquarters as to how they planned to allocate
the funds.

The provisional draft of the program budget was thus a partial funding picture,
representing only 29% of the PAHO/WHO regular budget. Consequently, the figures in
document CE130/8 were not necessarily indicative of PAHO’s level of commitment in
any given technical area. The whole picture would become evident only when the PAHO
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portion of the budget was added, and when the budget as a whole was considered in June
2003.

The planning allocation issued by the Director-General to PAHO for 2004-2005
was US$72,491,000," representing a reduction of $2,191,000, or 2.9%, relative to the
2002-2003 allocation of $74,682,000. The reduction had been applied evenly in the two
main portions of the budget, the Regional Office and Intercountry Programs and the
Country Programs, in accordance with the instructions from WHO.

The 2004-2005 period was the third consecutive biennium in which the Region of
the Americas had seen a reduction in its planning allocation from WHO. Cumulatively,
the reduction amounted to $10,195,000. The progressive reductions arose from
Resolution WHAS51.31 approved by the World Health Assembly in May 1998. An
evaluation of the effects of the reductions was scheduled for the Fifty-seventh World
Health Assembly in May 2004.

Annex 1 of document CE130/8 showed how the amount of $72,491,000 was
divided up over the program classifications of WHO. The distribution complied with
WHO instructions to make an overall shift equivalent to 2% to 3% of the budget to the
WHO priority areas of work for 2004-2005.

In the discussion that followed, delegates raised a number of questions, in
particular as to the criteria by which the funds were allocated to the various areas. It was
pointed out that the document did not seem to show a shift of 2% to 3% for all eleven
priority areas of work identified by WHO for the period 2004-2005. Noting that the draft
program budget showed reductions in some programs and increases in others and that
perhaps the changes were not always consistent with the priorities for the Region (e.g., an
increase to 11.5% in “Evidence and information for policy,” or a decrease to 8.5% in
“Communicable diseases”), several delegates asked the Secretariat to comment on that
distribution.

It was suggested that there was a need to analyze how the reductions relative to
the previous biennium’s budget had been distributed, and also how the deficit resulting
from the reductions would be resolved. Some delegates felt that it would not be
appropriate to approve an increase in country quotas to cover that deficit. One delegate
proposed that PAHO might appeal to WHO, emphasizing that the regional allocation was
not sufficient to enable it to carry out its programs.

The Delegate of the United States of America said that her country had supported
the WHO regional reallocation and noted that the Americas had been the only one of the

" Note: Unless otherwise indicated, all currency figures in this report are expressed in United States dollars.
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four regions with decreased allocations that had been able to soften the blow by
increasing its own budget. As PAHO began the process of making decisions for the next
budget cycle, she trusted that the collective concerns of all its Member States would be
taken into consideration. The policy of the United States had not changed; it continued to
advocate zero nominal growth in the budget. Her delegation therefore hoped that PAHO
would make the necessary adjustments, continue to seek increased efficiencies, and give
active consideration to the availability of extrabudgetary resources.

In reply, Mr. Sotela stressed that it was misleading to look only at a part of the
picture and try to deduce from it the priorities of PAHO. The provisional draft of the
program budget, representing only 29% of PAHO’s total budget, could not be used to
conclude that any particular item was more or less of a priority for PAHO. Soon, PAHO
would start planning for the whole period 2004-2005, and by December it would have
received all of the proposals prepared by the PAHO representatives in the countries in
consultation with the governments. At that time, the priorities of the Organization and its
Member States would become evident.

Regarding the distribution of funds to the priority areas of work, he explained that
the 2%-3% shift would not necessarily be seen in every individual category. The
instructions from WHO were that a shift of 2%-3% in aggregate was to be made. PAHO
had done its best to implement the shift and to cover as many areas as possible, but the
WHO priority areas would not necessarily all go up by the same amount.

The Director reiterated that the provisional draft program budget showed only a
part of the picture. PAHO made its best effort to follow the instructions from WHO as to
where the shifts were to take place. However, as the Director-General herself often
pointed out, it was not possible to do that in a simple, mechanical way. For example, the
problem of malaria was graver in Africa than in the Americas, and consequently the shift
in that area would no doubt be greater in that Region. Once the whole picture was put
together, then the extent to which PAHO had tried to follow the WHO priorities—most
of which had been accepted by PAHO’s Governing Bodies as being relevant to PAHO as
well—would become evident.

The reduced allocations were a reality with which PAHO had to come to terms, as
nothing could be done to change them for the present. What was important was for
PAHO to be very vigilant when the whole question of the distribution of resources was
reexamined in 2004 and to ensure that the result of those deliberations was equitable in
terms of the world as a whole.

He acknowledged that the Region of the Americas had so far been very fortunate
in mobilizing extrabudgetary resources. If the representatives of the Member States
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continued knocking on the appropriate doors, it was to be hoped that ultimately there
would be a budget sufficient to carry out the programs of the Organization.

The Committee adopted Resolution CE130.R2 on this item.

Acquired Immunodeficiency Syndrome (AIDS) in the Americas (Documents CE130/9
and CE130/9, Add. 1)

Dr. Fernando Zacarias (Coordinator, Program on Acquired Immunodeficiency
Syndrome/Sexually Transmitted Infections, PAHO) summarized the current figures on
HIV/AIDS in the Americas and elsewhere. The epidemic was now present in all countries
on all continents. Worldwide, an estimated 40 million adults and children were living
with HIV/AIDS at the end of 2001. In the Americas, the figure was 2.8 million. The
situation was especially serious in the Caribbean, where in some countries and population
groups the prevalence of HIV infection was as high as 8%. The number of reported AIDS
cases in the Region stood at 1.2 million. In addition, an estimated 40 million cases of
other sexually transmitted infections (STIs) occurred each year.

Document CE130/9 presented a brief overview of the progress to date in the
Region with regard to promotion of sexual health, communication, blood safety,
interventions targeting injection drug users, reduction of mother-to-child transmission,
and application of the Organization’s “Building Blocks” model of comprehensive care
for people living with HIV/AIDS and their families and caregivers. Accelerating Access
to Antiretroviral (ARV) Drugs, a recently launched initiative of WHO/PAHO and the
Joint United Nations Program on AIDS (UNAIDS), sought to increase the availability of
ARV drugs at affordable prices. To date, 26 countries in the Americas had indicated a
desire to participate in the initiative. Eleven evaluation and planning missions had been
organized, and negotiations for the reduction of drug prices had been finalized or were
under way in seven countries. Additionally, the possibility of a subregional pricing
agreement for the CARICOM countries was being discussed.

Several recent events had afforded the opportunity to step up the response to the
epidemic. One was the United Nations General Assembly Special Session (UNGASS) on
HIV/AIDS, held in June 2001, which had been discussed by the Committee at its 128th
Session. Others events were the establishment of the new Global Fund to Fight AIDS,
Tuberculosis, and Malaria, which had already approved funding proposals from a number
of countries in the Region, and the signing of the Shared Agenda for Health, an
agreement between PAHO, the Inter-American Development Bank, and the World Bank
for collaboration on a range of health issues, including HIV/AIDS. Countries were also
joining forces in subregional partnerships. At the international level, in addition to the
Accelerating Access to ARV initiative, WHO had developed a global health-sector
strategy for addressing HIV/AIDS and other STIs. The 14™ International AIDS
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Conference, which would take place in July 2002 in Barcelona, would provide further
opportunities for confronting the myriad challenges created by the HIV/AIDS pandemic.

Dr. Zacarias concluded by emphasizing that the experience of the past had shown
what worked and what needed to be done to halt the spread of HIV. Sufficient knowledge
existed to dramatically improve the HIV/AIDS situation by 2010. The action taken by the
countries of the world over the next few years would determine whether or not that
occurred.

The Executive Committee applauded PAHO’s comprehensive regional response
to HIV/AIDS and endorsed the “Building Blocks” approach, which highlighted the need
to strengthen health systems and viewed prevention and care not as competing priorities,
but as part of the health care continuum. Delegates underscored the need to improve the
accessibility and affordability of antiretroviral drugs, since it was essential to provide
treatment to the millions of people in the Region who were already infected with the
virus. Support was voiced for the public health approach to antiretroviral therapy
advocated by WHO. In addition, it was felt that assuring treatment and care for HIV-
infected persons would help reduce the stigma and discrimination to which they were
often subjected. Moreover, treatment and care could be key strategies for preventing
transmission. In that connection, Dr. Zacarias was asked to update the Committee on
PAHO?’s efforts to negotiate price agreements and facilitate access to ARV drugs through
the Revolving Fund for Strategic Public Health Supplies.

The Committee also commended PAHO on its efforts to promote and implement
the UNGASS declaration and stressed the need for ongoing monitoring and reporting on
the achievement of the goals established by the countries at the special session. With
regard to the Global Fund to Fight AIDS, Tuberculosis, and Malaria, delegates expressed
the hope that the secretariat being created to manage the Fund would be kept as small as
possible so that the funds mobilized would not be eaten up by administrative costs. The
Committee acknowledged the need for a coordinated international response to the
HIV/AIDS epidemic because, as the document rightly pointed out, it was a global
problem with far-reaching effects. Various Member States described cooperative
initiatives between their governments and other countries in the Region to combat the
spread of HIV and other sexually transmitted infections. One delegate observed that the
problem of HIV/AIDS had a “silver lining” in the sense that it had given rise to
unprecedented levels of international and intersectoral collaboration, which would
translate into gains in other areas, such as poverty alleviation and improvement in overall
health conditions.

Several possible improvements to the document were proposed. It was suggested
that the section on comprehensive care might be enhanced if it placed greater emphasis
on the role that communities and community-based organizations could play in reducing
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the spread of HIV and providing support for infected individuals and their families. It
was also pointed out that comprehensive care should include voluntary and confidential
testing and counseling, so that people would know their HIV status and could deal with it
appropriately, together with psycho-social support for infected individuals and their
families and communities. Various delegates noted that the document did not address the
role of research and its importance in providing the basis for development of policies and
interventions.

Delegates also underscored the need for health promotion and education that
focused on cultural attitudes and practices that were at the root of individual behaviors.
While the document correctly stressed the need for behavioral change, interventions
aimed at individuals had had mixed success thus far. It was therefore necessary to
broaden health promotion efforts and endeavor to change cultural patterns that
encouraged or discouraged certain behaviors. The Delegate of Uruguay called attention to
an error in the document, which stated that intravenous drug use was the principal mode
of HIV transmission in his country; in fact, the largest proportion of HIV-positive
individuals in Uruguay had become infected through sexual relations.

The representative of ULACETS welcomed the document’s recognition of the
importance of sexually transmitted infections other than HIV/AIDS. She announced that
the World Congress on Sexually Transmitted Infections and AIDS would take place in
Uruguay in 2003—the first time that event had ever been held in the hemisphere. A main
topic of discussion at the Congress would be interventions on HIV/AIDS and other STIs
that could be applied in resource-poor settings.

Dr. Zacarias agreed with the delegates’ comments on the importance of research,
noting that the PAHO Program on HIV/AIDS had initially had a strong research
orientation, and it continued to promote research. Another ingredient that was crucial in
the fight against HIV/AIDS—in addition to the commitment of financial resources—was
leadership. Governments in a number of countries were showing how effective political
leadership could foster the kind of intersectoral action needed to address the many facets
of the HIV/AIDS epidemic. Regarding the comments on the importance of involving the
community in the response to HIV/AIDS, he emphasized that the comprehensive
approach advocated under the “Building Blocks” model sought to go beyond the health
services system and work with the entire community.

It was true that changing behaviors and their underlying cultural roots was a long-
term undertaking. Still, changes in attitude were occurring, as evidenced, for example, by
the increase in condom use in some countries. To bring about lasting change, it was
essential to focus health education and communication efforts on young people. For that
reason, the HIV/AIDS program was working with the adolescent health program to



CEI130/FR (Eng.)
Page 16

identify effective behavior change interventions. The program was also conducting a
study to assess the impact of health education campaigns in 13 countries.

As for the Organization’s negotiations on ARV drug pricing, he reported that the
results had been mixed thus far. The pharmaceutical companies continued to impose
conditions that limited countries’ ability to obtain ARV drugs at reduced prices.
However, the PAHO/WHO Representatives and health officials in some countries had
succeeded in negotiating satisfactory price agreements. PAHO would continue to support
Member States’ efforts to negotiate affordable prices.

The Director thanked the Member States that were assisting PAHO and their
sister countries in the Region in the fight against HIV/AIDS in the Americas, especially
the Caribbean. He concurred fully with those delegates who had pointed out that the
resources of the Global Fund should not be expended unnecessarily on administrative
costs, which would defeat the Fund’s purpose. PAHO was committed to working with
UNAIDS to facilitate access to the Fund without creating additional layers of
bureaucracy. He also agreed with the Committee’s observations on the importance of
health education that targeted the roots of individual behaviors. To date, most behavioral
change initiatives had been directed at individuals. Rather than that approach, which
tended to blame the victim, there must be greater emphasis on creating environments that
allowed and encouraged individuals to change their behaviors. PAHO’s technical
cooperation in this area was now directed largely towards fostering such change.

The Committee adopted Resolution CE130.R6 on this item.
Vaccines and Immunization (Document CE130/10)

Dr. Ciro de Quadros (Director, Division of Vaccines and Immunization, PAHO)
reported that DTP3 vaccination coverage among children (i.e., three doses of the vaccine
against diphtheria, tetanus, and pertussis) had remained at around 80% for the Americas
as a whole in recent years. Coverage in a large number of districts continued to fall below
the regional goal of 95%, however, and there were sizable disparities in coverage
between countries and between regions within countries. Hence, much remained to be
done to achieve full equity with regard to immunization.

Substantial progress had been made towards the goal of eradicating measles in the
Americas. A recent outbreak in Venezuela, which had spread to Colombia, was expected
to be under control by the time the Pan American Sanitary Conference convened in
September, and it was anticipated that indigenous transmission would have been
interrupted throughout the Region by the end of 2002. As for poliomyelitis, the only
cases reported in the Region in the past decade had been vaccine-derived cases on the
island of Hispaniola, the last of which had occurred in Haiti in July 2001. At present, the
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disease was completely under control. Neonatal tetanus remained a problem in less than
1% of districts in the Americas. With concerted effort, it could be eliminated very soon.
Rubella, too, could be eliminated through accelerated control strategies that emphasized
vaccination of susceptible adults as well as routine immunization of children. Yellow
fever had shown a sharp downward trend since 1998 as a result of vaccination
campaigns. The vaccine shortages of the previous year had been largely overcome, so it
would now be possible to intensify vaccination in high-risk areas.

Evaluations conducted in various countries between 1996 and 2001 had shown
that to ensure the sustainability of national immunization programs and maintain the
progress achieved thus far, attention to three problems was needed: (1) weakened
regulatory and control capacity of central government institutions as a result of health
sector reform and decentralization, (2) lack of clearly defined financial responsibility for
immunization programs, and (3) lack of accountability for specific immunization goals.
Action was also needed to close the equity gap between industrialized and developing
countries with respect to the introduction of new and combination vaccines, although that
gap was relatively small in the Americas compared to other regions, thanks to the
countries’ strong commitment to immunization.

An important component of PAHO’s technical cooperation was the development
of tools and strategies to generate information that would enable decision-makers to
prioritize the introduction of newly developed vaccines and measure their impact. The
Organization was also working to develop and enhance vaccine production capacity in
the countries as a means of ensuring the availability of high-quality vaccines and
alleviating the vaccine shortages that had affected all countries in the Region in recent
years.

Finally, in regard to the threat of a reemergence of smallpox as a result of
bioterrorism, Dr. de Quadros said that two technical meetings convened by the Director
had examined the issue and assessed the possibilities for smallpox vaccine production in
the Region. The principal conclusion of the meetings was that PAHO should continue
collaborating with the countries to strengthen epidemiological surveillance systems and
improve the infrastructure for identifying cases, including the regional network of
laboratories for diagnosis of febrile rash illnesses. Meeting participants had also stressed
that an attack of smallpox on one country should be viewed as an attack on all the
countries of the Region and that, in the spirit of Pan Americanism, countries that had
stocks of vaccine should make them available to the affected country to prevent the
disease from spreading.

The Executive Committee commended PAHO for its continued work in
strengthening capacity for surveillance of vaccine-preventable diseases, increasing
immunization coverage, and facilitating countries’ access to vaccines through the
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Revolving Fund for Vaccine Procurement. The Committee also expressed support for the
Organization’s efforts to increase vaccine production throughout the region, as increased
supply would help reduce vaccine prices, even in non-producing countries. Maintaining
national immunization programs—with guaranteed funding for those programs—was
considered a priority responsibility of governments. The Delegate of Peru reported that
his country had enacted legislation to protect the budget for immunization activities.
Those funds could not be used for any other purpose, irrespective of any financial
exigencies that might arise. As a result, Peru had been able to introduce the rubella
vaccine, despite its adverse economic situation.

Delegates expressed concern that the economic problems currently afflicting most
countries in the Region might make it difficult to maintain the successes of the past and
attain regional goals, such as the eradication of measles. One delegate proposed the idea
of creating an alternative mechanism, such as an emergency or compensation fund, to
assist countries when financial constraints prevented them from purchasing vaccines
through the PAHO Revolving Fund. The vaccine shortages of recent years were also seen
as a threat to the Region’s achievements in the control of vaccine-preventable diseases.
Dr. de Quadros was asked to expound on the reasons for the shortages and whether they
were likely to reach crisis proportions.

The representatives of the Inter-American Development Bank (IDB) and the
World Bank assured the Committee of their respective institutions’ willingness to work
with the countries to overcome the problems created by decentralization and health sector
reform and maintain strong national immunization programs. Both representatives
emphasized the need to make ministers of finance and other economic authorities aware
of the cost-effectiveness of immunization and involve them in discussions regarding
financing for vaccination programs. The representative of the IDB felt that there was
merit in the idea of a compensation fund or other mechanism to enable the countries to
continue purchasing vaccines during difficult economic times. The representative of the
World Bank suggested that, as a means of promoting discussion of vaccine financing
issues among national authorities, the Secretariat might include in the revised version of
the document a section addressing some of the concerns raised by the Executive
Committee, in particular the idea of a financing mechanism to complement the Revolving
Fund; the financial and logistic challenges facing immunization programs, given the need
to introduce new vaccines while maintaining and increasing the coverage of existing
ones; and the protection of national immunization budgets.

In light of the interest expressed by the representatives of the World Bank and the
IDB, the Executive Committee requested the Director to explore with the Banks and
other partners the possibility of establishing a financing mechanism to complement the
PAHO Revolving Fund that would enable countries to assure an uninterrupted supply of
vaccines for their national immunization programs.
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Dr. de Quadros welcomed the comments of the IDB and World Bank
representatives, which augured well for increased collaboration in the area of vaccines
and immunization under the PAHO/IDB/World Bank Shared Agenda. The World Bank
representative’s suggestions regarding the document were excellent, and he would see
that they were incorporated into the revised version. He emphasized the need for
countries to prioritize the issue of financing for vaccines and immunization in their
negotiations with the Banks. Ministries of health had a key role to play in that regard by
ensuring that immunization had a prominent place on national agendas.

Regarding the question of whether lack of funding and vaccine shortages might
hinder the achievement of goals such as eradication of measles, he pointed out that
financing was often not the main problem. In the case of measles, non-implementation of
vaccination and control strategies and lack of clarity about which strategies to employ
had been the largest impediments to eradication of the disease. As for the vaccine
shortage, the main causes were the introduction of more stringent quality requirements
and limited capacity for vaccine lyophilization. Concern over vaccine safety had
prompted regulatory authorities to impose increasingly strict quality control procedures,
which slowed the production process. Another issue was use of installed capacity. The
major vaccine manufacturers had made a commercial decision to utilize their production
facilities mainly to make the newer, more expensive vaccines, leading to a temporary
shortage of the less costly ones. However, the problem was expected to be resolved
within the next 18 to 24 months. In the Americas, PAHO was working to meet vaccine
needs by helping countries boost their national production capacity and obtain
certification as vaccine suppliers for the United Nations system. For example,
laboratories in Brazil and Cuba were now certified as suppliers of yellow fever vaccine
and hepatitis B vaccine, respectively.

The Director said he would be pleased to explore with the IDB and World Bank
the feasibility of creating a financing mechanism to facilitate vaccine procurement. He
pointed out that the Banks could be eloquent allies with PAHO in making the case with
governments for assuring sufficient funding for vaccination programs, since, apart from
the obvious health reasons, there were forceful economic arguments for investing in
vaccines. Vaccination should be seen as an essential public good and, by definition,
public goods should be financed by governments. Peru had set an excellent example by
enacting legislation to protect the budget for vaccines, and he hoped that other countries
might draw on its experience to put in place similar protections.

The Banks might also help in discussions with drug companies by arguing for
stabilization of prices for vaccines and other essential pharmaceuticals. Vaccine pricing
was one of the few areas in which the Organization had succeeded in negotiating
common pricing with producers. In the case of other drugs, notably ARVs, they had
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insisted on applying different prices to different categories of countries. In his opinion,
there was no valid argument for that practice.

The health workers of the Region deserved great praise for their success in
bringing vaccine-preventable diseases under control. To get an idea of the magnitude of
their efforts and accomplishments, it sufficed to recall that in the Americas only 537
cases of measles had been confirmed in 2001, whereas worldwide there had been 800,000
deaths from the disease and many more cases. Thanks to the hard work and commitment
of the many health workers across the Americas, there was every reason to believe that
by the end of the year, the Region could add elimination of indigenous transmission of
measles to its list of accomplishments.

The Committee adopted Resolution CE130.R7 on vaccines and immunization.

Evaluation of the Strategic and Programmatic Orientations, 1999-2002
(Documents CE130/11 and CE130/INF/1)

Dr. Germén Perdomo (Senior Policy Advisor, Office of Analysis and Strategic
Planning, PAHO) summarized the results of the evaluation of the Strategic and
Programmatic Orientations (SPOs), 1999-2002, which was presented to the Executive
Committee pursuant to a resolution of the 25™ Pan American Sanitary Conference in
1998. The SPOs had guided the programming of technical cooperation by PAHO’s
Secretariat, the Pan American Sanitary Bureau, with the countries during the period in
question. When the Conference had approved the SPOs in 1998, it had also urged the
countries to take them into account when formulating their national health policies, and
the 36™ Session of the Subcommittee on Planning and Programming had specifically
requested that the Secretariat examine the extent to which that had occurred. Hence, the
evaluation had looked both at the progress made in achieving the regional goals and
applying the programmatic orientations and at whether the SPOs had been reflected in
national health plans and policies for 1999-2002.

Information from 32 countries indicated that 5 countries had draft policies and 27
had already adopted national policies or plans. The Bureau had been involved in national
policy-making processes in 22 of those countries. The SPOs had been used as frame of
reference for policy development in 15 of the 22 countries.

Regarding the Bureau’s implementation of the SPOs, a survey of professional
staff had shown that 87% were familiar with the SPOs, and all those staff were applying
them not only in the programming of technical cooperation but in other activities, such as
negotiating cooperation projects and briefing national officials. Only staff who had
recently joined the Bureau and those not directly involved in technical cooperation (e.g.,
administrative staff) were unfamiliar with the SPOs. In the last two biennia, the vast
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majority (around 90%) of technical cooperation projects programmed had been
specifically related to the programmatic orientations. Those that had not were projects
related to managerial development or projects that addressed specific national needs that
fell outside the framework of the SPOs.

Evaluation of the impact of the technical cooperation provided under the SPOs
had been hindered by several methodological difficulties, notably the fact that PAHO was
not the only organization providing technical cooperation in the countries, which made it
difficult to pinpoint the precise effects of its activities. In addition, the necessary
information and indicators had not always been available. Of the 29 regional goals
adopted under the SPOs, the evaluation had found that 5 were fully achieved and 13 were
partially achieved. Little or no progress had been made in the case of 2 goals, and for the
remaining 9 goals, the information available was insufficient, unavailable, out of date, or
not comparable across countries. Document CDI130/INF/1 contained a detailed
description of the cooperation provided and the outcomes achieved.

The evaluation had yielded a number of lessons, which had been extremely useful
in the development of the Strategic Plan for 2003—2007. In particular, it had pointed up
the need for broad internal and external participation in the strategic planning process,
greater clarity and precision in the description of expected results and how to achieve
them, a manageable number of goals and objectives for technical cooperation and
organizational development, goals and objectives that represented a challenge but were
achievable, clear definition of goals and objectives so as to facilitate monitoring and
evaluation, continued effort to enhance national information systems in order to produce
the data necessary for monitoring and evaluation, and wide dissemination of the Strategic
Plan, both internally and externally.

The Executive Committee acknowledged the difficulty of undertaking an
evaluation of such large magnitude and commended the Secretariat for its efforts to
measure the impact of the SPOs. Several delegates suggested that the evaluation could be
strengthened through greater analysis of the goals that were not met and the reasons for
the lack of progress in those areas. Such an analysis would be helpful in setting goals and
planning how to achieve them in the period 2003—-2007. Delegates also cautioned against
setting too many goals for the next period, as the large number of goals may have added
to the difficulty of evaluating the SPOs for 1999-2002.

The Committee felt that the evaluation’s greatest value was perhaps the lessons
learned, which would help improve planning for the next period and avoid some of the
problems that had hindered monitoring and evaluation in 1999-2002. One of those
problems was overly broad goals and objectives. In order to assess progress, it was
necessary to state the goals in precise and specific terms. Another problem that had
complicated evaluation of the SPOs was lack of baseline information to provide a point
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of reference from which to measure change in indicators. Several delegates observed that
the goals established for individual countries or groups of countries would vary,
depending on the baseline. In the case of maternal mortality, for example, in countries
that already had low rates, it would be difficult to achieve large additional reductions, so
the goal must be set lower than in the case of countries with relatively high rates. In
addition, in formulating goals and objectives, it was necessary to allow for unforeseen
circumstances, both external and internal, that might affect their achievement and to
recognize that the attainment of many health goals required the participation of other
sectors. It was also necessary to improve national information systems and standardize
the data being produced in order to permit comparisons and remedy the information
deficits mentioned in the evaluation report.

The Committee was pleased that the recommendations of the SPP had been taken
into account in carrying out the final evaluation, in particular the assessment of the
countries’ incorporation of the SPOs into their national planning and policy-making. The
findings were indicative of the extent to which regional strategic planning had influenced
the planning and work of the health sector in the countries. At the same time, however,
the Organization’s planning should be informed by national strategic planning in order to
ensure that its technical cooperation responded to the priorities and needs identified by
the countries. In that regard, delegates commended the Secretariat for its efforts to make
the planning and evaluation processes as participatory as possible and, especially, for
seeking to involve Member States from the outset in strategic planning for the next
period.

The Representative of the Inter-American Development Bank (IDB) called
attention to the need to take account of global and regional development goals in the
Organization’s strategic planning. He agreed that measuring the impact of technical
cooperation was extremely difficult. To do so, it was essential to put in place a
methodology for evaluation from the start of the strategic planning process. It was also
necessary to allocate resources (human and financial) specifically for evaluation. The
IDB would be pleased to collaborate with PAHO in carrying out joint technical
cooperation evaluations with a view to overcoming some of the difficulties encountered
in the evaluation of the SPOs.

Dr. Perdomo thanked the delegates for their suggestions, which would help the
Secretariat improve the evaluation report to be presented to the Pan American Sanitary
Conference. He pointed out that another issue that complicated the planning and
evaluation process was that of accountability for the goals established. On various
occasions in recent years the Governing Bodies had discussed whether the SPOs were the
exclusive responsibility of the Secretariat or whether the countries also had a
responsibility for achieving some of the goals. For many of the objectives established by
the Organization and then incorporated into the Secretariat’s strategic planning and
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programming, governments had an undeniable responsibility, as they were responsible
for health at the national level.

Analyzing the health situation at the country level and assessing the effects of
technical cooperation required a comprehensive evaluation model, supported by reliable
information systems. Another challenge, as the Committee had noted, was finding
methodologies that would enable the Secretariat to explain the results and identify the
factors that had impeded or facilitated achievement of objectives, including both external
factors and structural and institutional factors within the Organization. The Secretariat
would continue working to address those challenges and improve the evaluation process.

The Director was pleased that the delegates had considered the evaluation process
worthwhile. Despite its shortcomings, he believed the exercise had been useful,
especially because it had pointed up the pitfalls that the Secretariat should take care to
avoid in the next planning cycle. Moreover, he believed it was healthy for an organization
to look at whether it had accomplished the objectives it had set for itself. As the
Committee had pointed out, one of challenges with evaluation was to ensure that the
process was evaluable from the beginning. It was also necessary to have good
information to determine whether goals had been realized or not. PAHO had been
working to improve information production in the Region, and the countries had made
tremendous strides in strengthening their information systems and increasing the
availability of data. They had also made progress in disaggregating information so as to
reveal inequalities between geographic areas and population groups. As a result, much
better information would be available for future evaluations.

He agreed that, to ensure evaluability, it was essential to state goals as precisely as
possible. Nevertheless, some goals were inherently more difficult to measure than others.
Process goals, for example, were especially difficult to measure. He also agreed that
differences between and within countries must be taken into account in setting goals. It
was important to avoid the “tyranny of statistical means,” which did not reflect such
differences. If it was accepted that part of the Organization’s mission was to enhance
equity, then goals must be cast as equity goals. That meant setting goals not only in terms
of specific percentages or levels, but also in terms of reducing the gaps between and
within countries.

The Committee took note of the report on the evaluation, but did not consider it
necessary to adopt a resolution on this item (Decision CE130(D4)).
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Strategic Plan for the Pan American Sanitary Bureau for the Period 2003-2007
(Document CE130/12)

Dr. Karen Sealey (Chief, Office of Analysis and Strategic Planning, PAHO)
presented the Strategic Plan for the period 2003—2007. She began by pointing out that, as
the Organization celebrated its centennial, it was appropriate that it should begin to
prepare for the next 100 years of health in the Region. The Strategic Plan for 2003—-2007
would mark the first step in that direction. She then outlined the key features of the
planning process, emphasizing that the plan’s formulation had been guided by the
principles of equity and Pan Americanism, ideals to which PAHO had been committed
throughout its 100-year history. The planning process had sought to define the technical
cooperation priorities the Bureau would focus on to support the health development needs
of the countries and determine how it could enhance its own performance in order to
better meet those needs.

The process had differed from the previous planning process in several important
ways. For the first time, the Strategic Plan would span five years, not four, as in the case
of previous planning frameworks. In addition, the mission of the Secretariat had been
redefined and its values and vision had been clarified, and those definitions had been
used to drive the process of strategic planning. The planning process had been guided not
only by the traditional analysis of the external environment, but by an internal
assessment, which sought to identify the Secretariat’s strengths and weaknesses and
establish a baseline for monitoring its performance. In developing the plan, the
Secretariat had also been very mindful of the lessons learned from the evaluation of the
SPOs. The process had identified not only technical areas for action but organization-
wide critical issues. For each of those areas and issues, the Secretariat had developed
objectives and strategies, which would be implemented through technical cooperation
projects and organizational development initiatives. Finally, monitoring and evaluation
had been built into the planning process.

The values that would guide the Bureau’s work were equity, excellence,
solidarity, respect, and integrity. Its vision was to be the major catalyst for ensuring that
all the peoples of the Americas enjoyed optimal health and contributed to the well-being
of their families and communities. Its mission was to lead strategic collaborative efforts
among Member States and other partners to promote equity in health, to combat disease,
and to improve the quality of and lengthen the lives of the peoples of the Americas.

The plan set out in Document CE130/12 represented the Bureau’s response to the
situation revealed by the internal and external analyses, the findings of which were
summarized in the document. The plan identified three major priorities for technical
cooperation: special population groups (low-income or poor populations; ethnic and
racial groups, especially indigenous populations; and women and children); key countries
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(highly indebted poor countries (HIPC) and/or countries which had an intolerable state of
health, in particular Haiti, Bolivia, Honduras, Guyana, and Nicaragua); and priority
technical areas. The plan included eight such areas: (1) prevention, control, and reduction
of communicable diseases; (2) prevention, control, and reduction of noncommunicable
diseases; (3) promotion of healthy lifestyles and social environments; (4) healthy growth
and development; (5) promotion of safe physical environments; (6) disaster preparedness,
management, and response; (7) ensuring universal access to integrated, equitable, and
sustainable health systems; and (8) promotion of effective health input into social,
economic, cultural, and development policies. In each area, the key issues and challenges
were described, as were the objectives for the Bureau’s technical cooperation and its
strengths and weaknesses and opportunities for action.

The plan also identified six critical organizational issues for enhancing the
Bureau’s effectiveness and efficiency: (1) bridging the information and communication
gap and maximizing information and communication technology; (2) better foresight;
(3) harnessing science and technology to address the problems of inequity in the Region;
(4) positioning the Bureau to influence transnational and global issues; (5) attracting and
retaining a creative, competent, and committed workforce; and (6) making the Bureau a
high-performance organization.

The Secretariat recognized that the plan needed further refining and that, once it
was approved, a communication strategy would be needed to keep the staff informed and
provide feedback on its implementation. In addition, monitoring and evaluation must be
an integral part of the process. Recognizing that it was working in an arena in which there
were many other actors, the Secretariat had endeavored to formulate objectives that were
as specific as possible so as to facilitate the evaluation of its contribution to health
development in the Region and avoid the problems that had hindered evaluation of the
impact of technical cooperation in the previous period.

The Executive Committee congratulated Dr. Sealey and her team for having
produced a clear and comprehensive document, which represented a great improvement
over previous planning documents and a good start to strategic planning for the new
millennium. Delegates commented that the plan presented a vision for the work of the
Organization in the long term as well as a framework for the technical cooperation of the
Secretariat in the next five years. Delegates also commended the Secretariat for its efforts
to seek maximum input from Member States and other stakeholders in the process of
formulating the plan.

The Committee welcomed the changes made since the SPP had considered the
Strategic Plan in March 2002, in particular the addition of specific mentions of
indigenous groups and children among the special groups to be targeted. However, it was
pointed out that some of the recommendations made during the SPP session had not been
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incorporated, notably those concerning the section on globalization and the vision of the
Pan American Sanitary Bureau. In relation to the former, the Secretariat was asked to try
to present a more balanced view, acknowledging some of the potential opportunities that
globalization might afford for health development as well as its adverse effects. As for
the vision statement, the Secretariat was again asked to consider changing the wording to
“PASB will be a major catalyst for ensuring that all peoples of the Americas enjoy
optimal health,” recognizing that numerous other agencies and organizations were
working to improve health in the Americas. In that connection, it was suggested that there
should be greater recognition of the role of other multilateral agencies, especially the
United Nations Children’s Fund (UNICEF) and the United Nations Population Fund
(UNFPA), and NGOs working in the area of health. It was also pointed out that the
document did not mention PAHO’s collaboration with the IDB and the World Bank in
the framework of the Shared Agenda for Health.

Some concern was expressed as to whether the document correctly portrayed
PAHO’s role vis-a-vis the countries. One delegate felt that some of the language in the
document needed to be adjusted to make it clear that PAHO was not a supranational
organization, but an organization that reflected the interests of its Member States and
collaborated with them to foster health development in the Americas. Other delegates
pointed out that the document was intended to guide the technical cooperation of the
Secretariat with the countries and that it clearly stated that PASB helped the countries to
help themselves and that it carried out its functions in collaboration with the Member
States. Moreover, the priorities for 2003—2007 had been identified in consultation with
the countries and reflected the priorities they had established for improving the health of
their populations. However, one delegate suggested that a clearer statement of how the
Secretariat would help the countries achieve their goals was needed. The same delegate
pointed out that meeting certain goals was often a condition for obtaining financing and
other forms of international cooperation, and that PASB, as the countries’ primary partner
in the area of health, should make a measurable commitment to work with the countries
to achieve those goals.

Delegates felt that the eight priority technical areas accurately reflected the major
regional priorities for health development in the Region; however, some cautioned that
the plan might identify too many priorities. The Representative of the IDB pointed out
that priorities, by definition, should be few in number and suggested that the Secretariat
might wish to clarify which of the priorities would be the focus of work in the period
2003-2007 and which represented longer-term strategic objectives. Some delegates
thought that the objectives defined under each priority should be stated in more precise
and measurable terms in order to facilitate monitoring and evaluation. One objective, for
example, was to “reduce morbidity due to TB, malaria, and dengue,” but it did not set any
specific goal, which would make it difficult to measure progress. The need to clearly link
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the regional priorities with global priorities established by WHO and with international
goals and mandates was also emphasized.

One delegate noted that the classification of the countries of the Region according
to their stage of demographic transition differed from the classification systems used by
other agencies and pointed out such classifications could have potentially detrimental
consequences. For example, a country’s classification in a certain income category might
affect its eligibility for credit and technical cooperation. The Representative of the IDB
commented that the plan’s focus on a very limited number of countries might raise
questions of fairness and equity, especially since other countries in the Region had
conditions and problems similar to those of the key countries.

Delegates made a number of other suggestions for further refining the document,
and some also submitted additional proposed changes in writing. One delegate thought
that the document would be strengthened if there were a discussion of the assumptions on
which the Strategic Plan was based, the risks that might affect its implementation, and
strategies for dealing with those risks. The same delegate called attention to the need to
ensure sufficient financial and human resources to carry out the plan. Another delegate
suggested that references in the document to “reproductive health services” be changed to
“reproductive health care,” as that term was more inclusive and more closely aligned with
the terminology currently in use in other international forums. It was pointed that the
document set no objective with regard to cardiovascular disease, and it was suggested
that a goal for reduction of hypertension be included. In relation to the section on disaster
management, it was emphasized that addressing the threat of bioterrorism should be a
priority for every country and for the Organization, which had long been a leader in the
hemisphere in emergency preparedness and mitigation.

Dr. Sealey thanked the delegates for their constructive suggestions, which would
help the Secretariat to continue improving the plan. She wished to allay any concerns
about the Bureau’s functions: the Bureau existed to serve and cooperate with the
countries, and the plan was intended to guide it in carrying out those functions. The
Bureau was well aware that it did not operate in a vacuum and that it must take account
of both the other actors working in the health sector and the priorities, mandates, and
commitments from the various international summits and other sources. In fact, in
drawing up the plan, the Secretariat had created a whole matrix that showed the
relationship between PAHO’s priorities and the priorities of WHO, the United Nations
millennium development goals, and the goals and objectives arising from the Summits of
the Americas and other forums. The next version of the document would show those
linkages more clearly.

In light of the Committee’s comments, it might be advisable to rethink the
classification of the countries and the identification of key countries, bearing in mind that
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it might become necessary to shift the focus to other countries. However, it was clear that
the Governing Bodies had agreed that identifying key countries, key groups, and
priorities for technical cooperation was desirable. Many of the other concerns raised by
the Committee would be addressed as the Secretariat began to implement the plan. The
allocation of resources, for example, would be examined when the Governing Bodies
reviewed the Organization’s budget policy, as recommended by the SPP in 2000. As for
testing of assumptions and risk assessment, that would occur when the biennial program
budget was formulated. She concluded by emphasizing the importance of two-way
planning that reconciled national health priorities with the regional objectives to which
the countries had agreed.

The Director said that, in his 21 years with the Organization, he had never seen a
planning process that had been so participatory and iterative. The Secretariat had taken to
heart the lessons learned from the previous planning cycle, one of which had been that it
needed to involve a broad range of stakeholders in planning for 2003—2007. The Strategic
Plan represented a sea change in several respects. Earlier planning documents had
established joint responsibilities for the Bureau and the countries. Later, they had
reflected what the Bureau would do in collaboration with the countries. Never before had
a strategic planning document identified organizational issues that needed to be addressed
in order to achieve the objectives established. The Secretariat was committing itself to
make the internal modifications needed to collaborate effectively with the member
countries in the eight priority areas described in the plan. He emphasized that those eight
areas had not been chosen with the current structure of the Secretariat in mind. He
believed that structure must follow function, not vice versa. After the plan was approved,
the structure of the Secretariat would be adjusted as needed.

As Dr. Sealey had said, the Secretariat was at the service of the countries. He
assured the Committee that PAHO would never attempt to adopt any supranational
posture. In regard to the vision statement, he urged the delegates to allow the Secretariat
to retain the wording that appeared in the document. PASB truly did aspire to be the
major catalyst for health development in the Region. It did not want to be one among
many; it wanted to be the best.

With respect to the identification of priority countries, he hoped it was clear that
that approach was reflective of the values that guided PAHO, especially equity and Pan
Americanism. If the Organization really believed in those values, it should collectively
assume some responsibility for improving the situation of countries that were at a
disadvantage with respect to other countries. That was why individual countries had been
selected as a point of focus. He agreed that other criteria might be applied to identify
those countries, and if it became clear that it was necessary to shift the focus, the
Secretariat would do so. But he believed that, at least initially, it was appropriate to give
special consideration to the four HIPC countries plus Haiti.
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Regarding the lack of precision and measurable objectives, he pointed out that the
objectives set forth in the document were strategic objectives for technical cooperation,
not specific goals with established timeframes for achievement. Specific goals and
expected results would be defined in the biennial program budget, as would indicators for
monitoring progress. Concerning monitoring and evaluation, by the time the SPP met in
March 2003, the Secretariat should be in a position to provide more specific information
on the methodology that would be used for that purpose.

Achievement of the objectives set under the plan would depend on the
Secretariat’s capacity for execution, which was somewhat limited. Nevertheless, the
Secretariat would make the best possible use of the human and financial resources which
the Member States had generously put at its disposal in order to fully execute the plan.

The Executive Committee adopted Resolution CE130.R1, endorsing the Strategic
Plan.

Integrated Management of Childhood Illness (Document CE130/13)

Dr. Yehuda Benguigui (Regional Advisor on Integrated Management of
Childhood Illness, PAHO) reviewed the background and content of the strategy for
integrated management of childhood illness (IMCI) and the progress achieved as a result
of its application. He also described the challenges to expanding the strategy.

In the Region of the Americas, approximately half a million children continued to
die from preventable causes and, of those deaths, close to 200,000 could be easily
avoided with existing technologies. WHO and the United Nations Children’s Fund
(UNICEF) had developed IMCI in the early 1990s as a strategy for preventing deaths,
reducing illness, and improving health conditions and care for children in the first five
years of life. The defining characteristic of the IMCI strategy was that it focused on the
health and well-being of the whole child, not on specific disease processes. It
incorporated prevention and health promotion as part of care, avoiding missed
opportunities for early detection and treatment of diseases, prevention of illness, and
health promotion for the child and the entire family. Moreover, IMCI was a tool for
promoting equity in health because it could be made available to the population through
health services at the first level of care.

PAHO had officially introduced the strategy in 1996. In 1999, the Directing
Council of PAHO had adopted Resolution CD41.R5, urging the Member States to adopt
and expand implementation of the IMCI strategy and requesting the Director to actively
support the process. Healthy Children: Goal 2002, an initiative launched by the Director
that same year, aimed to prevent 100,000 deaths of under-5 children during the period
19992002 and ensure access to the IMCI strategy, especially for the most vulnerable
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groups. By late 2001, 17 of the Region’s countries had adopted the strategy and all had
embraced the Healthy Children initiative. The results had been highly positive. During
the first year of Healthy Children, for example, more than 33,000 child deaths had been
averted. Evaluations revealed significant improvements, as well, in various indicators of
quality of care, such as misuse of antibiotics and other drugs to treat acute respiratory
infections and diarrheal diseases.

Nevertheless, a number of challenges remained. To extend the strategy’s benefits,
it was necessary to ensure its effective use by all health workers, including community
health workers; prioritize vulnerable population groups; and incorporate IMCI into
training and mandatory social service programs for health professionals. It was also
necessary to tailor the strategy to the epidemiological profiles of the countries by
adapting it to address asthma, violence and child abuse, diabetes, and overweight, and
other child health problems prevalent in the Region. Other challenges included
encouraging the use of the 16 key family practices identified by WHO and UNICEF for
ensuring healthy growth and development of children and mobilizing resources for
expanding the application of IMCI.

The Executive Committee expressed firm support for the IMCI approach. Along
with immunization, the strategy was seen as a pillar for improving child health and
reducing health inequalities between population groups. The Committee also endorsed
expansion of the strategy to include other components, especially activities to address
perinatal causes of death, which would also help reduce maternal mortality. However, it
was emphasized that funds invested in expanding the strategy should include resources
for surveillance and evaluation to track the strategy’s progress and impact. One delegate
suggested that the document should include a specific section on evaluation and
monitoring of the IMCI strategy and the actions required of the countries and the
Organization to improve IMCI coverage and effectiveness. It was also considered
necessary to rigorously evaluate the 16 key practices to ensure that future interventions
remained relevant and were based on sound evidence and experience.

Members voiced concern that the human resources needed to expand IMCI were
insufficient. The strategy should focus on health workers that had maximum contact with
vulnerable families and communities, which meant that more nursing and auxiliary
personnel were required, especially at the primary care level. The Region currently had a
doctor-nurse ratio of 6:1, which represented a significant obstacle to the strategy’s
expansion. It was therefore recommended that the resolution on this item call for
strengthening of the number and diversity of human resources to deal effectively with ill
children and the causes of illness.

Dr. Benguigui agreed that development of human resources and ongoing
monitoring and evaluation were crucial to successful implementation of the strategy. In
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regard to the former, PAHO was working with schools that trained pediatricians, nurses,
nutritionists, and other health professionals, with a view to introducing more instruction
on primary health care and application of the IMCI strategy to complement the current
training programs, which remained focused largely on hospital-based care for complex
syndromes. The Organization was concentrating, in particular, on the thousands of
medical school graduates in the Region who were required to perform social service for
10 to 12 months in remote areas, as those young professionals offered an excellent
opportunity for extending the strategy’s benefits to underserved populations.

With regard to monitoring and evaluation, countries in the Region of the
Americas had been chosen to take part in a multi-country evaluation of the effectiveness,
cost, and impact of the IMCI strategy, coordinated by WHO Headquarters in Geneva.
The evaluation was designed to assess the strategy’s cost effectiveness and determine
whether it had a significant impact on improving child health, mortality, nutritional
status, and family behaviors. In addition, WHO had developed guidelines for follow-up
after training as a means of reinforcing health workers’ skills in the application of IMCI
and gathering information on their performance in order to improve implementation of
the strategy. As for evaluation of the 16 key family practices, protocols were being
developed to measure their impact.

The Committee adopted Resolution CE130.R8 on this item.

Extension of Social Protection in Health: Joint Initiative of the Pan American health
Organization and the International Labour Organization (Document CE130/14)

Dr. Daniel Lopez Acufia (Director, Division of Health Systems and Services
Development, PAHO) gave an update on a joint initiative being undertaken by PAHO
and the International Labour Organization (ILO) to promote equitable access to health
services in Latin America and the Caribbean, in particular for persons working in the
informal segment of the economy and others who currently lacked adequate health care
coverage. The fundamental challenge faced by the health systems of countries in the
Region was that of ascertaining how to guarantee all citizens a basic level of social
protection in health that would contribute to the elimination of disparities in access to
quality basic services and also provide excluded social groups the opportunity to obtain
essential health care services that met their needs and demands, regardless of their ability
to pay. The rationale for the initiative included the persistence of economic, ethnic and
cultural exclusion; the inadequacy of existing mechanisms of social protection for
responding to new problems; and the dictate that reforms should lead to societies that
were inclusive of all citizens and not to greater exclusion, marginalization, and lack of
social protection.
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“Social protection in health” was defined not as the actual provision of heath
services, physical construction of health facilities, etc., but as society’s guarantee,
through the different public authorities, that individuals or groups of individuals would be
able to meet their health needs through adequate access to health services, whether by
way of a national health system or some other system, regardless of ability to pay. Three
conditions had to be met to guarantee social protection in health: access to health
services, financial security of the family, and dignity in the provision of care. Document
CE130/14 identified factors that led to exclusion in health—notably poverty—and the
main obstacles to extending social protection. It also discussed the scale of exclusion in
health and explained the difficulty of measuring it. It identified several strategies for
extending social protection in health, based on interventions that had proven effective in
the past in Latin American and Caribbean countries. These included establishment of
special social security regimes without beneficiary contribution requirements; voluntary,
government-subsidized insurance schemes; limited expansion of the supply of services;
community-based systems of social protection; and gradual development of unified
health systems, combining public and private subsystems.

The document proposed four lines of action relating to the steering role, financing
of social protection, health insurance, and service delivery. As relevant stakeholders
frequently belonged to sectors other than health—such as finance, social policy, labor and
employment, education, industry, etc.—it was important to develop a participatory
process at the national level, involving all such key stakeholders. That process would lead
to the formulation of a national strategy and a national plan of action for extending social
protection in health. At the regional level, PAHO and the ILO would support the
countries through a variety of activities, including promotion and publicizing of the
initiative, identification of the causes and magnitude of exclusion and ways to combat it,
establishment of a clearinghouse of information on best practices and knowledge, and
mobilization of resources.

The Executive Committee welcomed the update on the joint initiative, which was
described as a valuable tool in support of the efforts of many countries to improve access
to health services for all members of their populations, particularly the poor, the
marginalized, and the vulnerable. Delegates applauded the multisectoral approach laid
out in the document and its recognition that the issue of social protection related not only
to health but also to housing, education, the environment, and many other factors. The
Committee was pleased, too, to see the emphasis placed on cultural sensitivity and
dignity in medical care.

Delegates made a number of suggestions for enhancing the document. One was
the incorporation of case studies of programs and initiatives that had been successful in
improving delivery of health services to unprotected population groups, both within and
outside the Region. One delegate asked for clarification of the methodologies used to
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reach the figures cited on exclusion from social protection and cautioned against the use
of indicators that attempted to measure exclusion only in terms of demand for health
services, since the latter was influenced by multiple factors, including cultural
perceptions about health and illness and economic and social issues. Clarification of the
respective roles and contributions of PAHO and the ILO in the initiative was also
requested.

The Committee sought more detailed information on how certain insurance
systems described had worked, and in which countries they had been successful. There
was a call for further discussion on the precise actions by countries and the Organization
that were being recommended, as well as on the counterpart contribution expected from
the countries. The document was thought to be unclear on whether extension of social
protection was being portrayed as a goal of the health system or as a means of achieving
better health outcomes. Further clarification was also sought on whether and how the
social protection approach related to WHO’s work in terms of health systems
performance and the development of indicators of financial fairness and responsiveness.

Some delegates felt that the document did not clearly articulate the relationship
between current reforms in the health sector—which many countries in the Americas had
undertaken as a way of extending coverage—and the concept and the components of
social protection. Further conceptual work was needed to define, measure, and evaluate
the current status of social protection and exclusion in the Region. A series of pilot
initiatives might be advisable before a full-scale initiative was launched based on
predetermined mechanisms. A further suggestion was to add some discussion of the
implications of the various models presented on the labor market, and on competitiveness
in particular, in the context of globalization and international competition. There was also
a call for a discussion on the sustainability of the various models, in particular in relation
to any potential conflict with other components of social security, such as pensions.

One delegate felt that the statement “service delivery is where the population’s
health needs are met” might not be completely accurate, as a population’s health needs
could be met through a variety of approaches, including community-based approaches,
safe water, and sanitation, other public health programs, and improved individual
behaviors or healthier habits. Additionally, the document’s assertion that social protection
was to be understood as a guarantee by the State of a right that its citizens could exercise
might not necessarily apply in all cases. While many countries’ constitutions enshrined
the right of citizens to health and the responsibility of the government to ensure that right,
access to health services was not viewed as a fundamental right by all legal systems.
While the cooperation between PAHO and the ILO might be useful in undertaking
actions of technical cooperation for the countries, in carrying out studies or research, or in
making recommendations, the fact remained that every country had its own situation, its
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own rules and its own philosophy, and had to seek its own solutions to the issues of
access to, or exclusion from, heath care.

It was pointed out that migration of health care professionals was having a
devastating effect on some countries’ ability to provide care. Since the problem related
directly to both access to health care and labor, it might be appropriate to address it in the
framework of the joint PAHO/ILO initiative. It was also suggested that the Governing
Bodies might wish to examine the issue of health workforce migration as a separate
agenda item at some future time.

Several delegates described initiatives that were being pursued in their own
countries in the broad area of the extension of social protection in health. Most laid stress
on the need for close cooperation between ministries of health and of labor, with some
also mentioning the need for involvement by the ministry of the environment. Several
delegates also described related conferences, meetings, and seminars on the topic that had
taken place in their countries.

Dr. Lépez Acuiia expressed his thanks for the suggested enrichments to the
document. He explained that extension of social protection in health was both a part of a
target—namely the improvement of universal access to health care—and a very
important instrument for achieving improved results, by facilitating access to care and
enhancing its effectiveness and appropriateness. In response to the calls for case studies
and greater detail, he noted that PAHO and the ILO were working on a background paper
that would be much more detailed than Document CE130/14. He agreed with the
suggestion that the methodology to study exclusion could not be designed using just one
indicator, as exclusion was influenced by geographic, cultural, linguistic, and many other
factors.

With regard to the questions on the roles of the two organizations, he explained
that PAHO worked with the ILO in many areas, such as occupational health and the
management and planning of human resources. The joint work on extension of social
protection in health was one more such area. Both PAHO and the ILO had been
allocating resources for three years from their respective regular budgets. In addition,
resources had been donated by Belgium, France, Sweden, and the European Union. He
reported that outside funding, notably from Sweden, had been used to conduct pilot
studies with a view to characterizing exclusion from the point of view of various
indicators. That work would continue, along with some initial steps towards social
dialogue to identify strategies to cover populations with inadequate access to health
services, particularly those in the informal economy. There had also been a very thorough
analysis, taking more than a year, of comparative assessments of micro-insurance
schemes, comparative analysis of premiums, and the behavior of out-of-pocket
expenditure.
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He stressed that convergence had been sought with health sector reform
initiatives. It was to be hoped that, with the paradigm of synergy that PAHO and the ILO
sought to promote, resources could be mobilized and added to the relatively modest
levels utilized so far.

The Director said that PAHO was very sensitive to the need for basing
requirements on demand. Much of the discussion with the ILO had been on that very
point. Studies had shown clearly that any metric of demand was really a bottomless pit,
and that it would never be possible fully to satisfy the demands of the population for
health services. The comments from delegates had pointed out very clearly that one
should look at some measure of need, which raised a very difficult question, namely, how
to estimate need in terms of the persons who were socially excluded. However difficult, it
would be essential to find methodologies to do that.

In regard to the issue of whether or not social protection was a right, he noted that
the right to health had long been recognized in the Region. In the American Declaration
of the Rights and Duties of Man, all the countries of the Americas had affirmed that
every person had the right to those sanitary and social measures necessary to preserve
health. At the same time, PAHO certainly recognized that there were fundamentally
different systems in different countries and that allowance had to be made for the
particular flavor of the local social and economic reality. The Secretariat would try to
make the document clearer in that regard.

He wished to reassure the Committee that there was no contradiction between the
work of PAHO as described in the document and what was happening at WHO. There
might possibly be some conceptual differences in relation to health systems, but
fundamentally it was agreed that the essential purpose of health systems was to improve
health outcomes. PAHO could collaborate with the ILO in three basic ways: it could
provide an analysis of the situation; it could facilitate technical cooperation and the
sharing of experiences among countries; and it could undertake aggressive advocacy for
consideration of the topic of social exclusion.

One of the key problems in the issue of social exclusion was economic instability.
Three basic reasons had led to economic instability and increased the degree of social
exclusion in the countries of the Region: the slump of the 1980s, which had gravely
affected the middle class and seriously diminished the State’s capacity to gather
contributions towards social security; the countries’ high macro-economic volatility; and
the inadequate response by social and political institutions.

On the question of migration of health care professionals, PAHO was aware of
what the Commonwealth Secretariat was doing and also of the activities of the
CARICOM countries, which had agreed to launch a process of managing migration.
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There was a growing feeling in some circles that it was time to look at the migration of
health personnel in a different light, recognizing that it could have positive returns. In
Jamaica, for example, remittances from Jamaicans who had left their homeland
accounted for 8%-9% of GDP. One way of addressing the personnel shortages created by
migration might be to expand the scale of medical training so that it was sufficient both to
meet the country’s own needs and also to provide for the “export” of trained medical
personnel. In any case, it was no longer heretical to think of a positive return from
migration.

The Committee adopted Resolution CE130.R9 on this item.
Health and Aging (Document CE130/15)

Dr. Martha Peldez (Regional Advisor on Aging and Health, PAHO) presented an
analysis of priorities to advance health and well-being into old age and proposals for the
implementation of necessary actions to ensure equity in health for older persons, as
outlined in Document CE130/15. The document also discussed the demographic situation
of the Americas, in which all countries were experiencing population aging. By the year
2025, it was estimated that the population aged 60 and over would number around 200
million, and that about half of that population would reside in Latin America and the
Caribbean. The growth in the number of older adults threatened to result in economic
insecurity and health inequities. There was a danger that family and social supports
would prove inadequate to the situation, entailing risks of age discrimination and other
violations of basic human rights. However, such a crisis could be averted by taking action
now and investing in the health of older persons to promote active and healthy aging.
PAHOQO’s technical cooperation in the area of aging and health was aimed at enabling
countries to prepare and respond to the challenges and opportunities created by an aging
population and at supporting their efforts to implement the International Plan of Action
on Aging which had been adopted by the Second World Assembly on Aging, held in
Madrid earlier in the year.

The International Plan of Action established three priority areas for action:
encouraging participation of older persons in development, enhancing their health and
well-being, and ensuring enabling and supportive environments for them. Document
CE130/15 proposed a comprehensive and coordinated system of care, laid down six
principles that should underlie such a system, and set out several strategies for creating it,
including the establishment of health promotion targets for older persons; the reorienting
of primary care for the prevention and management of aging-dependent diseases and
conditions; integrating social and health care services to promote a continuum of support
for older persons in danger of losing autonomy; and developing partnerships for
information sharing, technical collaboration, and support. It also considered the financial
resources needed, and put forward some key issues for deliberation. The Committee was
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asked to discuss ways in which the policy and action framework of the regional strategy
for technical collaboration on aging and health could be enhanced, and examine future
approaches to health promotion and aging; discuss and endorse necessary strategies for
closing the equity gap in aging and health, and provide support for mobilizing
international resources that would allow for appropriate implementation of the Madrid
International Plan of Action on Aging.

The Executive Committee considered the document a good framework for
addressing the health needs of a rapidly aging population in the Region. Conceptually, it
embraced a model of health and aging that was comprehensive and coordinated, both
within the health sector and across other sectors that contributed to good health status and
sustainable health services. The Second World Assembly on Aging had provided an
opportunity for countries to reexamine aging at the national and international levels and
to reaffirm their commitment to improving the lives of older persons, and the Committee
was pleased to see that PAHO was working on applying the outcome of that Assembly to
the Region. Some delegates cautioned, however, against drafting a further lengthy
document on the topic. Instead, PAHO should work with countries towards the
development of a list of common priorities for the Region and specific measurable steps
that could be taken to improve the health and well-being of the older population.

The Delegate of Canada welcomed the extent to which the document had drawn
upon “A Guide for the Development of a Comprehensive System of Support to Promote
Active Ageing,” which had been produced jointly by Mexico and Canada.

It was suggested that the section in the document on “Access to Appropriate
Health and Long Term Care Services” should give greater attention to the development
of community-based supportive housing or assisted independent living options, which
had been found in some countries to be a cost-effective alternative to institutionalization.
It was also suggested that injury prevention and control should be included among the
health promotion targets in the section on strategies, as research indicated that
unintentional injuries, especially falls, were the single most important preventable cause
of hospitalization and long-term disability among older adults.

Under section 3.3.1 “Establish Health Promotion Targets for Older Persons,” it
was suggested that anxiety and depression should be considered as mental health
outcomes rather than as risk factors. Among the major risk factors for anxiety and
depression were social isolation, poverty and disabling physical conditions. It was felt
that dementia should not be included under the heading of “What can be done,” since
dementia was not amenable to prevention or treatment in the same way as anxiety and
depression.
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Several delegates stressed the importance of taking a broad view of the direct
impact that an improvement or deterioration in the health status of a particular population
might have upon the health outcomes of another population. The linkages between health
and aging and issues such as chronic diseases and health care reform were also
highlighted. A number of delegates described the work that was being done in their
countries on the topic of heath and aging.

It was pointed out that the impact of the issues of health and aging varied across
the Region, since the various countries had different rates of mortality and life
expectancies, different proportions of older people in the population as a whole, and so
on. At the same time, the topic was not just a question of reducing mortality or increasing
life expectancy, it was also, and essentially, a question of the quality of life that could be
offered to the populations of older adults. The issue had two major aspects: on the one
hand, that relating to health promotion and specific types of health protection for older
people, and, on the other hand, that relating to monitoring and regulating residential and
other facilities for them. Without such regulation and supervision, there was a risk of
serious violations of older persons’ human rights, particularly where such persons did not
have the support of a family environment. There was a need for an overall, integrated
approach, but at the same time, countries needed to be able to select those features which
were appropriate to their individual demographic situation.

Monitoring and evaluating research was seen as an important role for PAHO.
Ministries of health in the countries needed to have adequate evidence of the impacts of
national health promotion initiatives, programs, and policies, and PAHO’s technical
cooperation could help them collect the necessary data to determine those impacts.

Dr. Peldez thanked the delegates for their comments and for their vote of
confidence in the program. She was particularly grateful for the specific suggestions of
particular areas in which the content of the document could be improved, notably in the
areas of mental health and community care.

Noting that current development of initiatives on aging was largely in the hands
of the private sector, she referred to the need to determine the form that collaboration
between the public and the private sectors would take. That was relevant in particular to
the issues of monitoring and regulation of facilities for older people. She agreed that there
was a need for close coordination on the ground between the programs on aging and
those on chronic diseases, as well as between health and aging and health care reform,
and that the overall issue was not only increased longevity but also the human rights of
older people.

Recalling that research into the issues had taken the form of the four-year
multicenter Study on Aging, Well-being, and Health (SABE) of older adults, she said that
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the results from SABE had enabled PAHO to focus its technical cooperation more
effectively. PAHO was fully prepared to provide those results to the various countries,
continuing to provide support to them as they carried out their own research.

The Committee adopted Resolution CE130.R19 on this item.

Regional  Strategy for Maternal Mortality and  Morbidity  Reduction
(Document CE130/16)

Dr. Virginia Camacho (Regional Advisor, Maternal Mortality Reduction
Initiative, PAHO) presented an overview of PAHO’s approach for reducing maternal
mortality and morbidity. Maternal mortality continued to be an area of public health in
which little progress was being achieved, although there was ample knowledge of the
causes of maternal death and appropriate, evidence-based interventions for resource-poor
settings existed. It was known, for example, that vast majority of maternal deaths were
due to direct obstetric causes, even in countries with low maternal mortality rates; 80% of
all post-partum deaths occurred in the first week after childbirth; 15% of birthing women
had a serious complication; and 1%-2% of birthing women needed a major obstetrical
intervention to survive. Other lessons learned were that a long-term political commitment
was essential to reduce maternal mortality; that every pregnancy faced risk and therefore
every pregnancy required skilled attendance at delivery; that the quality and coverage of
care had to be improved; that contraceptive options had to be increased, ensuring their
availability and use; and that it was advantageous to delay the first birth.

History had shown that the key to reducing maternal mortality lay not solely in
general social and economic development, but also in making effective treatment
available and accessible. A WHO study, for example, had demonstrated a strong
correlation between low maternal mortality rates and skilled attendance at birth.
Therefore, PAHO was currently promoting a more focused approach, concentrating on
such cost-effective interventions as essential obstetric care (EOC) and improved access to
quality maternal health care services.

The regional strategy for maternal mortality and morbidity reduction was
designed to translate the lessons learned into action. The strategy sought to promote
effective public policies and guidelines at the national and municipal levels; promote best
practices and evidence-based interventions, notably essential obstetric care and skilled
attendance at birth; increase community interventions and participation; build
partnerships and coalitions; strengthen maternal mortality and morbidity surveillance
systems; finance maternal and perinatal health services within health sector reform; and
increase investment in maternal and perinatal health promotion interventions.



CEI130/FR (Eng.)
Page 40

The interventions advocated under the strategy had already been shown to work.
In one district in Ecuador, for example, skilled attendance at birth had increased 80% in
three years, and in Honduras had succeeded in reducing its maternal mortality rate 40%
in the past seven years. With concerted effort, it would surely be possible to achieve the
goal of reducing maternal death rates to below 100 per 100,000 live births in all countries
of the Region and close the maternal mortality gap between and within countries.

The Executive Committee applauded the document and welcomed the changes
made following the SPP’s discussion of an earlier draft. The document now focused more
on deciding interventions on an individual basis, taking into consideration past evidence
and best practices, as well as risk assessment specific to each individual pregnancy. The
disproportionately high maternal death rates among poor and underprivileged women
were considered one of the most egregious manifestations of inequity in health,
especially since the vast majority of such deaths were preventable. The Committee
stressed that improving the situation should be a major public health priority of all
governments.

It was pointed out that the maternal mortality rate was not only a health indicator,
but also an important development indicator. The problems that contributed to high
maternal death rates had to be tackled by the community as a whole. One delegate
reported that a community-based initiative designed to identify pregnant women and
ensure that they received adequate prenatal care had proved extremely effective in
reducing maternal mortality in his country. Another argument for community
involvement was that a significant proportion of pregnant women were without the
support of their male partners during or after pregnancy. Male partners should also be the
targets of education and health promotion campaigns aimed at fostering safe motherhood.

Various delegates highlighted the need for training, adequate interinstitutional
cooperation, and, above all, a multisectoral approach. Such an approach should address
socioeconomic factors, employment, and the educational challenges that women faced in
addition to their health and nutritional needs. It was emphasized that poverty reduction
and education were crucial strategies, as the majority of maternal deaths occurred among
the poorest women with the least schooling. Attention to the health and nutritional status
of girls well before they reached childbearing age was also critical for reducing risks and
improving pregnancy outcomes.

Improving the quality of care was also considered critical in order to eliminate
inequalities, such as those that often existed between urban centers and remote rural
areas, which tended to show higher rates of mortality. In regard to quality of care and
access to services, delegates noted that those most at risk for complications were often
from the disadvantaged socioeconomic strata. Consequently, even where services were
ultimately reimbursed, many women would be less likely to access them because they
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were unable to afford the initial out-of-pocket expenses. The issue of financing posed
perhaps the greatest challenge to the provision of universal access to health care for the
poor and marginalized women in the Americas. There should be a continuing focus on
developing innovative strategies for sustainable financing and improved access.

Several suggestions were made for improving the document. Concern was
expressed about the phrase “every pregnancy faced risk,” which was perhaps overly
broad and might exaggerate the degree of risk. It was suggested that Section 2.1, “Current
Situation of Maternal Morbidity and Mortality,” should focus more on other causes of
maternal death, as only adolescent pregnancy was discussed in depth. It would be useful
to have a similarly detailed discussion of the other factors and how they could be
prevented. Several delegates sought clarification on some of the figures presented in the
document and offered to supply more recent data and methodological information on
surveillance of maternal mortality.

One delegate expressed the view that the phrase “reproductive health services” in
the international context now had the connotation of abortion services and recommended
that it should be changed to “reproductive health care,” so as not to give the impression
that the document was in any way promoting abortion in the Region. As the document
pointed out that unsafe abortions were contributors to maternal mortality in a number of
countries, it should also reflect an emphasis on preventing abortion, especially by
reducing unplanned pregnancies. Other delegates felt that the document focused
excessively on EOC to the exclusion of other strategies such as prevention, education,
and antenatal care, particularly addressing sexually transmitted infections, HIV/AIDS,
and recourse to unsafe abortion.

It was pointed out that much of the document referred only to maternal mortality,
with little attention to morbidity. Women’s high burden of illness and disability due to
complications of pregnancy and childbirth or unsafe abortions needed to be an explicit
part of all maternal health programs and policies.

Dr. Camacho expressed her appreciation for the Committee’s useful comments
and suggestions, which would be reflected in the revised version of the document. She
welcomed the delegates’ expressions of commitment to the issue and thanked those who
had offered to provide more up-to-date or detailed data.

The Director said that the high levels of maternal mortality in the Region were
one of his greatest concerns. When one looked at the advances made in reducing child
mortality, one had to ask why similar progress had not been made on maternal mortality,
especially since many of the issues that needed to be addressed were the same: poverty,
development, education. Perhaps part of the problem was a reluctance in the countries of
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the Region to acknowledge that the problem really existed. If so, it had to be brought out
into the open.

As the document made clear, the necessary technologies were available; the
question was how to galvanize the countries into applying them. He clarified that the
emphasis on EOC did not mean that other activities were not equally important. A
multifactorial approach was essential. In the countries where maternal mortality rates
were highest, specific interventions should be applied, while recognizing that in the
countries with lower rates a wider spectrum of activities would be required to bring about
an improvement.

The Committee adopted Resolution CE130.R10 on this item.
Public Health Response to Chronic Diseases (Document CE130/17)

Dr. Sylvia Robles (Coordinator, Program on Noncommunicable Diseases, PAHO)
described the public health approach developed by PAHO to address the growing burden
of chronic noncommunicable diseases (NCDs) in the Region. That approach combined
population-based risk management to prevent NCDs with primary care models for
responding to both acute and chronic health needs. Although they continued to be
perceived as diseases of affluence, chronic noncommunicable diseases, especially
cardiovascular diseases, were now leading causes of premature death and disability in all
countries of the Americas. They also exacted a tremendous social and economic toll, as
they tended to affect adults during their most productive years, thereby depriving families
of their principal wage-earners. Their impact on the poor in developing countries was
especially severe. Moreover, chronic diseases themselves could lead to poverty, as the
cost of treatment was often exorbitant. It was therefore imperative to find sustainable,
cost-effective strategies for preventing these diseases.

A key component of the regional approach was Actions for the Multifactorial
Reduction of Noncommunicable Diseases, a network of community-based programs,
known by its Spanish-language acronym, CARMEN. A related initiative in the Caribbean
was the Caribbean Lifestyle Intervention Program (CARLI). CARMEN was based on the
concept of integrated action aimed at reducing a set of risk factors common to many
noncommunicable diseases. CARMEN and CARLI shared three elements common to all
successful programs for NCD disease prevention and control: (1) policy-building to
address macro-level determinants of NCDs, (2) community-based action; and (3)
responsive health services. CARMEN was one of the six regional networks operating in
each of the WHO regions. Those networks offered opportunities for evaluating the
effectiveness of interventions, exchanging experiences between countries, and training.
Other components of the PAHO strategy were surveillance of NCDs and risk factors,
innovative models for delivering care for chronic conditions, and advocacy for policy
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change. The document provided information on the activities envisaged in each of those
areas.

The Executive Committee was asked to comment on how PAHO might
strengthen its public health approach to chronic NCDs, especially through the CARMEN
initiative, and assist Member States in grappling with the double burden of
communicable diseases and noncommunicable diseases.

The Committee endorsed the public health approach presented in the document
and applauded PAHO’s efforts to help the countries deal with chronic noncommunicable
diseases, which were an increasingly burdensome problem for both developed and
developing countries in the Region. The Committee stressed the need for prevention to
reduce the occurrence of chronic NCDs and thus also reduce their staggering economic
and social costs. To prevent these diseases it was essential to address the risk factors that
contributed to their occurrence. To do that, however, it was necessary to determine what
the risk factors were, which pointed up the need for research and increased investment in
research. Studies should look at the whole range of behavioral, environmental, dietary,
and other factors that might play a role in the development of chronic NCDs. Health
promotion and education were also crucial in order to convince people to change
potentially harmful behaviors and equip them with the knowledge they needed to take
greater responsibility for their own health. Research was also needed in the area of health
promotion and education to identify the most effective interventions. The Committee saw
such research as a key technical cooperation role for PAHO.

CARMEN was considered a highly effective vehicle for preventing disease and
promoting health, as it offered an integrated approach for addressing chronic NCDs and
their common risk factors. Another advantage of CARMEN was its emphasis on
community participation and multisectoral action, which were essential components of
any successful program to prevent chronic NCDs. It was suggested that the document
should provide more detailed information on the CARMEN initiative and on strategies
for reducing common risk factors.

The Committee pointed out that, as in the case of HIV/AIDS and other diseases
linked to risk, health promotion efforts must target not only individuals but also their
families and society as a whole, so as to bring about a cultural change and foster
environments that discouraged unhealthy and risky behaviors. The Representative of the
Inter-American Development Bank reported that a joint initiative of PAHO and the IDB
had borne out the need to heighten public awareness of the risk factors for chronic NCDs
and create a culture of prevention in which people accepted the need to take certain
measures to prevent chronic noncommunicable diseases, just as they accepted the need to
get immunized to protect themselves from vaccine-preventable diseases.
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Several delegates again noted the linkage between chronic NCDs and the subject
of health and aging and felt that it should be highlighted more prominently in the
documents on both items. One delegate pointed out that this item was also linked to the
item on IMCI, since action taken to prevent health problems in childhood would also help
prevent health problems later in life. Through health education, children must be
prevented from taking up smoking and other unhealthy habits that could lead to chronic
NCDs and they must be encouraged to exercise and adopt healthy lifestyles.

Noting that the document did not mention the global strategy currently being
formulated by WHO on diet, physical activity, and health for the prevention and control
of noncommunicable diseases, one delegate urged PAHO to become actively involved in
the strategy’s development. PAHO had provided a valuable forum for discussion and
input by Member States on other major global strategic initiatives, such as those on
health system performance and infant and young child feeding. It was important for the
Organization to play that role again in the case of the global strategy on NCDs. The
delegate also urged Member States to submit their comments on the draft report of the
expert consultation organized by WHO and the Food and Agriculture Organization
(FAO) of the United Nations on diet, nutrition, and prevention of chronic diseases, as the
recommendations contained in that report would form the basis for the global strategy.

Dr. Robles emphasized that PAHO’s strategy employed an integrated approach
that took account of both the chronic noncommunicable diseases and their associated risk
factors. As the delegates had observed, CARMEN offered the opportunity to integrate
actions and ensure the sustainability of NCD prevention and control initiatives. It also
provided a framework for international collaboration and for evaluating the effectiveness
and impact of interventions. She agreed on the importance of risk prevention that targeted
the family and the community because risk factors had a component that was socially
constructed. Moreover, families could facilitate prevention starting in childhood and
throughout the life cycle. For that reason, family and community action were a key
component of PAHO’s public health approach, along with public policy-building and
responsive health services.

The Director agreed on the need to address NCDs throughout lifecycle. Disease
prevention and health promotion should start in childhood and even before birth, since
there was strong evidence that intrauterine conditions influenced a person’s proclivity
towards chronic diseases later in life. Hence, promoting maternal health could be a
preventive measure for reducing the prevalence of chronic diseases.

He also agreed that health promotion strategies should target society as a whole.
However, while population-based interventions were imperative in some cases,
interventions directed towards individuals were also necessary. He hoped that the
document made it clear that the two approaches were in no way antagonistic. In some
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instances, the state must take action to reduce or eliminate factors that posed a risk for the
population—e.g., measures to reduce the risk of tobacco use. But it was also important to
focus on changing individual behaviors.

Regarding the draft report of the WHO/FAO expert consultation, he had not had
the opportunity to read the document in depth. After he had done so, he would be in a
position to confer with the Member States as to whether a consultation at the regional
level would be appropriate and useful to help further work in regard to development of
the global strategy on noncommunicable diseases.

He was pleased that the Committee had brought up the subject of research, which
was an important aspect of PAHO’s approach to NCDs. At present, the Organization was
sponsoring a multicenter research project aimed at determining how groups and
individuals could best be persuaded to change their behavior and at what stage they
would be most receptive to health promotion messages. Information on the project had
not been included in Document CE130/17 because the working documents submitted to
the Governing Bodies were intentionally kept brief. However, in revising the document
for the Conference, the Secretariat would try to incorporate more information about
research and about CARMEN, an initiative of which the Organization was very proud.

The Committee adopted Resolution CE130.R13.
Women, Health, and Development (Document CE130/18)

Dr. Marijke Velzeboer-Salcedo (Coordinator, Program on Women, Health, and
Development, PAHO) described her program’s work to bridge the health and gender gap
in the Americas. In keeping with PAHO’s definition of inequity, gender inequities were
defined as those inequalities between men and women that were unnecessary,
preventable, and unjust. Gender equity in health did not necessarily mean that men and
women would have the same mortality and morbidity rates, but it did mean that they had
equal opportunity to enjoy health and to avoid becoming ill or disabled or dying
prematurely from preventable causes. It also meant that health resources were allocated
according to the differential needs of men and women, irrespective of their ability to pay,
and that men and women contributed to health care financing according to their economic
capacity, not their health and reproductive health risks.

There was increasing evidence that gender inequities affected health status, access
to health services, and the quality of care received. The impact of gender inequities on
women’s health status was evident, for example, in the Region’s unacceptably high
maternal mortality rates and in the gender-based violence that affected more than 1 in 3
women. Gender inequities also interacted with and were exacerbated by poverty,
education, and ethnicity. Excess female mortality was much higher among poor women.
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Throughout their lifetime, women tended to use health services more than men as a result
of their reproductive role and longer life span. However, poor women used services less
than men and spent more out-of-pocket for health care. Gender inequities also affected
the provision of health care. While women made up 80% of the health care workforce,
they worked mainly in low-income, low-prestige jobs. Furthermore, much of women’s
contribution to health in their families and communities was unremunerated.

PAHO’s Program on Women, Health, and Development had been established to
assist Member States in achieving gender equity in health. Based on that mandate and the
needs of Member States, the Program had identified five strategic areas for action:
(1) including a gender perspective in health situation analysis to target policies and
programs more effectively; (2) monitoring the effect of health policies and reform
processes related to gender equity in health; (3) developing and implementing models
that addressed gender inequities in health in an integrated manner; (4) supporting
outreach activities with information, education, and communication strategies and
materials for advocacy and training; and (5) mainstreaming the gender perspective in the
policies and programs of PAHO and Member States.

The document outlined the principal activities of the Program in each of those
areas and presented a series of actions which the Program recommended Member States
take to bridge the gender gap. Those recommendations were based on the commitments
assumed by the countries under the various global and regional conventions on women’s
rights and women’s health, as well as the recommendations of PAHO’s Subcommittee on
Women, Health, and Development.

In the discussion that followed Dr. Velzeboer’s presentation, Members of the
Committee welcomed the revisions made to the document since the SPP’s consideration
of an earlier version, especially those that clarified the meaning of “gender equity” and
related terminology. It was suggested, however, that the statement that “payment for
health services is made according to economic ability” somewhat contradicted the
assertion that gender equity meant that men and women received health services
according to their differential needs and irrespective of their ability to pay. It was also
suggested that the document should focus more on the Program’s concrete achievements
to date, its ongoing work, and its future priorities. The document’s attention to the mental
health needs of women was applauded, but it was felt that the issue should not be
mentioned only in the context of violence against women.

The Delegate of Canada offered her country’s expertise to assist the Program in
compiling and analyzing sex-disaggregated data.

Dr. Velzeboer-Salcedo thanked the Canadian Delegate for her offer. She reported
that, since the last session of the Subcommittee on Women, Health, and Development,
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the Program had recruited a staff member with expertise in gender analysis, which had
enhanced its capacity to collaborate with the countries in that area. Regarding the
suggestions on the document, she said it been intended to provide a broad picture of what
the Program had achieved and where it planned to go in the future, emphasizing how the
Program could assist the countries. It had therefore not included much detail about
concrete achievements, but the Program would try to include more concrete information
in the next version. As for future priorities, the strategic areas identified in the document
represented the priority areas in which the Program would be concentrating its efforts in
the coming years.

In response to the comments concerning mental health, she explained that it was
mentioned explicitly in the section on gender-based violence because sometimes the
Program’s work in that area was incorporated into the mental health department of the
health ministries in the ten countries in which the model for addressing gender-based
violence had been implemented. The aim was to utilize the community-based networks
established under the model to also address mental health and other primary health care
needs of women. In El Salvador, for example, several community-based networks were
already working on mental health problems in addition to their work with regard to
gender-based violence.

The Committee adopted Resolution CE130.R14 on this item.

Evaluation of the Pan American Center for Sanitary Engineering and Environmental
Sciences (CEPLS) (Document CE130/19)

Mr. Roberto Rivero (Office of Analysis and Strategic Planning, PAHO) reported
that the Director of the Pan American Sanitary Bureau had requested PAHO’s Office of
Analysis and Strategic Planning, to conduct a broad-based evaluation of the relevance,
effectiveness, and efficiency of the Pan American Center for Sanitary Engineering and
Environmental Sciences (CEPIS). It was hoped that in the process, an evaluation model
would be developed that could be applied to other Centers of the Organization. The
Director had asked the evaluation team to address four main issues: whether the original
rationale for PAHO’s operating the Center was still valid; the nature of the working
relations among CEPIS and PAHO’s country offices, and whether those relations resulted
in actual synergies; the medium and long-term financial outlook for CEPIS and
suggestions on how it could be improved; and whether the merger of resources from the
former Pan American Center for Human Ecology and Health (ECO) into CEPIS had been
effective.

The key issues identified by the Director coalesced around three evaluation
questions: whether CEPIS was delivering effective, relevant, useful, high-quality,
technical cooperation which contributed to improving environmental health in the
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CEI30(D8) Resolutions and other actions of the Fifty-fifth World Health Assembly
of Interest to the PAHO Executive Committee
The Executive Committee took note of the report on resolutions and other actions
of the Fifty-fifth World Health Assembly of interest to the PAHO Executive Committee
(Document CE130/28).

(Seventh meeting, 27 June 2002)
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IN WITNESS WHEREOF, the President of the Executive Committee and the
Secretary ex officio, Director of the Pan American Sanitary Bureau, sign the present
Final Report in the English and Spanish languages, both texts being equally authentic.

DONE in Washington, D.C., United States of America, on this twenty-seventh
day of June in the year two thousand two. The Secretary shall deposit the original texts in
the archives of the Pan American Sanitary Bureau and shall send copies thereof to the
Member States of the Organization.

Leslie Ramsammy
Delegate of Guyana
President of the 130™ Session
of the Executive Committee

George A. O. Alleyne
Secretary ex officio of the 130™ Session
of the Executive Committee
Director of the Pan American Sanitary
Bureau
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