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ASSUMPTIONS AND RISKS 
 
Assumption: 
 

• Disaster preparedness and risk reduction receive strong political support and resources at 
all levels.  

 
Risks: 
 

• The risk of distracting PAHO staff from development priorities due to their involvement in 
disaster response activities is real, since humanitarian response is very demanding in 
terms of expert time and administrative support.   

• Large multi-country disasters, such as those that occurred during the strong hurricane 
seasons of 2004 and 2005, may affect the implementation of the activities of this 
Strategic Objective. 

• Work in the area of emergency preparedness and response may be incorrectly perceived 
as an additional responsibility that is secondary to the Organization’s regular work. 

 
 

REGION-WIDE EXPECTED RESULTS 

  

RER 5.1 Member States and partners supported through technical cooperation 
for the development and strengthening of emergency preparedness 
plans and programs at all levels.  

Indicator # RER Indicator text Baseline
2007 

Target 
2009 

Target 
2013 

5.1.1 Number of countries that have developed and 
evaluated disaster preparedness plans for the 
health sector 

23 30 35 

5.1.2 Number of countries where comprehensive mass-
casualty management plans are in place 

14 16 22 

5.1.3 Number of countries developing and implementing 
programs for reducing the vulnerability of health, 
water and sanitation infrastructures 

9 20 30 

5.1.4 Number of countries that report having a health 
disaster program with full time staff and specific 
budget 

10 11 15 

  

RER 5.2 Timely and appropriate support provided to Member States for 
immediate assistance to populations affected by crises. 

Indicator # RER Indicator text Baseline
2007 

Target 
2009 

Target 
2013 

5.2.1 Proportion of emergencies for which health and 
nutrition assessments are being implemented 

40% 65% 85% 

5.2.2 Number of Regional training programs on 
emergency response operations 

4 6 7 

5.2.3 Proportion of emergencies for which interventions 
for maternal, newborn and child health are in place 

50% 75% 85% 
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5.2.4 Proportion of emergencies where a response to 
emergencies is initiated within 24 hours of the 
request 

100% 100% 100% 

  

RER 5.3 Member States supported through technical cooperation for reducing 
health sector risk in disasters and ensuring the quickest recovery of 
affected populations. 

Indicator # RER Indicator text Baseline
2007 

Target 
2009 

Target 
2013 

5.3.1 Proportion of post-conflict and post-disaster needs 
assessments conducted that contain a gender-
responsive health component 

100% 100% 100% 

5.3.2 Proportion of humanitarian action plans for 
complex emergencies and consolidated appeals 
with strategic and operational components for 
health included 

100% 100% 100% 

5.3.3 Proportion of countries in post-disaster transition or 
recovery situations benefiting from needs 
assessments and technical support in the areas of 
maternal and newborn health, mental health and 
nutrition 

100% 100% 100% 

  

RER 5.4 Member States supported through coordinated technical cooperation for 
strengthening preparedness, recovery and risk reduction in areas such 
as communicable disease, mental health, health services, food safety, 
and nuclear radiation.  

Indicator # RER Indicator text Baseline
2007 

Target 
2009 

Target 
2013 

5.4.1 Proportion of emergency-affected countries where 
a comprehensive communicable disease-risk 
assessment has been conducted and an 
epidemiological profile and toolkit developed and 
disseminated to partner agencies 

90% 100% 100% 

5.4.2 Proportion of situations involving acute natural 
disasters or conflicts for which a disease-
surveillance and early-warning system has been 
activated and where communicable disease-control 
interventions have been implemented 

90% 100% 100% 

5.4.3 Proportion of emergencies where coordinated 
technical cooperation (PASB task force) is provided, 
when needed 

100% 100% 100% 
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RER 5.5 Member States supported through technical cooperation to strengthen 
national preparedness and establish alert and response mechanisms for 
food safety and environmental health emergencies. 

Indicator # RER Indicator text Baseline
2007 

Target 
2009 

Target 
2013 

5.5.1 Proportion of food-safety and environmental public 
health emergencies where a response is mounted 

50% 60% 70%  

5.5.2 Number of countries with national plans for 
preparedness, and alert and response activities in 
respect to chemical, radiological and environmental 
health emergencies 

20 24 28 

5.5.3 Number of countries with focal points for the 
International Food Safety Authorities Network and 
for environmental health emergencies 

28 29 32 

5.5.4 Number of countries achieving a state of 
preparedness and completing stockpiling of 
necessary items in order to ensure a prompt 
response to chemical and radiological emergencies 

8 10 15 

  

RER 5.6 Effective communications issued, partnerships formed and coordination 
developed with organizations in the United Nations system, 
governments, local and international nongovernmental organizations, 
academic institutions and professional associations at the country, 
regional and global levels. 

Indicator # RER Indicator text Baseline
2007 

Target 
2009 

Target 
2013 

5.6.1 Proportion of emergencies where the United 
Nations Health Cluster system is operational, if 
called upon 

100%      100% 100% 

5.6.2 Number of emergency-related Regional interagency 
mechanisms and working groups where 
PAHO/WHO is actively involved 

4 8 10 

5.6.3 Proportion of disasters in which UN and country-
originated reports include health information 

100% 100% 100% 
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STRATEGIC OBJECTIVE 6 
 

To promote health and development, and prevent or reduce risk factors 
such as use of tobacco, alcohol, drugs and other psychoactive 

substances, unhealthy diets, physical inactivity and unsafe sex, which 
affect health conditions 

 
SCOPE 
 
The work under this Strategic Objective (SO) focuses on integrated, comprehensive, multisectoral 
and multidisciplinary health promotion and disease prevention strategies to improve public health 
and well-being; and the development of social and public health policies for the reduction or 
prevention of the six major risk factors.  
 
INDICATORS AND TARGETS 

 
• Number of countries reporting a 10% reduction in the prevalence rate of tobacco use. 

Baseline: 3 countries in 2007.  Target: 10 countries by 2013. (Applies to 20 countries that 
have information in the WHO Database.) 

 
• Number of countries that have stabilized or reduced the prevalence of adult obesity among 

males and females.  Baseline: 0 countries in 2007.  Target: 5 countries by 2013.  (This 
indicator applies to 15 countries with current national representative data in the WHO Global 
Database on Obesity.)   

 
• Number of countries that have decreased the non-desirable outcomes of unprotected sex, as 

measured by a reduction in the estimated prevalence rate of HIV cases in young people aged 
15–24 years to 0.46/100 or less for females and 0.79/100 or less for males in Latin America, 
and 3.30/100 or less for females and 2.51/100 or less for males in the Caribbean.  Latin 
America - Baseline: 11 countries in 2006.  Target: 20 countries by 2013.  Caribbean - 
Baseline: 4 countries in 2006.  Target: 7 countries by 2013. 

 
ISSUES AND CHALLENGES 

 
The major six risk factors: tobacco use, unhealthy diet, physical inactivity, alcohol consumption, 
drug and psychoactive substance use and unsafe sexual behaviors, account for more than 60% 
of the mortality and at least 50% of the morbidity burden worldwide and in the Americas.  
Environmental and social determinants play an important role.  The challenge in the Region is to 
implement integrated intersectoral action and to promote public policies against risk factors.  
 
Poor populations in low- and middle-income countries are predominantly affected.  While 
emphasis has been placed on the treatment of the adverse effects of these risk factors, much 
less attention has been devoted to prevention and how to effectively modify the determinants. 
 
Tobacco use is the leading cause of preventable deaths worldwide, with at least 50% of tobacco-
attributable deaths occurring in developing countries.  It causes one million deaths in the Region 
every year, with the Southern Cone having the highest mortality rate from smoking-related 
causes.  Tobacco use and poverty are closely linked and prevalence rates are higher among the 
poor.  Fortunately, effective and cost-effective measures are available to reduce tobacco use.  
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The WHO Framework Convention on Tobacco Control is an evidence-based treaty designed to 
help reduce the burden of disease and death caused by tobacco use, and the challenge is to 
ratify and implement it throughout the Region.  
 
In 2000, alcohol consumption was responsible for 4.8% of all deaths and 9.7% of all Disability 
Adjusted Life Years (DALYs) lost in the Region, with most of the burden in Central and South 
America.  It is estimated that alcohol consumption accounted for at least 279,000 deaths in that 
year.  Intentional and unintentional injuries accounted for about 60% of all alcohol-related 
deaths and almost 40% of alcohol-related disease burden.  Most of the alcohol related disease 
burden (83.3%) affects men.  Also noteworthy is that 77.4% of the burden comes from the 
population aged 15-44, affecting mostly young people and young adults in their most productive 
years of life.  In some countries of the Region, injection drug use is a significant force behind the 
rapid spread of HIV infection.  The challenge is to emphasize prevention and allocate adequate 
resources.  
 
A worrisome decrease in physical activity levels is widespread in the Region.  While the physically 
active population in the United States has remained at 30% for more than a decade, in Latin 
America and the Caribbean (LAC) it is between 40-60%.  Physical inactivity in the Region has 
been driven by increased urbanization, motorized transportation, urban zoning polices that 
promote car dependence, and lack of infrastructure for pedestrians as well as cyclists.  In 
addition, leisure time is increasingly spent in activities, such as watching television and playing 
electronic games.   
 
The Region, in terms of diet, is characterized by low consumption of fruits and vegetables, whole 
grains, cereals and legumes.  This is coupled with high consumption of food rich in saturated fat, 
sugars and salt, among them milk, meat, refined cereals and processed foods.  This dietary 
pattern is a key factor leading to a rise in prevalence of those overweight and obese.  Population-
based studies in the Region show that in 2002, 50% to 60% of adults and 7% to 12% of children 
less then 5 years of age were overweight and obese. 
 
Unsafe sexual behavior significantly contributes to negative health consequences such as 
unintended pregnancy, sexually transmitted infections (including HIV/AIDS), and other social, 
emotional and physical consequences that have been severely underestimated.  WHO estimates 
that unsafe sex is the second most important global risk factor to health in countries with high 
mortality rates.  Globally, each year 80 million women have an unwanted pregnancy, 46 million 
opt for termination, and 340 million new cases of sexually transmitted infections and 5 million 
new HIV infections are reported.  Risky behavior does not often occur in isolation; for example, 
hazardous use of alcohol and other drugs and unsafe sexual behaviors frequently go together.  
Many of these behaviors are not the result of individual decision-making but reflect existing 
policies, social and cultural norms, inequities, inequalities, and low education levels.  Thus, 
PAHO/WHO recognizes the need for a comprehensive integrated health promotion approach and 
effective preventive strategies. 
 
Significant additional investment in financial and human resources is urgently needed at all levels 
to build capacity as well as to strengthen national, regional and global interventions.  The 
Member States should be very active in promoting awareness and political commitment to act 
decisively to promote health and healthy lifestyles, and prevent and reduce risk factor 
occurrence.  
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STRATEGIC APPROACHES 

 
• Implementing an integrated approach on health promotion and the prevention and reduction 

of major risk factors to enhance synergies, improve the overall efficiency of interventions and 
dismantle the current vertical approaches to risk-factor prevention. 

 
• Strengthening leadership and stewardship of Ministries of Health to ensure the effective 

participation of all sectors of society.   
 
• Strengthening national capacities for surveillance, prevention and reduction of the common 

risk factors. 
 
• Improving leadership and health promotion at regional, national and local levels and, scaling 

up activities across all relevant health programs.  
 
• Ensuring that every country of the Region implements the Regional Strategy and Plan of 

Action for Integrated Prevention and Control of Chronic Noncommunicable Diseases endorsed 
by the Member States.  

 
ASSUMPTIONS AND RISKS 

 
Assumptions: 
 

• There is additional investment in financial and human resources to build capacity for 
health promotion and risk factor prevention. 

• Effective partnerships and multisectoral and multidisciplinary collaborations in relation to 
policies, mechanisms, networks and actions are established involving all stakeholders at 
national, regional and international levels. 

• There is a commitment to comprehensive and integrated policies, plans and programs 
addressing common risk factors. 

• Investment in research, especially to find effective population-based prevention 
strategies, is increased. 

 
Risks: 
 

• Working or interacting with the private sector presents risks associated with the 
competing interests of industries, such as tobacco, alcohol, sugar, processed food and 
non-alcoholic drinks, and requires that guidelines for appropriate conduct be followed in 
all cases.  

• Integrated approaches to prevention and reduction may also compromise organizational 
and country capacity to provide specific disease and risk-factor expertise unless the 
critical mass of expertise is protected and the required level of resources obtained.  
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REGION-WIDE EXPECTED RESULTS 

  

RER 6.1 Member States supported through technical cooperation to strengthen 
their capacity for health promotion across all relevant programs; and to 
establish effective multisectoral and multidisciplinary collaborations for 
promoting health and preventing or reducing major risk factors. 

Indicator # RER Indicator text Baseline
2007 

Target 
2009 

Target 
2013 

6.1.1 Number of countries that have health promotion 
policies and plans with resources allocated 

11 15 20 

6.1.2 Number of countries with Healthy Schools 
Networks (or equivalent) 

7 10 15 

6.1.3 Number of countries that adopt the PAHO/WHO 
urban health conceptual framework 

0 2 5 

  

RER 6.2 
 

Member States supported through technical cooperation to strengthen 
national systems for surveillance of major risk factors through 
development and validation of frameworks, tools and operating 
procedures and their dissemination. 

Indicator # RER Indicator text Baseline
2007 

Target 
2009 

Target 
2013 

6.2.1 Number of countries that have developed a 
functioning national surveillance system using Pan 
Am STEPs (Pan American Stepwise approach to 
chronic disease risk factor surveillance) 
methodology for regular reports on major health 
risk factors in adults 

6 10 20 

6.2.2 Number of countries that have developed a 
functioning national surveillance system using 
school-based student health survey (Global School 
Health Survey) and are producing regular reports 
on major health risk factors in youth 

11 15 30 

6.2.3 Number of countries generating information on risk 
factors (through registers and population studies); 
to be included in the Regional Non-communicable 
Disease and Risk Factor information database (NCD 
INFO base) 

0  13 30 

6.2.4 Number of countries that have implemented (use 
and analyze) the standardized Basic Health 
Indicators for chronic diseases and risk factors 
together with other statistical information 

3 8 12 
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RER 6.3 Member States supported through technical cooperation on evidence-

based and ethical policies, strategies, programs and guidelines for 
preventing and reducing tobacco use and related problems. 

Indicator # RER Indicator text Baseline
2007 

Target 
2009 

Target 
2013 

6.3.1 Number of countries that have adopted smoking 
bans in health care and educational facilities 
consistent with the Framework Convention on 
Tobacco Control 

4 10 25 

6.3.2 Number of countries that have adopted bans on 
advertisement, promotion and sponsorship of 
tobacco products consistent with the Framework 
Convention on Tobacco Control 

0 5 10 

6.3.3 Number of countries with regulations on packaging 
and labeling of tobacco products consistent with 
the Framework Convention on Tobacco Control 

8 21 25 

6.3.4 Number of countries that have established or 
reinforced a national coordinating mechanism or 
focal point for tobacco control 

18 20 28 

  

RER 6.4 Member States supported through technical cooperation to develop 
evidence-based and ethical policies, strategies, programs and guidelines 
for preventing and reducing alcohol, drugs and other psycho-active 
substance use and related problems.  

Indicator # RER Indicator text Baseline
2007 

Target 
2009 

Target 
2013 

6.4.1 Number of countries that have implemented 
policies, plans, or programs for preventing public 
health problems caused by alcohol, drugs and 
other psychoactive substance use 

11 13 20 
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RER 6.5 Member States supported through technical cooperation to develop 

evidence-based and ethical policies, strategies, programs and guidelines 
for preventing and reducing unhealthy diets and physical inactivity, and 
related problems.  

Indicator # RER Indicator text Baseline
2007 

Target 
2009 

Target 
2013 

6.5.1 Number of countries that have developed national 
guidelines to promote healthy diet and physical 
activity including DPAS (Diet and Physical Activity 
Strategy) 

8 10 20 

6.5.2 Number of countries that have created pedestrian 
and bike-friendly environments, physical activity 
promotion programs and crime control initiatives, 
in at least one of their major cities 

7 10 18 

6.5.3 Number of countries that have initiated policies to 
phase-out trans-fats and reached agreements with 
food industry to reduce sugar, salt or fat in 
processed foods 

4 7 20 

6.5.4 Number of countries that have initiated policies to 
eliminate direct marketing/publicity of food to 
children under 12 years old 

2 4 12 

6.5.5 Number of countries that have initiated policies or 
programs to increase consumption of low fat dairy, 
fish, fruits or vegetables 

5 7 18 

  

RER 6.6 Member States supported through technical cooperation to develop 
evidence-based and ethical policies, strategies, programs and guidelines 
for promoting safer sex.  

Indicator # RER Indicator text Baseline
2007 

Target 
2009 

Target 
2013 

6.6.1 Number of countries that have implemented new 
or improved interventions at individual, family and 
community levels to promote safer sexual 
behaviors 

7 9 11 
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STRATEGIC OBJECTIVE 7 

 
To address the underlying social and economic determinants of health 

through policies and programs that enhance health equity and 
integrate pro-poor, gender-responsive, and  

human rights-based approaches 
 
SCOPE 
 
This Strategic Objective focuses on the development and promotion of intersectoral action on the 
social and economic determinants of health, understood as the improvement of health equity by 
addressing the needs of poor, vulnerable and excluded social groups.  This understanding 
highlights the connections between health and social and economic factors such as income, 
education, housing, labor, and social status.  
 
INDICATORS AND TARGETS   
 
• Number of countries with national health indicators disaggregated by sex and age, and 

including the Gini coefficient and the Lorenz curve.  Baseline: 3 countries in 2007.  Target: 6 
countries by 2013.  

 
• Number of countries that have developed public policies for non-health sectors that address 

health conditions.  Baseline: 7 countries in 2007.  Target: 20 countries by 2013.  
 
• Number of countries that have national development and poverty reduction plans integrating 

health, nutrition and education.  Baseline: 3 countries in 2007.  Target: 6 countries by 2013. 
 

ISSUES AND CHALLENGES 
 
Health equity is an overarching goal endorsed by PAHO/WHO Member States.  In recent 
decades, health equity gaps among countries and among different social and ethnic groups 
within countries have widened, despite medical and technological progress.  PAHO/WHO and 
other health and development actors have defined tackling health inequities as a major priority 
and have pledged to support countries through more effective actions to meet the health needs 
of vulnerable groups (WHR 2003, WHR 2004, WDR 2006).  Meeting this goal will require 
attending to the social and economic factors that determine people's opportunities for health.  An 
intersectoral approach, although often politically difficult, is indispensable for substantial progress 
in health equity.  The Millennium Development Goals underscore the deeply interwoven nature of 
health and economic development processes, the need for coordination among multiple sectors 
to reach health goals, and the importance of addressing poverty, gender and ethnic/racial 
inequalities. 
 
This situation raises challenges for ministries of health, which must work in innovative ways to 
foster intersectoral collaboration.  This includes working on the social and economic determinants 
of health and their relationship with the MDGs, and aligning key health sector-specific programs 
to better respond to the needs of vulnerable populations.  Effective strategies to promote health 
gains for vulnerable groups include the integration into health sector policies and programs of 
equity-enhancing, pro-poor, gender-responsive, ethnic/racial-sensitive, and ethically sound 
approaches.  Human rights law, as enshrined in international and regional human rights 
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conventions and standards11, offers a unifying conceptual and legal framework for these 
strategies, as well as measures by which to evaluate success and clarify the accountability and 
responsibilities of the different stakeholders involved. 
 
The crucial challenges for achieving the above include: 1) developing sufficient expertise on the 
social and economic determinants of health and their relationship with the MDGs, as well as 
regarding ethics and human rights at the global, regional, and country levels; 2) ensuring that all 
the technical areas at PASB headquarters reflect the perspectives of social and economic 
determinants (including gender, ethnic origin and poverty), ethics, and human rights in their 
programs and normative work; and 3) adopting the correct approach for measuring effects.  This 
final challenge is especially great, since results in terms of increased health equity and equality 
among the most vulnerable groups are seldom rapidly apparent or easily attributable to particular 
interventions.  Innovative means of evaluation are required for assessing how policies, programs, 
plans, laws and interventions are designed, vetted and implemented.  New means are also 
needed to assess whether interventions are effective in bringing about change, in addition to 
measuring health outcomes.  
 
Indigenous peoples are culturally heterogeneous and reside in a variety of locations that often 
include two or more countries, complicating interventions designed to address their health needs.  
Other challenges are: creating or increasing awareness among decision makers; promoting 
effective participation of indigenous peoples in decision-making; and fostering a concerted effort 
to identify, develop, resource and implement an intercultural approach to address indigenous 
health needs, rather than imposing a single model of care.  The main challenge remaining is to 
increase the access and utilization of health services for the indigenous peoples, at both the local 
and national levels. 
 
There is a lack of vital and health statistics disaggregated by ethnicity, gender and age groups, 
which impedes the development of appropriate evidence-based decision-making and adequate 
evaluation of the health situation.   
 

STRATEGIC APPROACHES 
 
• Strengthening national strategies and plans to address all forms of social disadvantage and 

vulnerability that have a negative impact on health and produce social exclusion; involving 
civil society and relevant stakeholders through, for example, community-based initiatives.  

 
• Redressing the root causes of health inequities, discrimination and inequality with regard to 

the most vulnerable groups will need coordinated integration by both the Bureau and 
Member States to support the incorporation of gender equality, ethnic/racial, poverty, ethics- 
and human rights-based perspectives into health guideline preparation, policy-making and 
program implementation. 

 
• Focusing technical cooperation on: 1) the five priority countries (Bolivia, Guyana, Haiti, 

Honduras and Nicaragua), 2) urban areas in middle income countries where the highest 
concentration of poor people reside, and 3) indigenous peoples, in order to achieve the 
MDGs.  

                                            
11 Under current international law, human rights instruments include regional/international “treaties” or “conventions” 
negotiated and formulated by UN and/or OAS Member States and international/regional “standards” which are guidelines 
enshrined in declarations, recommendations and reports issued by the UN/OAS General Assembly, UN High Commissioner 
for Human Rights, UN Human Rights Council and UN/OAS treaty bodies, among others.  See PAHO Directing Council, 
Technical Document CD 47/15 of 16 August, 2006, 47th session of the Directing Council, p.10-13.  Available at 
http://www.paho.org/english/gov/cd/CD47-15-e.pdf.  
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• Implementing the “Faces, Voices, and Places of the Millennium Development Goals” initiative, 
the goal of which is to help the most vulnerable communities achieve the MDGs by reducing 
inequity through the empowerment of communities in Latin America and the Caribbean.  

 
ASSUMPTIONS AND RISKS 

 
Assumptions: 
 

• Ministries of Health will exercise leadership to address the broader determinants of 
health, moving towards a multisectoral approach, prioritizing those sectors with the 
greatest impact on health. 

• Health program designers and implementers will be willing and able to incorporate 
equity-enhancing, pro-poor, gender-responsive, ethnic/racial sensitive strategies into 
their programs despite technical and political complications.  

• The governments adopt and implement the recommendations of the Global Commission 
on the Social Determinants of Health. 

• The health and well-being of the indigenous peoples will be a high priority for national 
governments and national and international agencies. 

 
Risks: 
 

• Lack of effective consensus among partners in countries – including agencies within the 
UN System, other international partners and non-governmental organizations – on 
policies and frameworks for action. 

• Economic, gender, ethnic/racial and poverty analysis may not be widely available. 
• Lack of appropriate response from governments to address the health needs of 

indigenous peoples; paucity of cooperative efforts between indigenous peoples and 
governments in this regard.  

 
REGION-WIDE EXPECTED RESULTS 

  

RER 7.1 Significance of determinants of health and social policies recognized 
throughout the Organization and incorporated into normative work and 
technical cooperation with Member States and other partners. 

Indicator # RER Indicator text Baseline
2007 

Target 
2009 

Target 
2013 

7.1.1 Number of countries that have implemented 
national strategies that address key policy 
recommendations of the Commission on the Social 
Determinants of Health 

0 4 12 

7.1.2 Number of countries whose PAHO/WHO Country 
Cooperation Strategy (CCS) documents include 
explicit strategies at the national and local level 
that address the social and economic determinants 
of health 

0 5 12 
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RER 7.2 Initiative taken by PAHO/WHO in providing opportunities and means for 

intersectoral collaboration at national and international levels in order to 
address social and economic determinants of health and to encourage 
poverty-reduction and sustainable development. 

Indicator # RER Indicator text Baseline
2007 

Target 
2009 

Target 
2013 

7.2.1 Number of countries whose public policies target 
the determinants of health and social policy on an 
intersectoral and interprogrammatic basis 

0 7 12 

7.2.2 Number of subregional fora organized for relevant 
stakeholders on intersectoral actions to address 
determinants of health, social policies and 
achievement of the Millennium Development Goals 

0 1 3 

7.2.3 Number of countries which have implemented the 
Faces, Voices and Places initiative 

6 12 15 

  
RER 7.3 Social and economic data relevant to health collected, collated and 

analyzed on a disaggregated basis (by sex, age, ethnicity, income, and 
health conditions, such as disease or disability).  

Indicator # RER Indicator text Baseline
2007 

Target 
2009 

Target 
2013 

7.3.1 Number of countries that produce health data of 
sufficient disaggregation and quality to assess and 
track health equity among key population groups 

8 12 18 

7.3.2 Number of countries with at least one national 
policy on health equity that incorporates an 
analysis of disaggregated data 

0 3 8 

7.3.3 Number of countries with at least one national 
program on health equity that uses disaggregated 
data 

0 2 6 

  
RER 7.4 Ethics- and human rights-based approaches to health promoted within 

PAHO/WHO and at national, regional and global levels. 

Indicator # RER Indicator text Baseline
2007 

Target 
2009 

Target 
2013 

7.4.1 Number of countries using: 1) international and 
regional human rights norms and standards; and 
2) human rights tools and technical guidance 
documents produced by PAHO/WHO to review 
and/or formulate national laws, policies and/or 
plans that advance health and reduce gaps in 
health equity and discrimination 

9 10 18 

7.4.2 Number of countries using tools and technical 
guidance documents produced for Member States 
and other stakeholders on use of ethical analysis to 
improve health policies 

8 12 30 
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RER 7.5 Gender and ethnicity analysis and responsive actions incorporated into 
PAHO/WHO’s normative work and Member States supported through 
technical cooperation for the formulation of gender and ethnic-sensitive 
policies and programs. 

Indicator # RER Indicator text Baseline
2007 

Target 
2009 

Target 
2013 

7.5.1 Number of PAHO publications that contribute to 
building evidence on the impact of gender 
inequalities in health 

8 12 16 

7.5.2 Number of tools and guidance documents 
developed by PASB for Member States on using 
gender analysis in health 

0 2 5 

7.5.3 Number of AMPES entities that address and 
incorporate gender perspectives, including 
mainstreaming, in the design and implementation 
of their programs   

3 10 40 

7.5.4 Number of countries with national plans to 
specifically improve the health of ethnic/racial 
groups 

10 12 16 

  
RER 7.6 Member States supported through technical cooperation to develop 

policies, plans and programs that apply an intercultural approach based 
on primary health care and that seek to establish strategic alliances with 
relevant stakeholders and partners to improve the health and well-being 
of indigenous peoples. 

Indicator # RER Indicator text Baseline
2007 

Target 
2009 

Target 
2013 

7.6.1 Number of countries that implement policies, plans 
or programs to improve the health of indigenous 
peoples 

3/21 
 

5/21 10/21 

7.6.2 Number of countries that collect data on the health 
of indigenous peoples within their health 
information systems 

3/21  
 

5/21 10/21 

7.6.3 Number of countries that integrate the intercultural 
approach in the development of national health 
systems and policies within the framework of PHC 

0 3 5 
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STRATEGIC OBJECTIVE 8 
 

To promote a healthier environment, intensify primary prevention and 
influence public policies in all sectors so as to address the root causes 

of environmental threats to health 
 
SCOPE 
 
The work under this Strategic Objective (SO) focuses on achieving safe, sustainable, and health-
enhancing human environments - protected from social, occupational, biological, chemical, and 
physical hazards - and promoting human security and environmental justice to mitigate the 
effects of global and local threats. 
 
INDICATORS AND TARGETS 
  
• Proportion of urban and rural populations with access to improved water sources in the 

Region.  Baseline: 95% of urban and 69% of rural populations in 2002. Target: 96% of 
urban and 77% of rural populations by 2013 (per the Millennium Development Goals).  

• Proportion of urban and rural populations with access to improved sanitation in the Region.  
Baseline: 84% of urban and 44% of rural populations in 2002.  Target: 90% of urban and 
48% of rural populations by 2013 (per the Millennium Development Goals).  

• Number of countries implementing national plans on Workers Health (based on the WHO 
Workers’ Health: Global Plan of Action, 2007). Baseline: 10 countries in 2007.  Target: 20 
countries by 2013. 

• Number of countries with toxicological information centers.  Baseline: 14 countries in 2006 
(estimated). Target: 24 countries by 2013.  

• Reduction in the attributable factor of the burden of diarrheal diseases among 
children/adolescents age 0-19 years, due to environmental causes. Baseline: 94% in 2002 
(estimated). Target: 84% by 2013. (Methodology for Assessment of Environmental Burden of 
Disease developed by WHO, measured by the attributable factors in DALYs) 

• Number of environmental health policies on chemical substances, air quality and drinking 
water adopted by countries of the Region.  Baseline: 11, 7, 13, respectively, in 2007.  Target: 
20, 12, 20, respectively, by 2013.   

 
ISSUES AND CHALLENGES 

 
Environmental and occupational risks contribute to a large portion of morbidity and mortality in 
the Region, but few countries have comprehensive policies to perform analysis and establish 
public policies to manage them.  Modern production processes introduce new or magnify old 
chemical, physical, biological and psychological health risks in the Region.  Countries do not have 
policies on urban development that promote health, social equity, and environmental justice.  
These risks affect not only the present generation, but also future generations due to their long-
term health effects.  
 
Rapid changes in lifestyle, increasing urbanization, production and energy consumption, climate 
change and pressures on ecosystems could, in both the short and long terms, have 
consequences for public health and health costs.  These consequences will be even worse if the 
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health sector fails to act on currently existing occupational and environmental hazards to health.  
For effective health sector action, risks have to be reduced in the settings where they occur: 
homes, schools, workplaces and cities; and in sectors such as energy, transport, industry, 
agriculture, as well as water, sanitation and solid waste.  
 
Of particular concern in the Region are the needs of agricultural workers, workers in small-scale 
enterprises, workers in the informal sector, and migrant workers.  These workers are at high risk 
and often have no access to occupational health services. 
 
Health systems urgently need new information about the epidemiological impacts of key 
environmental hazards and their prevention, and need to be equipped with tools for primary 
intervention.  Increasingly, health policy-makers are called on to participate in economic 
development and policy forums whose decisions have profound long-term impacts on pollution, 
biodiversity, and ecosystems, and thus on environmental health.  Health professionals, often 
trained to treat individuals, need to be better equipped to monitor and synthesize health and 
environmental data, proactively guiding strategies for public awareness, protection and 
prevention, and responding to emergencies. 
 
Although the health sector cannot implement development policies on its own, it can provide the 
epidemiological evidence and the tools, methods or guidance necessary for assessing the health 
impacts of development and designing healthier policies or strategies.  Concurrently, non-health 
sectors must be made aware of hazards to health and thus be informed and empowered to act.  
For this to happen, integrated assessment and cross-sectoral policy development should be 
encouraged, bringing parties from the health and other sectors together. 
 
More than five million children die each year from environment-related diseases and conditions, 
such as diarrhea, respiratory illnesses, malaria, and unintentional injuries.  Millions more are 
debilitated by these diseases or live with chronic conditions linked to their environment, ranging 
from allergies to mental and physical disabilities.  Most of the environment-related diseases and 
deaths can be prevented using effective, low-cost, and sustainable tools and strategies.  
 
Latin America is one of the areas of the world with the greatest use of pesticides.  Central 
America, for example, imports 1.5 kg of pesticides per inhabitant, which is 2.5 times higher than 
the world average.  Banned pesticides are still imported into many Latin American countries.  
More stringent national and international legislation and comprehensive interventions are needed.  
 
The deleterious health effects from persistent organic pollutants (POPs) and heavy metals, such 
as lead, mercury, and others, are increasingly recognized.  However, there are no information 
systems to track these POPs, and disseminate knowledge about the identification, control, and 
elimination of related risks.  
 
Climate change and other global environmental risks add to the current health burden.  Negative 
impacts include increased health hazards, poor nutrition profiles, water scarcity, and increased 
vector-borne diseases.  
 
Accidental release or the deliberate use of biological and chemical agents, or radioactive material 
requires effective prevention, surveillance, and response systems to contain or mitigate harmful 
health outcomes.  
 
The use of consumer products has changed in the Region and in many cases poses new risks to 
health.  Revision of sanitary surveillance and regulatory processes in the Region has been the 
main tool to respond to consumers’ health hazards.  
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It has been estimated that every year 5 million occupational accidents occur in Latin America, of 
which 90,000 are fatal, equivalent to approximately 250 deaths per day.  
 
Local governments are challenged to find suitable, sanitary, sound solutions for 360,000 tons of 
garbage produced daily in Latin America.  Although water coverage has reached 90.3%, and 
84.6% of the population has access to drinking water in Latin America (2004 data), the most 
vulnerable populations – those living in rural areas and urban slums – still lack access.  
 
Political, legislative, and institutional barriers to improving environmental conditions are 
numerous, and human resources with adequate specialization in risk assessment and 
management are still lacking in many countries. National and local health authorities are thus 
often unable to collaborate with other social and economic sectors where health-protective 
measures need to be taken. Agenda 21, adopted at the United Nations Conference on 
Environment and Development (Rio de Janeiro, 1992), the World Summit on Sustainable 
Development Plan of Implementation (Johannesburg 2002), together with the Millennium 
Development Goals (MDGs), provide the necessary international policy framework for action. The 
challenge is to maintain and expand the strategic alliance among the health, education, labor and 
environmental sectors.  
 

STRATEGIC APPROACHES 
 
• Improving the health and environment ministries’ strategic alliance to build stronger links 

between the health and environmental sectors in national policy planning and 
implementation.   

• Promoting the achievement of the MDGs through Children’s Environmental Health strategies 
in response to the Joint Action Plan on Health and Environment agreed upon by the Ministers 
of Health and Environment in 2005 in Mar del Plata.  

• Strengthening the networks and promoting the participation of Collaborating and Reference 
Centers from several sectors to promote inter-programmatic and inter-institutional 
integration.   

 

ASSUMPTIONS AND RISKS 
 
Assumptions: 
 

• Health sector personnel become increasingly cognizant of the mounting burden of 
disease from environmental health risks in light of new evidence. 

• Decision-makers (such as policymakers, banks and civil society in sectors of the economy 
with the greatest impact on public health) will increasingly prioritize health, putting the 
health costs and benefits of their actions at the center of their decision-making 
processes. 

• Development partners (collaborating centers, cooperation agencies, foundations, 
recipient countries and banks) will increasingly recognize that reducing environmental 
hazards to health contributes significantly to the achievement of the relevant Millennium 
Development Goals. 

• United Nations system reform will allow WHO/PAHO to show more global leadership in 
public health and the environment, prioritizing health in humanitarian responses and 
environmentally sustainable economic development. 
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Risks: 
 

• Expectations from other sectors for quick results and reductions of environmental health 
risks may exceed the capacity of the health sector to provide support for their actions.   

• Information about the best options for sectoral interventions to improve occupational and 
environmental health is inaccessible.   

• Global leaders and partners in the arenas of development and/or the environment show 
weak or transient commitment to improving environmental health.   

• Health systems continue to respond weakly in reducing the range of occupational and 
environmental health risks and rooting out their causes.   

 
REGION-WIDE EXPECTED RESULTS 

  

RER 8.1 Evidence-based assessments, norms and guidance on priority 
environmental health risks (e.g., air quality, chemical substances, 
electro-magnetic fields (EMF), radon, drinking water, waste water re-
use) disseminated. 

Indicator # RER Indicator text Baseline
2007 

Target 
2009 

Target 
2013 

8.1.1 Number of new or updated risk assessments or 
environmental burden of disease (EBD) 
assessments conducted per year 

2 4 8 

8.1.2 Number of international environmental agreements 
whose implementation is supported by PASB 

5 5 6 

8.1.3 Number of countries implementing PAHO/WHO 
guidelines on chemical substances 

11 15 20 

8.1.4 Number of countries implementing WHO guidelines 
on air quality 

7 8 12 

8.1.5 Number of countries implementing WHO guidelines 
on drinking water 

13 16 20 

8.1.6 Number of countries implementing PAHO/WHO 
guidelines on recreational waters 

1 5 10 
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RER 8.2 Member States supported through technical cooperation for the 

implementation of primary prevention interventions that reduce 
environmental health risks; enhance safety; and promote public health, 
including in specific settings and among vulnerable population groups 
(e.g. children, older adults). 

Indicator # RER Indicator text Baseline
2007 

Target 
2009 

Target 
2013 

8.2.1 Number of regional strategies for primary 
prevention of environmental health hazards under 
the health determinants and health promotion 
framework implemented in specific settings and 
groups (workplaces, homes, schools, human 
settlements, health care settings and children’s 
environmental health) 

4 7 10 

8.2.2 Number of countries where global or regional 
strategies for primary prevention of environmental 
health hazards are implemented in specific settings 
(workplaces, homes, schools, human settlements 
and health-care settings) 

10 14 20 

8.2.3 Number of new or maintained global or regional 
initiatives to prevent occupational and 
environmentally-related diseases (e.g. cancers 
from ultraviolet irradiation or exposure to asbestos, 
and poisoning by pesticides or fluoride) that are 
being implemented with PASB technical and 
logistics support 

1 4 5 

8.2.4 Number of cost-effectiveness studies assessing 
primary prevention interventions in specific settings 
whose results have been disseminated 

1 2 4 

8.2.5 Number of countries following WHO’s guidance to 
prevent and mitigate emerging occupational and 
environmental health risks, promote equity in those 
areas of health and protect vulnerable populations 

0 1 2 

  

RER 8.3 Member States supported through technical cooperation to strengthen 
occupational and environmental health policy-making, planning of 
preventive interventions, service delivery and surveillance. 

Indicator # RER Indicator text Baseline
2007 

Target 
2009 

Target 
2013 

8.3.1 Number of countries receiving technical and 
logistical support for developing and implementing 
policies for strengthening the delivery of 
occupational and environmental health services 
and surveillance 

10 15 20 

8.3.2 Number of national organizations or collaborating 
or reference centers implementing PAHO/WHO-led 
initiatives at country level to reduce occupational 
risks 

2 4 6 
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RER 8.4 Guidance, tools, and initiatives created to support the health sector to 

influence policies in priority sectors (e.g. energy, transport, agriculture), 
assess health impacts, determine costs and benefits of policy 
alternatives in those sectors, and harness non-health sector investments 
to improve health. 

Indicator # RER Indicator text Baseline
2007 

Target 
2009 

Target 
2013 

8.4.1 Number of regional, subregional and national 
initiatives implemented in other sectors that take 
health into account, using PASB technical and 
logistical support 

2 3 4 

8.4.2 Number of sector-specific guidelines and tools 
produced for health impact assessment 

1 3 5 

8.4.3 Number of non-health sectors with established 
networks and partnerships to drive change in 
support of health-related initiatives 

1 3 5 

8.4.4 Number of regional or national events conducted 
with PASB’s technical cooperation with the aim of 
building capacity and strengthening institutions in 
health and other sectors for improving policies 
relating to occupational and environmental health 
in at least 3 sectors 

1 2 4 

  
RER 8.5 Health sector leadership enhanced to promote a healthier environment 

and influence public policies in all sectors to address the root causes of 
environmental threats to health, by responding to emerging and re-
emerging environmental health concerns from development, evolving 
technologies, other global environmental changes, and consumption and 
production patterns. 

Indicator # RER Indicator text Baseline
2007 

Target 
2009 

Target 
2013 

8.5.1 Number of regular high-level fora on health and 
environment for regional policymakers and 
stakeholders supported by PASB 

1 2 4 

8.5.2 Number of current PASB five-year reports on 
environmental health available, including key 
health drivers and trends, and their implications  

1 1 2 

 
RER 8.6 Member States supported through technical cooperation to develop 

evidence-based policies, strategies and recommendations for 
identifying, preventing and tackling public health problems resulting 
from climate change 

Indicator # RER Indicator text Baseline
2007 

Target 
2009 

Target 
2013 

8.6.1 Number of studies or reports on the public health 
effects of climate change published or co- 
published by PAHO 

N/A 0 2 
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8.6.2 Number of countries that have implemented plans 
to enable the health sector to respond to the 
health effects of climate change 

N/A 0 5 
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STRATEGIC OBJECTIVE 9 
 

To improve nutrition, food safety and food security throughout the life-
course, and in support of public health and sustainable development 

 
SCOPE 
 
The work under this Strategic Objective (SO) focuses on improving nutrition and health 
throughout the life course, especially among the poor and other vulnerable groups, and achieving 
sustainable development in line with the Millennium Development Goals.  The SO addresses food 
safety (ensuring that chemical, microbiological, zoonotic and other hazards do not pose a risk to 
health) as well as food security (access and availability of appropriate food). 
 
INDICATORS AND TARGETS  
 
• Proportion of underweight children under 5 years of age in Latin America and the Caribbean.  

Baseline: 7.5% in 2002 (using period of 7 years, 1995 – 2002). Target: 4.7% by 2013. 
 
• Proportion of stunted children under 5 years of age in Latin America and the Caribbean. 

Baseline: 11.8% in 2005.  Target: 8.8% by 2013. 
 
• Proportion of children under 5 years of age with anemia in Latin America and the Caribbean.  

Baseline: 29.3% in 2005.  Target: 25.3% by 2013. 
 
• Proportion of overweight and obese children under 5 years of age in Latin America and the 

Caribbean in those countries where information is available.  Baseline: 4% in 2003 (using 
periods of 3 years, 2000 – 2003). Target: 4% or less by 2013.  

 
• Reduction in the number of foodborne diarrheal disease cases per 100,000 inhabitants in the 

Region.  Baseline: 4,467 in 2006. Target:  4,020 by 2013.     
 

ISSUES AND CHALLENGES 

Most countries face a double burden of disease where obesity and under-nutrition coexist, thus 
jeopardizing efforts to achieve development goals. This double burden of disease affects the poor 
and the wealthy, both in relative and in absolute terms, and places enormous demands on 
governments, individuals and families, due to the high financial and social costs of disease and 
disability days, loss of quality of life and productivity. In addition, suboptimal nutrition in all its 
forms, including micronutrient deficiencies, seriously compromises the effectiveness of other 
social and economic interventions, because of its direct impact on the immune system and its 
effects on increasing the risk of disease, disability and death.  There are, moreover, critical 
policy-making and implementation issues that need to be addressed: 

Public policies, plans and programs do not effectively address all nutrition needs at 
the regional, sub regional, national and local levels.  Most social and economic policies at 
national and local levels do not include food and nutrition components and activities.  Insufficient 
financial resources are allocated to address nutrition priorities in a sustainable fashion.  
Functional networks of stakeholders (public, private and civil society organizations, universities, 
research centers) to mobilize and allocate human and financial resources to improve health and 
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nutrition are weak or non-existent.  In addition, most countries face deficiencies in terms of 
human resources competences and skills in policy analysis, planning and evaluation.   

The shortcomings in planning and implementation of training programs are associated with 
deficiencies in food and nutrition analysis for systematic policy decision-making.  Overall, food 
and nutrition components and activities in plans and programs at national and local levels are not 
being adequately monitored and evaluated.  The science and technology research agenda for 
policy-making at the national level does not include relevant food and nutrition topics with 
appropriate resource allocation, which hinders the dissemination of best practices in health and 
nutrition.  In terms of setting priorities, nutrition is not included in local government initiatives as 
a strategy that fosters and contributes to comprehensive local development.  

The challenge is to promote the public and social policies that unequivocally address nutrition 
needs with a life course approach and nutrition transition problems at the regional, subregional, 
national, and local levels.  This will require building capacities in policy design, formulation, 
monitoring and evaluation to enable the sustainability of these policies. 

Implementation of effective prevention and treatment strategies targeted to 
vulnerable groups to eliminate nutritional deficiencies and suboptimal nutrition is 
often defective, decreasing its potential benefits.  While the number of programs to 
implement nutrition interventions has increased, the standard “golden rule” norms and guidelines 
to manage, monitor and evaluate the effects of nutrition interventions on vulnerable groups are 
not being disseminated and followed systematically. In the Region, there is evidence that the 
training and technology transfer models are not actually improving the capacity of health and 
non-health personnel to manage and control suboptimal nutrition and nutritional deficiencies. 
Overall, the absence of systematic monitoring and evaluation of interventions to prevent and 
control suboptimal nutrition and nutritional deficiencies that produce data, information and 
knowledge for decision-making is a constant issue.  

Additionally, there is insufficient information on nutritional deficiencies and risk factors of 
suboptimal nutrition that is reliable, updated, comparable and employed at national and 
subnational levels to monitor the nutrition conditions of different population groups.  In general, 
activities to identify, assess and exchange best practices and lessons learned on the reduction of 
suboptimal nutrition and nutritional deficiencies need to be strengthened.  

The challenge is to eliminate nutritional deficiencies and suboptimal nutrition through prevention 
and treatment strategies targeted to vulnerable groups throughout the life course and in the 
event of disasters. 

The promotion of healthy dietary habits, active lifestyles and the adequate control of 
obesity- and nutrition-related chronic diseases remains a low priority for 
governments, agencies and society.  Regional networks, partnerships and agreements to 
prevent obesity- and nutrition-related chronic diseases and promote adequate nutrition and 
physical activity have not expanded to include medium- and low-income countries undergoing the 
nutrition transition.  In most countries, the promotion of healthy eating and physical activity 
based upon norms and guidelines is not integrated into existing food and nutrition initiatives.  
Deficiencies in the design, implementation and evaluation of communication and awareness 
campaigns to promote healthy eating and physical activity have failed to create awareness and 
expertise at the national level about the need to improve the capacity of health and non-health 
public and private sectors and civil society organizations for promoting healthy lifestyles.  
Moreover, there is a lack of databases and health information systems that produce reliable, valid 
and quality information on overweight and obese children and adolescents for decision-making. 
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Best practices and lessons learned from experiences to reduce obesity- and nutrition-related 
chronic diseases are not being identified, documented and disseminated.  

The challenge is to promote the adoption of healthy dietary habits, active lifestyles, and the 
adequate control of obesity and nutrition-related chronic diseases. 

In the Americas, food safety activities are fragmented and developed by various 
actors whose mandates are often not clearly defined.  

The challenge is to develop integrated effective food safety systems, which are vital to maintain 
consumer confidence in the food system and which provide a sound regulatory foundation for 
national and international trade in food, which supports economic development.   

 
STRATEGIC APPROACHES 

  
• Using a life course approach, enable policy environments at all levels, health promotion, 

primary health care, and social protection.    

• Developing and disseminating macro policies targeting the most critical nutrition-related 
issues.  

• Strengthening capacity throughout the health and non-health sectors based on standards. 

• Supporting information, knowledge management and evaluation systems. 

• Supporting risk assessments and risk communication. 
 
• Mobilizing partnerships, networks, and a regional forum in food and nutrition. 

  
ASSUMPTIONS AND RISKS 

 
Assumptions: 

 
• Adequate nutrition will continue to be recognized as a fundamental prerequisite for 

health and development. 
• Health promotion and prevention will support modifications in individual behaviors, and 

provide supportive environments that help individuals to make more informed choices to 
prevent malnutrition and diseases arising from unsafe food. 

• Access to adequate and safe food is prominent in policy agendas; Member States are 
committed to comprehensive and integrated policies and plans, and to the development 
and strengthening of their national food security, nutrition and food safety programs, 
based on reliable and current evidence. 

• National and international stakeholders will have a positive attitude towards 
harmonization of actions that will facilitate working in synergy towards common agendas. 

 
Risks: 

 
• Emergence of parallel health, nutrition, and food security and safety agendas due to lack 

of communication and coordination among partners. 
• Low investment and political commitment from governments concerning nutrition, food 

security and food safety. 
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• Large multi-country natural disasters, such as hurricanes, droughts, volcanic eruptions, 
which seriously affect the food and nutrition situation of vulnerable populations, and the 
implementation feasibility of basic nutrition, food security and food safety interventions. 

 
REGION-WIDE EXPECTED RESULTS 

  

RER 9.1 Partnerships and alliances formed, leadership built and coordination and 
networking developed with all stakeholders at country, regional and 
global levels, to promote advocacy and communication, stimulate 
intersectoral actions, and increase investment in nutrition, food safety 
and food security.      

Indicator # RER Indicator text Baseline
2007 

Target 
2009 

Target 
2013 

9.1.1 Number of countries that have coordination 
mechanisms to promote intersectoral approaches 
and actions in the area of food safety, food 
security and nutrition 

18 22 30 

9.1.2 Number of countries that have included nutrition, 
food-safety and food-security activities in their 
sector-wide approaches, Poverty Reduction 
Strategy Papers or development policies, plans and 
budgets, including a mechanism for financing 
nutrition and food-safety activities 

10 15 25 

  

RER 9.2 Member States supported through technical cooperation to increase 
their capacity to assess and respond to all forms of malnutrition, and 
zoonotic and non-zoonotic foodborne diseases, and to promote healthy 
dietary practices. 

Indicator # RER Indicator text Baseline
2007 

Target 
2009 

Target 
2013 

9.2.1 Number of countries implementing nutrition and 
food safety norms, and guidelines according to 
global and regional mandates 

15 20 30 

9.2.2 Number of new norms, standards, guidelines, tools 
and training materials, produced by the PASB, for 
prevention and management of zoonotic and non-
zoonotic foodborne diseases 

0 1 5 
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RER 9.3 Monitoring and surveillance of needs, and assessment and evaluation of 

responses in the area of food security, nutrition and diet-related chronic 
diseases strengthened, and ability to identify suitable policy options 
improved. 

Indicator # RER Indicator text Baseline
2007 

Target 
2009 

Target 
2013 

9.3.1 Number of countries that have adopted and 
implemented the WHO Child Growth Standards 

0 10 25 

9.3.2 Number of countries that have nationally 
representative surveillance data on one major form 
of malnutrition 

12 15  22 

9.3.3 Number of countries that produce and publish 
scientific evidence and information for public policy 
and programs on at least one of the following 
topics every year: 1) Nutritional deficiencies and 
risk factors in different population groups; 2) 
Social, economic and health determinants of food 
and nutrition insecurity; 3) Overweight and obesity 
in children and adolescents; and 4) Program 
effectiveness 

11 15 22 

  

RER 9.4 Member States supported through technical cooperation for the 
development, strengthening and implementation of nutrition plans and 
programs aimed at improving nutrition throughout the life-course, in 
stable and emergency situations. 

Indicator # RER Indicator text Baseline
2007 

Target 
2009 

Target 
2013 

9.4.1 Number of countries that have developed national 
programs that implement at least 3 high-priority 
actions recommended in the Global Strategy for 
Infant and Young Child Feeding 

5 12 20 

9.4.2 Number of countries that have developed national 
programs that have implemented strategies for 
prevention and control of micronutrient 
malnutrition 

11 16 25 

9.4.3 Number of countries that have developed national 
programs that implement strategies for promotion 
of healthy dietary practices in order to prevent 
diet-related chronic diseases 

11 16 25 

9.4.4 Number of countries that have incorporated 
nutritional issues in their comprehensive response 
programs for HIV/AIDS and other epidemics 

11 14 25 

9.4.5 Number of countries that have strengthened 
national preparedness and response capacity for 
food and nutrition emergencies 

11 16 25 
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RER 9.5 Zoonotic and non-zoonotic foodborne diseases, and foot-and-mouth 

disease surveillance, prevention and control systems strengthened and 
food hazard monitoring programs established. 

Indicator # RER Indicator text Baseline
2007 

Target 
2009 

Target 
2013 

9.5.1 Number of countries with established operational 
and intersectoral collaboration for the surveillance, 
prevention and control of foodborne diseases 

16 21 30 

9.5.2 Number of countries that have initiated or 
strengthened programs for the surveillance and 
control of at least one major foodborne disease 

2 7 18 

9.5.3 Number of South American countries that have 
achieved at least 75% of the Hemispheric Foot-
and-mouth Disease Eradication Plan objectives 

4/11 6/11 11/11 

  

RER 9.6 Technical cooperation provided to National Codex Alimentarius 
Committees and the Codex Commission of Latin America and the 
Caribbean. 

Indicator # RER Indicator text Baseline
2007 

Target 
2009 

Target 
2013 

9.6.1 Number of Latin American and Caribbean countries 
participating in relevant Codex Meetings 

36/36 36/36 36/36 

9.6.2 Number of countries that have built national 
systems for food safety and foodborne zoonoses 
with international links to emergency response 
systems 

18 22 30 
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STRATEGIC OBJECTIVE 10 
 

To improve the organization, management and  
delivery of health services 

 
SCOPE 
 
This Strategic Objective (SO) focuses on strengthening health services to provide equitable and 
quality health care for all people in the Americas, especially the neediest populations.  The 
Regional Declaration on the New Orientations for Primary Health Care and PAHO’s position paper 
on Renewing Primary Health Care in the Americas (CD46/13, 2005) provide the framework to 
strengthen the health care systems of the countries in the Americas. 
 
INDICATORS AND TARGETS: 
 
• Percentage of rural population living more than one hour away from a first level of care 

center, in six countries of the Region where a study was completed.  Baseline: 10.6% in 
2004.  Target: 7% by 2013.  

 
• Percentage of population covered by the healthcare network in six countries of the Region 

where a study was completed.  Baseline: 30% in 2004. Target: 40% by 2013.  (The 
healthcare network includes all health services {public, social security, community, private, 
etc.} in the respective country.) 

 
ISSUES AND CHALLENGES 

 
The Region of the Americas is one of the most unequal regions of the world, not only in terms of 
income distribution, but also in terms of access to social services.  Profound inequities and 
inequalities in access to health services exist among the different countries of the Region, as well 
as within each one of them.  It is estimated that 125 million people living in Latin America and 
the Caribbean do not have access to basic health services (about 27% of the population).  While 
in Canada 100% of children are delivered by trained health personnel, this figure is only 24.2% 
in Haiti, 31.4% in Guatemala, and 60.8% in Bolivia.  Within countries, inequities affect primarily 
low-income, rural and indigenous populations.  Although average rates of utilization of health 
services have improved in recent years, inequities still persist or have worsened.  
 
Several types of barriers explain inequities in access to, and utilization of, health services.  Some 
of these are social and cultural (e.g. education level, language, cultural beliefs), economic (ability 
to pay, having health insurance), geographical (e.g. distance from adequate services), 
organizational (hours of operation, availability of medicines and of trained personnel to meet the 
needs, preferences, and demands of the population attitudes and behaviors of providers) and 
individual (e.g. lifestyle choices, health beliefs).   
 
Until now, most efforts by governments, NGOs, donors, bilateral and multilateral agencies have 
addressed inequities in access to health services by expanding coverage of basic services in 
underserved areas.  Although positive, this approach has been supply-driven, often neglecting 
local cultural preferences and social realities.  Users and consumers have been left out of 
important decision-making regarding their health services.  Moreover, some of these efforts have 
been hindered by organizational problems such as lack of personnel, shortages of medicines and 
inadequate hours of operation.  
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Another important challenge in the Region is the poor quality of health care, which leads to 
ineffective, inefficient and costly health services, as well as low user satisfaction.  Quality 
problems affect all levels of the system, from the individual provider to the facility and system 
levels.  
 
A frequent problem in most countries is the poor resolution capacity of primary care services.  In 
addition to their poor effectiveness and efficiency, most primary care services are reactive, 
fragmented, disease-oriented and predominantly curative.  Primary care services have little or no 
individual and community participation, poor intersectoral collaboration and weak accountability 
for results.  
 
Another important problem is the poor performance of hospitals in terms of clinical outcomes and 
patient safety.  Hospitals are not doing enough in terms of providing the best care possible to 
their patients.  Patients are often submitted to ineffective, unnecessary, or even harmful 
diagnostic and therapeutic procedures.  This situation contributes to inefficient use of resources, 
high fatality, hospital infection and early readmission rates.  The levels of variation observed in 
the use of procedures in hospitals of similar characteristics represent a measure of ineffective or 
unnecessary care.  
 
Lack of coordination among the different levels of care and points of service leads to duplication 
of services, unnecessary increases in health costs, as well as fragmented and inopportune care.  
 
A particular problem of organizing and managing services relates to emergency care systems.  In 
many cities of the Region, emergency services have not been systematically organized and are 
not properly managed.  Although the development of emergency service systems is not a priority 
for most countries (only five of the twelve PAHO-surveyed countries provide public funding for 
emergency services), the increased incidence of motor vehicle and other severe injuries, in 
addition to the burden of acute medical conditions, indicate the pressing need to improve the 
effectiveness of emergency care systems.  
 
The main foundation for promoting effective health services with good management practices is 
the availability of reliable, timely and accurate information for decision-making and the 
translation of information into knowledge and action.  Situation analyses, best practices, and 
evidence on health services and population health needs are essential for exposing underlying 
factors related to the services being delivered and the basis for modifying the status quo and 
improving the health of populations.   
 

STRATEGIC APPROACHES 
 
• Implementing the Primary Health Care (PHC) approach in all health systems and services of 

the Region based on PAHO/WHO’s Working Document CD46/13 and the Regional Declaration 
of the New Orientations for Primary Health Care.   

• Building the institutional development of the health sector to improve national capacity for 
implementation of health policies to increase health services coverage. 

• Promoting universal access to information and knowledge to overcome existing asymmetries 
in access and to share vital information among countries of the Region.  

• Building on lessons learned, and the exchange of experiences and best practices among the 
countries.   
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• Establishing partnerships, alliances and networks with governments, universities, research 
centers, collaborating centers, professional associations and others. 

 
ASSUMPTIONS AND RISKS 

 
Assumption:  
 

• Social and political stability will continue in the Region.  
 

Risks:  
 

• A large portion of the increase in health funding from external sources will be directed to 
disease-specific interventions, reducing the resources available for system-wide 
approaches, and reinforcing separate vertical programs.  

• The persistence of segmentation will hinder the efficiency of the healthcare delivery 
system and will compromise its potential to decrease exclusion. 

• Health authorities will concentrate on the first level of care at the expense of addressing 
disparities and inefficiencies at the second and third levels of care. 

 
REGION-WIDE EXPECTED RESULTS 

  

RER 10.1 Member States supported through technical cooperation for equitable 
access to quality health care services, with special emphasis on 
vulnerable population groups. 

Indicator # RER Indicator text Baseline
2007 

Target 
2009 

Target 
2013 

10.1.1 Number of countries that have implemented 
policies to increase access to basic health care 
services (PASB's initiatives on  Primary Health Care 
renewal) 

14 18 21 

10.1.2 Number of countries that report progress in  their 
quality improvement programs 

11 19 24 

  

RER 10.2 Member States supported through technical cooperation to strengthen 
the organizational and managerial capacities of service delivery 
institutions and networks to improve their performance.  

Indicator # RER Indicator text Baseline
2007 

Target 
2009 

Target 
2013 

10.2.1 Number of countries that have applied the PAHO 
health services Productive Management 
Methodology and its supporting tools 

5 14 23 
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RER 10.3 Member States supported through technical cooperation for developing 

mechanisms and regulatory systems to ensure collaboration and 
synergies between public and non-public service delivery systems. 

Indicator # RER Indicator text Baseline
2007 

Target 
2009 

Target 
2013 

10.3.1 Number of countries that have adopted PAHO's 
policy recommendations for integrating the health 
care delivery network, including public and non-
public providers 

3 12 22 

  

RER 10.4 Service delivery policies and their implementation in Member States 
increasingly reflect the Primary Health Care (PHC) approach. 

Indicator # RER Indicator text Baseline
2007 

Target 
2009 

Target 
2013 

10.4.1 Number of countries that report progress in 
implementing PHC-based Health Systems according 
to PAHO's Position Paper and Regional Declaration 
on PHC 

1 15 23 
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STRATEGIC OBJECTIVE 11 
 

To strengthen leadership, governance and the evidence base  
of health systems 

 
SCOPE 
 
This strategic objective aims at improving the leadership and governance of the health sector and 
the capacity of the national health authority to exercise its steering role, which includes policy 
making, regulation, and performance of the essential public health functions. Paramount to the 
achievement of this objective is the improvement of national health systems and the production 
of quality data, information and knowledge for planning and decision-making. 
 
INDICATORS AND TARGETS  
 
• Number of countries with legislation aimed at increasing access to health (non-personal 

services and public health) and health care.  Baseline: 5 countries in 2007.  Target: 15 by 
2013.  

• Number of countries that have established national health objectives to improve health 
outcomes.  Baseline: 3 countries in 2007. Target: 10 countries by 2013. 

• Number of countries that have implemented monitoring and performance evaluation of the 
health information systems according to the standards of PAHO/WHO and the Health Metrics 
Network.  Baseline: 3 countries in 2007. Target: 15 countries by 2013.  

• Number of countries incorporating knowledge management and technology-based health 
strategies to strengthen their health systems.  Baseline: 10 countries in 2007.  Target: 20 
countries by 2013. 

• Number of countries that fulfill the Mexico Summit commitment to devote at least 2% of the 
public health budget to research.  Baseline: 0 countries in 2006. Target: 10 countries by 
2013. 

 
ISSUES AND CHALLENGES 

 
Uncertainty, complexity and turbulence in a highly networked but unequal world define a 
challenging landscape for health systems in the Region.  Policy agendas have become more 
intricate, and policy arenas more crowded with expanded policy and epistemic communities, 
networks and advocacy coalitions that exercise power and influence through collective action. 
This fluid environment affects the overall capacity of the public sector to formulate and 
implement policies, as well as the quality of its governance and leadership. For the health sector 
and health systems, this translates into an often weakened ability of the national health authority 
to discharge its essential public health functions, to anticipate issues, establish priorities vis-à-vis 
competing demands, influence and negotiate, and to manage complex relationships with a 
growing number of agents.  Thus, the crucial challenges are to increase the capacity of the 
health sector, and the capacity of the national health authority to exercise its steering role.  Lack 
of universal access and poor utilization of health services disproportionately affect vulnerable 
population groups and increase exclusion in health. Segmentation and fragmentation of health 
systems and of the delivery networks remain the most salient features of health systems and 
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delivery networks.  Therefore, reducing inequalities in health conditions and increasing access to 
personal and non-personal health services represent significant challenges for the health 
systems. 
 
Legal frameworks and regulations (obligations, roles, functions, and definition of interactions 
among public, private and social actors at national and international levels) are insufficient to 
support the implementation of nationally-defined guarantees.  Moreover, some critical requisites 
for increasing access, ensuring social protection and respect for patient’s rights are not always 
safeguarded.  Enforcement capacity is also weak.  The challenge is to improve the performance 
of the health systems by strengthening strategic planning, policy-making and analysis, legislation, 
and regulation; the challenge is also to strengthen enforcement capacity.   
 
Health information systems are fragmented, and production of quality data is uneven and often 
unreliable.  Moreover, availability and use of scientific evidence and quality data for planning and 
decision-making, including reliable vital and health statistics and epidemiological data, is limited.  
This reflects the existing difficulties that some countries face in identifying and satisfying their 
own knowledge and information needs.  This also results from the limited analytical capacity of 
many countries, as well as their inability to tackle new metrics.  The nature of current health 
problems requires quality, timely health and non-health data disaggregated by sex, age and place 
of residence, and robust analytical capacity.  The challenges are to consistently produce reliable 
quality data with appropriate periodicity, increasing the analytical capacity, and promoting its use 
for decision-making.  
 
Research for health is essential for development, yet the national health research systems are 
often incipient or too weak to address priority needs in health research, and to translate products 
into meaningful contributions that improve health systems.  The paucity of regional scientific 
production reflects inadequate priority setting for health research, low investment and the lack of 
needs-driven research agendas. The challenges are to develop, implement or strengthen national 
health research policies with political support and funding; to improve capacity to conduct health 
research of national interest, including public health and health systems research; and to 
translate research findings into policy and practice. 
 

STRATEGIC APPROACHES 
 
• Developing and maintaining a comprehensive approach, customized to fit the political, 

cultural, social and technological national contexts, that: encourages the participation and 
establishment of partnerships with relevant stakeholders; develops sustainable structures, 
processes, and capacities to achieve national goals and objectives; and strengthens the 
steering role of the national health authorities. 

• Expanding and improving access to information and knowledge, and bridging the gap 
between knowledge and practice through sharing and dissemination of health information, 
knowledge and communication technologies. 

• Establishing or strengthening national health information systems to generate, analyze, and 
utilize reliable information from public and private sources (e.g. administrative data sources, 
disease registries, surveillance, screening data, clinical [unless privacy protected] and 
laboratory, vital records, census, surveys, etc), including concrete efforts to secure technical 
and financial support, and the meaningful collaboration of relevant stakeholders and 
partners.  

• Building and sustaining the necessary capacity for conducting research on issues of national 
interest in the areas of public health, health policies and health systems, and translating the 
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findings into policy and practice.  An important component of this approach is the formulation 
of a regional policy of health research.  

 
ASSUMPTIONS AND RISKS 

 
Assumptions:  
 

• All relevant stakeholders are committed to achieving health equity while dynamic 
leadership and governance is maintained. 

• External partners change the way they operate in terms of financing and execution to 
strengthen national activities, and they put in practice the principles of the Paris 
Declaration on Aid Effectiveness. 

• Strategic partnerships are established or strengthened, while the participation of 
stakeholders at the national, subregional and regional levels is maintained and expanded. 

• Member States and development partners make increasing use of quality data for 
resource allocation, priority setting, policy and program development. 

 
Risks:  
 

• Lack of international and national investment in health systems, especially in the middle-
income countries, where the majority of the Region’s poor reside. 

• Equity-enhancing public policies are unsustainable and intersectoral coordination is weak. 
• A preference for short-term solutions, rather than applying greater foresight and 

investing in long-term, sustainable measures.   
 

REGION-WIDE EXPECTED RESULTS 

  

RER 11.1 Member States supported through technical cooperation to strengthen 
the capacity of the national health authority to perform its steering role; 
improving policy analysis, formulation, regulation, strategic planning, 
implementation of health system changes; and enhancing intersectoral 
and inter-institutional coordination at the national and local levels. 

Indicator # RER Indicator text Baseline
2007 

Target 
2009 

Target 
2013 

11.1.1 Number of countries that have assessed the 
performance of their national health systems as 
measured by a regionally agreed and validated tool 

0 5 10 

11.1.2 Number of countries that show improvement in the 
performance of the steering role as measured by 
the assessment of Essential Public Health Functions 

N/A 8 12 

11.1.3 Number of countries with regulatory institutions or 
authorities that produce legal frameworks and 
regulations  

4 8 12 

11.1.4 Number of countries that have developed 
resourced medium or long-term sectoral plans or 
defined national health objectives 

3  5 10 
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RER 11.2 Member States supported through technical cooperation for improving 

health information systems at regional and national levels. 

Indicator # RER Indicator text Baseline
2007 

Target 
2009 

Target 
2013 

11.2.1 Number of countries that have implemented the 
monitoring and performance evaluation process of 
the health information systems based on the 
standards of WHO/PAHO and the Health Metrics 
Network 

3 7 15 

11.2.2 Number of countries that have resourced plans to 
strengthen vital and health statistics, including the 
production of information and the use of the Family 
of International Classifications (FIC) in accordance 
with international standards established by 
PAHO/WHO and the Health Metrics Network 

0 9 20 

11.2.3 Number of countries that have implemented the 
Regional Core Health Data Initiative and that 
periodically produce and publish the basic health 
indicators at sub-national levels (first or second 
administrative levels) 

9 17 27 

  

RER 11.3 Member States supported through technical cooperation to increase 
equitable access to, and dissemination and utilization of, health-relevant 
information, knowledge and scientific evidence for decision-making. 

Indicator # RER Indicator text Baseline
2007 

Target 
2009 

Target 
2013 

11.3.1 Number of countries that use the standardized 
basic health indicators and other available 
statistical information 

12/33 15/33 19/33 

11.3.2 Number of countries that have improved their 
analysis capacities for generating information and 
knowledge in health measured by periodic updates 
of the country profiles   

5/33 7/33 10/33 

11.3.3 Number of countries that participate in Evidence 
Information Policy Network (EVIPNet) 

0 5 8  

11.3.4 
 

Number of countries with a public health sector 
strategy for updating protocols, procedures and 
processes of technical programs with the latest 
evidence  

0 4 10 

11.3.5 
 

Number of countries that have access to essential 
scientific information and knowledge as measured 
by access to Virtual Health Libraries (VHL) at 
national and regional levels 

10 15 25 
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RER 11.4 Member States supported through technical cooperation for facilitating 

the generation and transfer of knowledge in priority areas, including 
public health and health systems research, and ensuring that the 
products meet WHO ethical standards. 

Indicator # RER Indicator text Baseline
2007 

Target 
2009 

Target 
2013 

11.4.1 Number of countries that show improvement in the 
cluster indicator for Essential Public Health 
Function #10 (public health research) 

0 2 5 

11.4.2 Number of countries with national commissions 
aimed at monitoring compliance with ethical 
standards in scientific research 

10 15 20 
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STRATEGIC OBJECTIVE 12 
 

To ensure improved access, quality and use of medical  
products and technologies 

 
SCOPE 
 
Medical products include chemical and biological medicines, vaccines, blood and blood products, 
cells and tissues mostly of human origin, biotechnology products, traditional medicines and 
medical devices.  Technologies include, among others, those for diagnostic testing, imaging, 
radiotherapy and laboratory testing.  The work under this Strategic Objective (SO) will focus on 
more equitable access (as measured by availability, price and affordability) to essential medical 
products and technologies of assured quality, safety, efficacy and cost-effectiveness, and on their 
sound and cost-effective use.  
 
INDICATORS AND TARGETS  
 
• Number of countries in Latin America and the Caribbean (LAC) where access to essential 

medical products and technologies is recognized in national constitutions or legislations. 
Baseline: 6 countries in 2006.  Target: 14 countries by 2013.      

 
• Number of countries in LAC where quality of medical products and technologies is monitored 

by the national regulatory authority. Baseline: 5 countries in 2006.  Target: 10 countries by 
2013.  

 
• Number of countries in LAC where public sector procurement systems include planning, 

procurement and distribution of quality medical products and technologies. Baseline: 6 
countries in 2006.  Target: 16 countries by 2013.  

 
• Number of countries in LAC where the national regulatory authorities have the capacity to 

perform the following basic functions, as measured by international standards: a) licensing; 
b) pharmaco-surveillance; c) lot release system; d) access to a quality control laboratory; 
e) inspection of manufacturers; and f) evaluation of clinical results. Baseline: 14 countries 
with basic-level, 6 with intermediate level, 2 with high-level regulatory functions in place in 
2006.  Target: 10 countries with basic-level, 7 with intermediate level and 7 with high-level 
regulatory functions in place by 2013.  

 
ISSUES AND CHALLENGES 

 
Health technologies form the backbone of health services, yet the level of access to health 
technologies differs greatly between rich and poor countries.  Some technologies are inherently 
safe, but the vast majority are not, and require systematically established quality assurance and 
quality control measures if undesired effects are to be avoided in their application.  Even though 
most developing countries cannot afford the vast variety of health technologies, if they are 
carefully chosen, a country may still be able to offer its citizens a safe and reliable health service, 
even with limited resources.  
 
The cost of medical products and technologies is substantial, especially in developing countries.  
While spending on pharmaceuticals represents less than one-fifth of total public and private 
health spending in most developed countries, it represents 15% to 30% of health spending in 
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transitional economies and 25% to 66% in developing countries.  In most low income countries 
pharmaceuticals are the largest public expenditure on health after personnel costs, and the 
largest household health expenditure.  Despite the potential positive health impact of essential 
drugs, lack of access to these drugs remains an issue.  Although there is substantial spending on 
drugs in general, irrational use of drugs and poor drug quality remain serious global public health 
problems.  The free trade agreements that are being negotiated or implemented in subregions, 
and their impact on the population’s access to new products launched in the market, constitute 
an additional concern to Member States. 
 
Most national immunization programs in the Region utilize vaccines that have been procured 
through PAHO’s Revolving Fund.  The quality of these vaccines is assured by the WHO 
prequalification system, including both assessments of the manufacturer and of the National 
Regulatory Authority (NRA) of the country.  Responsibility for oversight is delegated to the NRA.   
 
Assessment of NRAs, using WHO’s standard methodology, has become an important tool in 
identifying NRA strengths and weaknesses in performing basic regulatory functions.  The 
principal causes of noncompliance are: lack of organizational and independent structures, lack of 
qualified human resources, lack of coordination of activities, and poor infrastructure. 
 
The World Health Organization (WHO) and the International Federation of Red Cross and Red 
Crescent Societies (IFRCRCS) have estimated that, for a community to have enough blood to 
cover its needs, 50 blood units per 1,000 inhabitants must be collected each year. The 
aggregated donation rate for the Region of the Americas is 24.5 blood units per 1,000 
inhabitants, with 20 million units of blood collected for a population of 815 million.  Inequity in 
the availability of blood among countries of the Region of the Americas is also manifested within 
the countries, with some major urban areas having access to the majority of blood available. 
Voluntary blood donation not only ensures the availability of blood, but also contributes to blood 
safety.  Voluntary blood donors are less likely to be infected with transfusion-transmitted 
infections (TTIs), especially if they donate repeatedly.  The high prevalence rates of TTI markers 
among blood donors and the number of unscreened blood units result in the transmission of 
infections to patients.  There is a strong correlation of blood safety with availability and efficiency 
of the national blood system.   
 
Access to image diagnosis services in LAC is much lower than in most developed countries, where 
the annual frequency is above 1,000 diagnostic explorations per 1,000 inhabitants.  In 22 
countries of our Region the frequency is around 150 per 1,000 inhabitants, while in five countries 
this value is approximately 20 per 1,000 inhabitants, representing 50 times less diagnostic 
explorations than what happens in high income countries.  Access is also unequal, due to the 
costs of these services, poor insurance coverage and concentration in large urban areas; quality 
is essential to achieving the expected results of diagnoses.  
 
Access to radiotherapy services is critical.  Developed countries have 4 to 5 high-energy 
radiotherapy units per million inhabitants, while most countries in our Region have less than one, 
and few radiotherapy professionals.   
 
Costs associated with these services, diagnostic imaging and radiotherapy, both in terms of the 
capital investment and operational costs for working and maintenance; require adequate 
planning and management, which is not present in most countries.  This can be more critical 
when dealing with more complex equipment, such as computerized tomography, Nuclear 
Magnetic Resonance, linear accelerators and high dose brachytherapy. 
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The physical infrastructure and technology for health services has not improved significantly 
during 2006-2007.  There is a continuous deterioration and outdating of infrastructure and 
equipment, and health authorities do not have a clear idea of the situation in the private sector.  
Several donors and banks are working simultaneously in this area, sometimes duplicating efforts.  
Most governments lack specific programs to regulate the importation, distribution, use and 
disposal of equipment. 
 
The public health role of the laboratory includes the sustainable implementation of a system for 
quality assurance within the laboratory networks, strong interaction with epidemiologic 
surveillance in disease control, an integrated response to outbreaks and follow-up of the 
epidemiologic investigation process. National laboratory networks should be supported and 
reoriented towards a more intensive role in health surveillance and care by providing evidence for 
health interventions.   
 

STRATEGIC APPROACHES 
 

• Providing advocacy and support to Member States in the development, implementation and 
monitoring of national policies that facilitate access to, and affordability of, medical products 
and technologies. 

• Implementing tools for improving cost-efficient medicine supply systems with emphasis in the 
public health services and targeted population groups through PAHO’s Strategic Fund. 

• Applying evidence-based international norms and standards, developed through rigorous, 
transparent, inclusive and authoritative process. 

• Promoting a public health approach to innovation and intellectual property rights issues, and 
adapting interventions that have proved successful. 

• Identifying, supporting and expanding regional networks to facilitate the implementation of 
new technology. 

 
ASSUMPTIONS AND RISKS 

 
Assumptions: 
 

• Access to medical products and technologies will continue to be an important strategic 
issue for ministries of health. 

• Subregional integration schemes will implement harmonized regulatory frameworks 
ensuring the circulation of quality products and technologies within the Region. 

• Procurement systems will ensure appropriate availability of health products and 
technologies. 

• Interagency coordination and joint efforts will continue. 
 
Risks: 
 

• Investments in technology and infrastructure without proper assessments and evaluation 
of needs. 

• Negotiation and implementation of free trade agreements introduce restrictive issues that 
hamper access to medical products and technologies in the Region. 
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REGION-WIDE EXPECTED RESULTS 

  

RER 12.1 Member States supported through technical cooperation for the 
development and monitoring of comprehensive national policies on 
access, quality and rational use of essential public health supplies 
(including medicines, vaccines, herbal medicines, blood products, 
diagnosis services, medical devices and health technologies). 

Indicator # RER Indicator text Baseline
2007 

Target 
2009 

Target 
2013 

12.1.1 Number of countries that have developed or 
implemented policies and regulations for essential 
medical products and technologies 

15/36 23/36 27/36 

12.1.2 Number of countries that have designed or 
strengthened comprehensive national procurement 
and supply systems 

20/36 21/36 21/36 

12.1.3 Number of countries with 100% voluntary non-
remunerated blood donations 

4 8 12 

12.1.4 Number of countries that have increased access to 
essential public health supplies (medicines, blood 
products, vaccines and technologies).  

11 20 24 

  

RER 12.2 Member States supported through technical cooperation to implement 
international norms, standards and guidelines for the quality, safety, 
efficacy and cost-effectiveness of essential public health supplies. 

Indicator # RER Indicator text Baseline
2007 

Target 
2009 

Target 
2013 

12.2.1 Number of countries with integrated capacity for 
regulation of essential medical products and 
technologies, per application of WHO standard 
assessment 

2 5 7 

12.2.2 Number of countries that have adapted and 
implemented international norms, standards and 
guidelines on quality and safety of health products 
and technologies 

4 7 10 

  

RER 12.3 Member States supported through technical cooperation to implement 
evidence-based policies to promote scientifically sound and cost-
effective use of medical products and technologies by health workers 
and consumers.  

Indicator # RER Indicator text Baseline
2007 

Target 
2009 

Target 
2013 

12.3.1 Number of countries promoting sound and cost 
effective use of medical products and technologies 

11/36 13/36 20/36 

12.3.2 Number of countries with a national list of essential 
medical products and technologies updated within 
the last five years and used for public procurement 
and/or re-imbursement 

30 31 34 
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STRATEGIC OBJECTIVE 13 

 
To ensure an available, competent, responsive and productive health 

workforce to improve health outcomes 
 

SCOPE 
 
The challenges of the Health Agenda for the Americas, the Toronto Call to Action (2005), the 
frame of reference for developing national and subregional plans and the regional strategy for 
the Decade of Human Resources in Health (2006 – 2015) guide the work under this Strategic 
Objective.  It addresses the different components of the field of human resource development, 
management operations and regulation, and the different stages of workforce development — 
entry, working life and exit — focusing on developing national workforce plans and strategies. 
 
INDICATORS AND TARGETS   
 
• Number of countries where the density of the health workforce (disaggregated by, rural-

urban, gender and occupational classification, where possible) reaches 25 health workers per 
10,000 inhabitants.  Baseline: 12 countries (2006). Target: 35 (100%) countries by 2013.  
   

ISSUES AND CHALLENGES 
 
Most of the countries in the Region of the Americas face imbalances in density, distribution and 
competencies of the health workforce. This contributes to the prevalence of social inequities and 
limits access to health services. The imbalances and deficits in human resources, the added 
problem of migration, the weakness of regulation and the steering role of the national health 
authority, the deficits in education and training in primary health care (PHC) and others issues 
make up the overview of the difficulties in health workforce development in the Region.  

Weak stewardship of the national health authority and a paucity of policies and plans for human 
resources plague most of the countries. The challenge is to define policies and long-term plans to 
adapt the health workforce to the health needs of the population and develop the institutional 
capacity to implement these policies and review them periodically.  

In 2000, over 163 million people in the Americas resided in areas where the human resources 
density was below the desirable target level of 25 per 10,000 inhabitants identified by the World 
Health Organization. Twelve countries have a density below 25 health workers per 10,000 
inhabitants.  Although 60% of the countries have an apparently sufficient number of health 
workers, the proportion settling in urban areas is disproportionate, creating critical shortages in 
rural areas. Even when the necessary number of professionals exists in many countries, health 
team composition is often off balance: 19 countries have more doctors than nurses. The 
challenge is to place the right people in the right places, obtaining an equitable distribution of 
health workers in the different localities based on the different health needs of the population.  

Over 72% of the countries of the Americas have experienced a net loss of health workers due to 
migration leading to a particularly acute nursing shortage. This migration is from less developed 
to more developed countries, and has especially affected the Caribbean where there is a 35% 
nursing vacancy rate. In North America the actual shortage of nurses has been indicated as over 
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200,000. The challenge is to promote national and international initiatives for developing 
countries to retain their health workers and avoid personnel deficits.   

Poor work conditions and unhealthy work environments that encourage migration and shortage 
exist in many countries. In a sample of 13 countries throughout the Region, the average 
unemployment rate for health workers was 6.2%, with the highest rate being 16.8%. The 
challenge is to generate labor relations between health workers and health organizations that 
promote healthy work environments and encourage commitment to the institutional mission in 
order to guarantee quality health services for the entire population.  

Attrition rates in many health professional training programs are over 75% for doctors, nurses 
and other health professionals. The orientation of education in health sciences toward PHC is 
weak. There is a gap between health services requirements and the competencies of graduates 
in health sciences.  The challenge is to develop mechanisms for collaboration and cooperation 
between the academic/training sector (universities, schools) and the health services to adapt the 
education of health professionals to a model of universal care that provides equitable, quality 
services that meet the health needs of the entire population.  

 
STRATEGIC APPROACHES 

• Implementing the Toronto Call to Action in which 29 countries of the Region and a significant 
number of international agencies agreed to request all countries to mobilize political will, 
resources and institutional actors to contribute to developing human resources in health.  
This is a way of achieving the Millennium Development Goals and universal access to quality 
health services for all populations in the Americas by 2015.  

• Responding to countries affected by crises in human resources and working to improve the 
health workforce in the Region. This will be done through strengthening and expanding the 
Observatories of Human Resources, maintaining information systems, developing policy, 
designing, implementing, monitoring and evaluating national, subregional and regional plans 
and strengthening national capacities for comprehensive human resource management, in 
the context of the Decade of Human Resources in Health 2006-2015 to ensure that they are 
responsive to health needs. 

• Expanding capacities and improving the quality of educational and training institutions 
through the strengthening of national educational systems, especially schools and 
universities; and supporting training for health workers to develop appropriate skills and 
competencies. 

• Ensuring an equitable and balanced skill mix and a geographical distribution of the health 
workforce through the development of effective deployment and retention measures, specific 
incentives and creative management strategies. Promoting and establishing partnerships at 
all levels, facilitating agreements with other agencies, creating networks of institutions of 
excellence, strengthening the training of human resources managers in all the countries and 
developing a regional network, setting indicators, norms and standards based on 
internationally agreed-upon definitions and supporting efforts for horizontal integration and 
cooperation among countries. 
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ASSUMPTIONS AND RISKS 
 
Assumptions: 
 

• Regional, subregional and national efforts to promote the health workforce development, 
included in the Toronto Call to Action, will continue. 

• Cross-sector and interagency partnerships in support of health workforce development 
will continue to promote the active participation of all direct stakeholders, including civil 
society, professional associations, and the private sector.  

Risks:  
 

• Financing of health workforce development will decrease to such a low level that it will 
affect budgets and incentives for deployment to underserved areas.  

• Countries affected by human resources crises remain unable to take the lead and 
manage responses by themselves.  

• Market forces continue to exert excessive pressure in favor of the exodus of professionals 
(“brain drain”) to other countries and urban areas, as well as a shift to other professions.  

 
 

REGION-WIDE EXPECTED RESULTS 

  

RER 13.1 Member States supported through technical cooperation to develop 
plans, policies and regulations of human resources at the national, 
subregional, and regional levels to improve the performance of health 
systems based on primary health care and the achievement of the MDGs. 

Indicator # RER Indicator text Baseline
2007 

Target 
2009 

Target 
2013 

13.1.1 Number of countries with 10-year Action Plans for 
strengthening the health work force, with active 
participation from stakeholders and governments 

12 16 28 

13.1.2 Number of countries that have a unit in the 
government responsible for the planning and 
preparation of policies for the development of 
human resources for health           

4 12 20 

13.1.3 Number of countries that have established 
programs to increase the production of human 
resources for health with priority on strengthening 
Primary Health Care 

7 11 15 

13.1.4 Number of countries with regulation mechanisms 
(quality control) for health education and 
professions 

12 15 20 

13.1.5 Number of strategic alliances established by the 
PASB to implement the Toronto Call for Action 

2 4 6 
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RER 13.2 Member States supported through technical cooperation to establish a 

set of core indicators and information systems on human resources for 
health at the national, subregional and regional levels. 

Indicator # RER Indicator text Baseline
2007 

Target 
2009 

Target 
2013 

13.2.1 Number of countries that have established a 
database to monitor situations and trends of the 
health workforce, updated at least every two years 

10 18 29 

13.2.2 Number of countries that participate in a regional 
indicators system on human resources for health 
(including indicators of geographical distribution, 
migration, labor relations and the development 
trends of health professionals) 

0 10 27 

13.2.3 Number of countries with a national group 
participating in the network of Human Resources 
for Health Observatories 

18 23 36 

  

RER 13.3 Member States supported through technical cooperation to design and 
implement strategies and incentives to generate, attract and retain the 
health workers (with the appropriate competencies) in relation to the 
individual and collective health needs, especially considering neglected 
populations. 

Indicator # RER Indicator text Baseline
2007 

Target 
2009 

Target 
2013 

13.3.1 Number of countries with recruitment and 
retention policies for health workers 

6 15 20 

13.3.2 Number of countries that have implemented 
incentive systems and strategies to achieve the 
geographical redistribution of its health workers to 
favor underserved areas 

4 8 16 

13.3.3 Number of countries that participate in the "Career 
Path for Health Workers" initiative, incorporating 
specific incentives for the improvement of 
competencies and a fair workforce distribution 

4 6 11 
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RER 13.4 Member States supported through technical cooperation to strengthen 

education systems and strategies at the national level, with a view to 
develop and maintain health workers’ competencies, centered on 
Primary Health Care. 

Indicator # RER Indicator text Baseline
2007 

Target 
2009 

Target 
2013 

13.4.1 Number of countries with joint planning 
mechanisms for training institutions and health 
services 

4 13 25 

13.4.2 Number of countries that report curricular changes 
as a result of orienting pre- and post-graduate 
education to Primary Health Care 

4 8 15 

13.4.3 Number of countries that have established 
continuous education systems to improve the 
competencies of health personnel 

5 10 15 

13.4.4 Number of people that participate in the leadership 
program for international health  

0 20 60 

13.4.5 Number of countries with active participation in 
virtual learning strategies 

7 20 30 

  

RER 13.5 Promotion of an increased understanding of, and cooperation to find 
solutions to, the international migration of health workers. 

Indicator # RER Indicator text Baseline
2007 

Target 
2009 

Target 
2013 

13.5.1 Number of countries that analyze and monitor the 
dynamics of health worker migration 

5 10  20 

13.5.2 Number of countries that participate in bilateral or 
multilateral agreements that address health worker 
migration 

4 7 16 

13.5.3 Number of Subregions that develop formal 
agreements on systems that recognize the 
advanced degrees and certifications of health 
professions 

1 2 3 
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STRATEGIC OBJECTIVE 14 
 

To extend social protection through fair, adequate and  
sustainable financing 

 
SCOPE 
 
This Strategic Objective (SO) will focus on sustainable collective financing of the health system 
and social protection, and safeguarding households against catastrophic health expenditures.  
The principles set out in resolution WHA58.33 and PAHO Resolution CSP26.R19 in 2002, 
“Extension of Social Protection in Health: Joint PAHO-ILO Initiative,” will guide this SO.   
 
INDICATORS AND TARGETS 
 
• Increase the percentage of population covered by any type of social protection scheme in the 

Region.  Baseline: 46% in 2003. Target: 60% by 2013.  
 

• Increase in the percentage of public expenditure for health, including primary health care 
expenditure for the countries where this information is available. Baseline: 3.1% in 2006. 
Target: 5% by 2013. 

 
• Decrease in the out-of-pocket expenditures in health as percentage of the total health 

expenditure for those countries where this information is available. Baseline: 52% of the 
national expenditure in health in 2006.  Target: 40% by 2013. (The Organization for 
Economic Cooperation and Development’s [OECD] average for industrialized countries is 
20%.) 

 
ISSUES AND CHALLENGES 

 
The organization and financing of a health system are important determinants of the population’s 
health and well-being. However, prevailing health system segmentation and fragmentation lead 
to inequality and inefficiency in the use of sector resources, while further restricting the access of 
poorer and more vulnerable populations. The challenge is to extend social protection in health 
efficiently. 
 
Expenditure levels, especially public expenditure, are still insufficient – or used inefficiently – to 
ensure an adequate supply of health services, which means that families are forced to make out-
of-pocket payments that affect household finances and lead to an increased risk of poverty. 
Reducing financial burden to individuals and families is a significant challenge. 
 
Many regional, subregional, and national actors are involved in the work under this SO.  Dealing 
with multiple actors is a major challenge.  Principal actors include the private sector, international 
financial institutions, Economic Commission for Latin America and the Caribbean (ECLAC), 
International Labor Organization (ILO), International Social Security Association (ISSA), Inter-
American Conference on Social Security (CISS), Inter-American Center for Social Security Studies 
(CIESS), subregional integration agencies such as Central American Integration System (SICA), 
Southern Common Market (MERCOSUR), Caribbean Community (CARICOM), Bolivarian 
Alternative for the Americas (ALBA); and bilateral development partners, ministries of labor/social 
security, finance/treasury, planning, central banks, and national statistics institutes, as well as 
universities and research centers.  
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STRATEGIC APPROACHES 
 

• Engaging in advocacy to increase political will to secure predictable, sustainable, and 
collective funding for social protection in health at the national and international level. 

• Developing reliable data and knowledge including strategic health intelligence to inform 
policy decisions on equitable collective funding mechanisms to reduce out-of-pocket 
expenditures. 

• Strengthening national capacities, especially in the Ministries of Health and social security 
institutions, to promote social dialogue with civil society and relevant stakeholders, and to 
improve social protection in health. 

• Strengthening national government capacity to align and harmonize international cooperation 
resources, per the Paris Declaration. 

 
ASSUMPTIONS AND RISKS 

 
Assumptions: 
 

• Universal, equitable access to health services remains the most important objective for 
the governments of the Region, with gradual implementation in accordance with each 
country’s capacity.   

• Human, financial and technological resources for social protection are allocated, available 
and used efficiently in the health sector.  

 
Risks:  
 

• Recent increases in the countries’ funding for health could be directed to a few vertical 
health programs at the expense of financing universal care.  

• Greater funding from external sources could increase system segmentation and weaken 
sector institutions, undermining the steering role of the health authority due to parallel 
and segmented financing, insurance, and service delivery mechanisms. 

 
REGION-WIDE EXPECTED RESULTS 

  

RER 14.1 Technical cooperation provided to the Member States to develop 
institutional capacities to improve the financing of the national health 
system and of social protection in health. 

Indicator # RER Indicator text Baseline
2007 

Target 
2009 

Target 
2013 

14.1.1 Number of countries with institutional development 
plans to improve the performance of financing 
mechanisms 

7 10 15 

14.1.2 Number of countries with units of analysis in 
economic, financial and functional health 
expenditure 

10 13 18 

14.1.3 Number of countries that have conducted 
characterization studies of social exclusion in health 
at national or sub-national levels using PAHO self 

11 13 20 
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assessment tool 

14.1.4 Number of countries participating in the 
Observatory of Policies on Social Protection in 
Health established during the 9th Ibero-American 
Conference of Ministers of Health  

0 5 10 

 
  

RER 14.2 Member States supported through technical cooperation to assess 
household capacity to meet health expenditures through the social 
protection system.   

Indicator # RER Indicator text Baseline
2007 

Target 
2009 

Target 
2013 

14.2.1 Number of completed country studies applying the 
PAHO evaluation framework to assess household 
capacity to meet health expenditure through social 
protection systems 

0 3 7 

  

RER 14.3 Information on financing and health expenditures updated periodically 
and provided to Member States for social protection planning. 

Indicator # RER Indicator text Baseline
2007 

Target 
2009 

Target 
2013 

14.3.1 Number of countries reporting up-to-date 
information on financing and health expenditure to 
the Regional-PAHO Core Data Initiative and the 
Statistical Annex of WHR/WHO  

24/35 31/35 35/35 

14.3.2 Number of countries that have institutionalized the 
periodic production of Health Accounts/National 
Health Accounts harmonized with the UN statistical 
system 

12 16 25 

  

RER 14.4 Member States supported through technical cooperation to support the 
development of insurance schemes and other mechanisms to expand 
social protection in health. 

Indicator # RER Indicator text Baseline
2007 

Target 
2009 

Target 
2013 

14.4.1 Number of countries with insurance schemes and 
other mechanisms to expand social protection in 
health 

8  10 12 

  

RER 14.5 Member States supported through technical cooperation to align and 
harmonize international health cooperation.  

Indicator # RER Indicator text Baseline
2007 

Target 
2009 

Target 
2013 

14.5.1 Number of countries that show improvement in 
levels of harmonization and alignment of 
international health cooperation, as measured by 
internationally agreed standards and instruments 

3 5 8 
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STRATEGIC OBJECTIVE 15 
 

To provide leadership, strengthen governance, and foster partnership 
and collaboration with Member States, the United Nations system and 
other stakeholders to fulfill the mandate of PAHO/WHO in advancing 

the global health agenda, as set out in WHO's Eleventh General 
Programme of Work, and the Health Agenda for the Americas 

 
SCOPE 
 
This Strategic Objective (SO) facilitates the work of the PASB in order to ensure the achievement 
of all other SOs.  This objective covers three broad, complementary areas: 1) leadership and 
governance of the Organization; 2) the PASB’s support to the Member States through its 
presence in the countries, and its engagement with each of them, the United Nations and Inter-
American Systems, and other stakeholders; and 3) the Organization’s role in mobilizing the 
collective energy and the experience of Member States and other actors to influence health 
issues of global, regional and subregional importance. 
 

INDICATORS AND TARGETS 
 
• Number of countries implementing at least 30% of health policy-related resolutions adopted 

by the Pan American Sanitary Conference and Directing Council in the 2007-2011 period. 
Baseline: 0 countries in 2007. Target: 19 countries by 2013.   

 
• Number of countries reporting a Country Cooperation Strategy (CCS) agreed by the 

government, with a qualitative assessment of the degree to which PAHO/WHO resources are 
harmonized with partners and aligned with national health and development strategies.  
Baseline: 0 countries in 2007. Target: 30 countries by 2013. 

 
• Number of countries in Latin America and the Caribbean that achieve the targets of the 

Official Development Assistance for Health of the Paris Declaration on harmonization and 
alignment, as adapted by WHO and partners.12 Baseline: 0 countries. Target: 5 countries by 
2013. 

 

ISSUES AND CHALLENGES 
 
The PAHO Governing Bodies need to be supported effectively, and their decisions implemented in 
a responsive and transparent way.  To ensure this occurs, the challenge for PASB is to establish 
clear lines of authority, responsibility and accountability in the Organization, particularly when 
decisions and resources are being decentralized to locations where programs are implemented.   
 
There is not enough information on the degree of implementation of the PAHO Governing Bodies’ 
resolutions in the Region.  The PASB’s challenge is to establish a monitoring system to follow up 
on implementation of resolutions at the regional, subregional, and country levels. 
 

                                            
12 Paris Declaration on Aid Effectiveness: Ownership, Harmonization, Alignment, Results and Mutual Accountability, Paris, 
2 March 2005.  WHO is working with OECD, the World Bank and other stakeholders to adapt the Paris Declaration to 
health.  The following targets will gradually become more health-focused as the process evolves: 50% of Official 
Development Assistance implemented through coordinated programs consistent with national development strategies; 
90% of procurement supported by such Assistance effected through partner countries’ procurement systems; 50% 
reduction in Assistance not disbursed in the fiscal year for which it was programmed; 66% of Assistance provided in the 
context of program-based approaches; 40% of WHO country missions conducted jointly; 66% of WHO country analytical 
work in health conducted jointly. 
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Providing reliable and timely health information is a crucial problem in the Region. The 
Organization’s capabilities need to be strengthened to cope with the ever-growing demand for 
information on health, and communicate internally and externally in a timely and consistent way 
at all levels. 
 
The regional level mechanisms to allow stakeholders to tackle health issues in a transparent, 
equitable and effective way should be strengthened.  PASB should help to ensure that national 
health policymakers and advisers are involved in international fora where health-related issues 
are discussed.  The numerous actors in public health, outside government and in 
intergovernmental bodies, need to have fora to allow them to contribute in a transparent way to 
global and national debates on health-related policies, as well as to play a part in ensuring good 
governance and accountability.  
 
The PASB faces the ongoing issue of how to better focus its work to meet country health needs.  
This requires clearly articulated Country Cooperation Strategies (CCS) that reflect country 
priorities and are consistent with this Strategic Plan.  The challenge is to ensure that all levels of 
the PASB (global, regional, subregional and country) are included in the CCS. The Bureau’s 
presence must match the needs and level of development of the country concerned. 
 
A number of health issues require subregional health interventions.  In addition, subregional 
integration processes cover many topics crucial to public health.  The PAHO Regional Program 
Budget Policy established the allocation of resources to the subregional level, and Biennial 
Workplans have been developed for all subregions.  The challenge is to create Subregional 
Cooperation Strategies (SCS), which emulate the CCS, represent strategic planning for the PASB 
at this level, and guide the subregional Biennial Workplans.    
 
A major concern is ensuring equity of access to information and knowledge by all audiences in 
light of the digital divide.  Particularly affected are indigenous and rural populations, with special 
consideration to the multilingual peculiarities of these populations.  The challenge is to ensure 
that decisions and action taken are based on the most up-to-date, relevant information.  This 
requires regional efforts to improve equitable access to information taking into consideration the 
language and culture of the respective audiences as well as the open access and use of the 
existing instruments of information.  A related challenge is the need for a paradigmatic shift in 
our beliefs, attitudes and behaviors regarding sharing of information and knowledge. 
     
Although there has been an increase in the availability of external resources for health at the 
global level, most countries in Latin America and the Caribbean are considered middle or upper 
middle income level, and as such are either ineligible or in a low priority among the traditional 
resource providers.  In addition, many traditional partners have decentralized their funding 
operations to the country level.  The challenge is how to steer the PASB into a role of supporting 
the countries to tap into new emerging and non traditional partners such as the Global Fund 
against Aids, TB and Malaria or the Gates Foundation.  The PASB faces the dual challenge of 
mobilizing resources for itself as well as for Member States.   
 
The growing number of actors involved in supporting the health sector creates several 
challenges, including the risks of duplicated efforts, high transaction costs and varying 
accountability requirements at both government and partner levels, as well as weak alignment 
with country priorities. PAHO/WHO needs to continue to play a proactive role, and to devise 
innovative mechanisms for managing or participating in global, regional, subregional and national 
partnerships in order to make the international health architecture more efficient and responsive 
to the needs of Member States.  
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STRATEGIC APPROACHES 
 
• Achieving this SO will require Member States and the Bureau to work closely together.  More 

specifically, key actions should include leading, directing, and coordinating the work of PAHO; 
strengthening the governance of the Organization through stronger engagement of Member 
States and effective Bureau technical cooperation; and effectively communicating the work 
and knowledge of PAHO/WHO to Member States, other partners, stakeholders, and the 
general public. 

 
• Collaborating with countries to advance the global and regional health agendas, and bringing 

country realities and perspectives into regional policies and priorities.  The different levels of 
the Bureau will be coordinated on the basis of an effective country presence that reflects 
national needs and priorities and integrates common principles of gender equality and health 
equity. At national level the Bureau will promote multisectoral approaches; build institutional 
capacities for leadership and governance, as well as for health development planning; and 
facilitate technical cooperation among countries (TCC). 

 
• Promoting development of functional partnerships and alliances that ensure equitable health 

outcomes at all levels; encourage harmonized approaches to health development and health 
security with organizations of the United Nations and the Inter-American systems, other 
international bodies, and stakeholders.  PAHO will continue to actively participate in the 
debate on the United Nations system reform. Promoting the role of PAHO as an agent for the 
mobilization of resources for the Member States, in addition to the more conventional 
mobilization for the Secretariat.  Among other implications, this entails: 1) the need to 
prepare the Country Offices for new functions which include resource mobilization at the 
country level from international as well as national sources, and 2) ensuring that participation 
by PAHO in coordination mechanisms at the country level uses a comprehensive 
multidisciplinary and multisectoral approach  

 
• Promoting PAHO as an authoritative source and broker of evidence-based research, policies 

and knowledge through broad and nontraditional partnerships, collaboration, and integrated 
data systems. PAHO will act as a convener of dialogue on health issues of global, regional, 
subregional and national importance. 

 
• Addressing the information and knowledge problems at the level of people, processes, and 

technology in the areas of knowledge sharing, content management, policies and technology, 
thereby resulting in PASB being (1) an authoritative source of public health information, (2) a 
learning organization, (3) a networking and partnership organization, and (4) a collaboration-
based organization. 

 
ASSUMPTIONS AND RISKS 

 
Assumptions:  
 

• Managerial accountability for implementation of decisions will be strengthened in the 
context of the results-based management framework. 

• Changes in the external and internal environment over the period of the PASB Strategic 
Plan will not fundamentally alter the role and functions of PAHO/WHO. Notwithstanding, 
PAHO/WHO must be able to respond and adapt to external changes, such as those 
stemming from reform of the United Nations system.  
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Risks: 
 

• Reform of the United Nations system may have implications for PASB programmatic 
implementation. 

• The increasing number of partnerships may give rise to duplication of efforts between 
initiatives, high transaction costs to government and donors, unclear accountability, and 
lack of alignment with country priorities and systems. 

• The level of international cooperation in the Region continues to decline. 

• Lack of political will to implement major health-related initiatives in the Region. 

• The Region may not be a funding priority for the institutions providing resources for 
health. 

 

REGION-WIDE EXPECTED RESULTS 

  

RER 15.1 Effective leadership and direction of the Organization exercised through 
the enhancement of governance, and the coherence, accountability and 
synergy of PAHO/WHO’s work to fulfill its mandate in advancing the 
global, regional, subregional and national health agendas. 

Indicator # RER Indicator text Baseline
2007 

Target 
2009 

Target 
2013 

15.1.1 Proportion of PAHO Governing Bodies resolutions 
adopted that focus on health policy and 
strategies 
 

40% 45% 55% 

15.1.2 Percentage of all oversight projects completed 
which evaluate and improve processes for risk 
management, control and governance 

0% 40% 90% 

15.1.3 Number of PASB entities implementing 
leadership and management initiatives 
(coordination and negotiation of technical 
cooperation with partners, technical cooperation 
among countries [TCC], advocacy for the 
PAHO/WHO mission, elaboration of CCSs and 
Biennial Workplans, and reports) on time and 
within budget  

50/79 65/79 78/79 

15.1.4 Percentage of Governing Bodies and Member 
States legal inquiries addressed within 10 
working days   

70% 90% 100% 
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RER 15.2 Effective PAHO/WHO country presence established to implement the 
PAHO/WHO Country Cooperation Strategies (CCS) which are 1) aligned 
with Member States' national health and development agendas, and 2) 
harmonized with the United Nations country team and other 
development partners. 

Indicator # RER Indicator text Baseline
2007 

Target 
2009 

Target 
2013 

15.2.1 Number of countries using Country Cooperation 
Strategies (CCS) as a basis for defining the 
Organization’s country presence and its respective 
Biennial Workplan 

27/35 30/35 35/35 

15.2.2 Number of countries where the CCS is used as a 
reference for harmonization of the  cooperation in 
health with the UN Country Teams and other 
development partners 

27/35 30/35 35/35 

15.2.3 Number of countries where the contribution of the 
PASB to national health outcomes is evaluated by a 
joint (PASB, government and other stakeholders) 
assessment of the Biennial Workplan  

12/35 20/35 35/35 

15.2.4 Number of subregions that have a Subregional 
Cooperation Strategy (SCS) 

0/4 1/4 4/4 

15.2.5 Number of PAHO/WHO country offices with 
adequate infrastructure and administrative support 
(including Minimum Operating Safety 
Standards [MOSS] compliance) to enable the 
effective provision of technical cooperation at 
country level 

20/29 25/29 29/29 

 

  

RER 15.3 Regional health and development mechanisms established, including 
partnerships, international health and advocacy, to provide more 
sustained and predictable technical and financial resources for health, in 
support of the Health Agenda for the Americas. 

Indicator # RER Indicator text Baseline
2007 

Target 
2009 

Target 
2013 

15.3.1 Number of countries where PAHO/WHO maintains 
its leadership or active engagement in health and 
development partnerships (formal and informal), 
including those in the context of the United Nations 
system reform 

27/27 27/27 27/27 

15.3.2 Number of agreements with bilateral and 
multilateral organizations and other partners, 
including UN agencies, supporting the Health 
Agenda for the Americas 

0 10 25 

15.3.3 Proportion of Summit's Declarations reflecting 
commitment in advancing the Health Agenda for 
the Americas 2008-2017 

N/A 50% 75% 

15.3.4 Number of countries incorporating policy 
recommendations developed by the Forum for 
Public Health in the Americas 

0 4 10 

15.3.5 Proportion of country requests for PAHO support to 
mobilize technical and financial resources from 
external partners, which PAHO has fulfilled   

75% 85% 95% 
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RER 15.4 PAHO is the authoritative source and broker of evidence-based public 
health information and knowledge, providing essential health 
knowledge and advocacy material to Member States, health partners 
and other stakeholders. 

Indicator # RER Indicator text Baseline 
2007 

Target  
2009 

Target 
2013 

15.4.1 Number of hits to PAHO’s web page    20 million 30 million 40 million 

15.4.2 Maintain the number of countries that 
have access to evidence-based, health 
information and advocacy material for 
the effective delivery of health 
programs as reflected in the country 
cooperation strategies 

33 33 33 

15.4.3 PAHO’s Regional Information Platform 
created, integrating all the technical 
PASB health information systems and 
information from health and 
development partners 

Core data 
and MAPIS 

Integration of all 
technical 

information 
systems and of 
five strategic 
health and 

development 
partners 

Integration 
of all the 
systems 

15.4.4 Number of Communities of Practice 
established and in use in the PASB 
entities  

2 10 20 
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STRATEGIC OBJECTIVE 16 
 

To develop and sustain PAHO/WHO as a flexible, learning organization, 
enabling it to carry out its mandate more efficiently and effectively 

 
SCOPE 
 
This Strategic Objective covers the services that support the work of the Bureau at all levels, 
enabling the programmatic work covered under SOs 1-15 to occur efficiently and effectively.  It 
includes strategic and operational planning and budgeting, performance, monitoring and 
evaluation, coordination and mobilization of resources, management of human and financial 
resources, organizational learning, legal services, information technology, procurement, 
operational support and other administrative services.   
 
INDICATORS AND TARGETS 
 
• Percentage of Region-wide Expected Results (RERs) achieved under Strategic Objectives 1-

15, as measured by the RER indicators. Baseline: not applicable. Target: 80% of Region-wide 
Expected Results achieved by 2013.  

  
• Cost-effectiveness of the enabling functions of the Organization, measured by the percentage 

this SO represents of the total PASB budget.  Baseline: 17% in 2006-2007 biennium.  Target: 
15% by 2013. 
 

ISSUES AND CHALLENGES 
 

Partners and contributors are expecting increasing transparency and accountability in terms of 
both measurable results and use of financial resources. PASB continues its elaboration of results-
based management (RBM) as the central operating principle to improve organizational 
effectiveness, efficiency, alignment with results, and accountability. There are some enabling 
frameworks, processes, and tools in PASB for RBM. These include WHO’s Results-based 
Management Framework; and the new PASB strategic and operational planning framework, 
including improvements to the AMPES.  Despite this progress, management processes do not 
fully incorporate an RBM approach.  Key tools that are missing to ensure managers use results-
based performance data and analyses include management and accountability frameworks.   
 
Major reforms have been implemented in the PASB planning process to ensure alignment with 
WHO’s General Programme of Work and the Health Agenda for the Americas, and to enhance 
accountability and transparency to Member States.  The principle challenge remaining for the 
planning period is to change the Organization’s culture and management processes to fully 
implement an RBM approach, including performance monitoring and assessment, as well as 
accountability for results.  
 
PASB technical and administrative entities tend to work in a vertical and uncoordinated fashion, 
resulting in duplication, omission and inefficient use of resources.  The challenge is to ensure 
managers work inter-programmatically. 
  
Although periodic monitoring and reporting on resources across the Organization has improved, 
the increasing percentage of the Organization’s budget that comes from voluntary contributions 
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(as opposed to regular budget) presents challenges, especially given the high ratio of staff costs 
to non-staff costs.     
 
Greater flexibility is required in resource management, together with more effective internal use 
of resources to ensure alignment with the Program Budget, and a reduction of transaction costs. 
 
Regarding human resource management, a number of key challenges exist.  Recruitment of 
females for professional positions and of applicants from under-represented countries needs to 
be strengthened.  Implementation of the country-focused policy requires increased staff 
movement from one location to another, yet PAHO does not have a formal rotation and mobility 
policy/program. The average age of professional staff is 50 years old and approximately 31% will 
be retiring over the next five to seven years; PASB faces the challenge of improving succession 
planning.   
 
The PASB procurement function is undergoing a major change from primarily supporting PASB 
headquarters and country office administrative and technical area requirements to primarily 
supporting large health-related procurements for Member States. This requires fundamental 
changes in the structure, staffing and processes for this function. 
 
The PASB’s information systems, while independently functional and supportive of RBM, are not 
integrated.  The challenge posed by the new planning process is to achieve a higher level of 
integration and coherence among all of the PASB’s systems, while gradually upgrading its aging 
portfolio of applications.  At the same time, administrative processes must be simplified, with 
better performance controls and indicators.  This should contribute to improved efficiency, 
transparency, accountability, decentralization, and delegation of authority.  WHO is implementing 
a Global Management System (GSM) that will function as an enabling IT platform for results-
based management and knowledge management, providing a global view of WHO’s public health 
programs.  The PASB information systems will respond to GSM requirements. 
 
Potential threats, such as pandemic flu or terrorism, have increased.  The PASB requires 
considerable resources to address these threats and ensure the continuity of its operations.  The 
challenge is to mobilize these resources, given that these events may never materialize.  
  
Several initiatives have been launched that have made recommendations to adjust PASB’s 
structures and procedures to enable the Organization to more effectively respond to the evolving 
needs of Member States.  The challenge is to ensure that the necessary institutional development 
actions to implement these proposals and their impacts have buy in, are understood, 
implemented promptly and without unnecessary disruption to ongoing activities. 
 

STRATEGIC APPROACHES 
 
• Ensuring full implementation of RBM throughout the PASB, for the entire cycle of planning, 

implementation (performance monitoring and assessment), independent evaluation, and 
programmatic adjustment. 

• Supporting greater delegation of authority and accountability for results in the context of 
RBM, ensuring that decision-making and resource allocation occur closer to where programs 
are implemented. 

• Providing incentives for increased inter-programmatic work at all levels of the Organization. 

• Implementing a human resources strategic planning program, focusing on succession 
planning, competency-based and needs-based staff placement, rotation and mobility, and 
staff development.  
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• Implementing an institutional development strategy to ensure that the PASB better responds 
to the needs and mandates of its Member States during the planning period and beyond, 
including a system for monitoring progress.    

• Ensuring that resource mobilization for the PASB is fully subordinate to, and consistent with, 
the overall Strategic Objectives of the Organization.  

• Strengthening the resource coordination function, to ensure full resourcing of Program 
Budgets. 

• Fully implementing the Regional Program Budget Policy as approved by PAHO Governing 
Bodies. 

• Implementing the recommendations of the 11 ROADMAP teams to achieve the Five Strategic 
Objectives for Organizational Change. 

• Strengthening of managerial and administrative capacities and competencies at all levels in 
the PASB. 

 
ASSUMPTIONS AND RISKS 

 
Assumptions: 
 

• The changes in the external and internal environment that are likely to occur over the 
six-year period of the plan will not fundamentally alter the role and functions of PAHO.   

• Member States will continue to support the work of the PASB through timely and 
adequate funding of the Organization’s program budgets, including voluntary 
contributions. 

 
Risk: 
 

• The PASB’s continued efforts to “do more with less” may affect programmatic 
implementation, possibly compromising the quality of its services.  This may result in the 
detriment of institutional knowledge, quality of technical cooperation, appropriate 
controls, and accountability.   

  
REGION-WIDE EXPECTED RESULTS 

  

RER 16.1 PASB is a results-based organization, whose work is guided by strategic 
and operational plans that build on lessons learned, reflect country and 
subregional needs, are developed jointly across the Organization, and 
are effectively used to monitor performance and evaluate results. 

Indicator # RER Indicator text Baseline
2007 Target 2009 Target 

2013 
16.1.1 PAHO’s Results-Based Management 

strategy fully implemented 
In 

progress 
Approved by 
Governing 

Bodies 

Full 
implementa-

tion 
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16.1.2 The PASB Strategic Plan (SP) and 
respective Program Budgets (PBs) are 
results-based, take into account the 
country-focus strategy and lessons 
learned, are developed by all the levels of 
the Organization, and approved by the 
Governing Bodies 

In 
progress 

PB 10-11 
developed with 

these 
characteristics 

SP 13-17 and 
PB 12-13 

developed with 
these 

characteristics 

16.1.3 Percentage of progress towards the 
resource reallocation goals among the 
three PASB levels in 2011, per PAHO 
Regional Program Budget Policy 

33% 67% 100% 

16.1.4 Number of PASB entities that achieve 
their expected results, are client-focused, 
and are country-focused as defined in 
CCSs, measured by evaluation of Biennial 
Workplans 

N/A 
 

20/79 70/79 

16.1.5 For each biennium, proportion of 
performance monitoring and assessment 
reports on Expected Results contained in 
the Strategic Plan and Program Budget 
submitted in a timely fashion, after a peer 
review 

50% 80% 100% 

16.1.6 Proportion of Regional Public Health Plans 
developed and implemented by Member 
States and PASB, in accordance with 
PAHO established guidelines 

N/A 70% 100% 

  

RER 16.2 Monitoring and mobilization of financial resources strengthened to 
ensure implementation of the Program Budget, including enhancement 
of sound financial practices and efficient management of financial 
resources. 

Indicator # RER Indicator text Baseline 
2007 

Target 
2009 

Target 
2013 

16.2.1 PASB compliance with International Public 
Sector Accounting Standards 

International 
Public Sector 
Accounting 
Standards 

not 
implemented 

International 
Public Sector 
Accounting 
Standards 

approved by 
Member 
States  

International 
Public Sector 
Accounting 
Standards 

fully 
implemented 

16.2.2 Proportion of strategic objectives with 
expenditure levels meeting program budget 
targets 

N/A 50% 100% 

16.2.3 Proportion of Voluntary Contributions that 
are un-earmarked 

5% 10% 15% 

16.2.4 Percentage of PAHO Voluntary Contribution 
(earmarked and un-earmarked) funds 
returned to partners  

1% 0.8% 0.5% 

16.2.5 Sound financial practices as evidenced by an 
unqualified audit opinion 

Unqualified 
Audit 

Opinion 

Unqualified 
Audit 

Opinion 

Unqualified 
Audit 

Opinion 
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16.2.6 Number of PASB entities that have achieved 
coverage of 75% of the programmed 
resource gap in their Biennial Workplans  

N/A 20/79 60/79 

  

 
RER 16.3 Human Resource policies and practices promote (a) attracting and 

retaining qualified people with competencies required by the 
organization's plans, (b) effective and equitable performance and human 
resource management, (c) staff development and (d) ethical behavior. 

Indicator # RER Indicator text Baseline
2007 

Target 
2009 

Target 
2013 

16.3.1 Proportion of PASB entities with approved 
human resources plans for a biennium, aligned 
with the corporate HR strategy 

15% 50% 75% 

16.3.2 Proportion of staff assuming a new position (with 
competency based post-description) or moving 
to a new location during a biennium in 
accordance with HR strategy 

15% 50% 75% 

16.3.3 New recruitments reflect PAHO policy on gender 
balance and geographic representation 

Yes Yes Yes 

16.3.4 New PASB´s human resources performance 
evaluation system developed and implemented 
in alignment with the new Biennial Workplan 
structure, and linked to a competency model and 
staff development plans   

N/A 
  

Developed Implement
ed 

16.3.5 Less than one percent of the workforce have 
filed a formal grievance or been the subject of a 
formal disciplinary action 

Yes Yes Yes 

16.3.6 Number of queries received per year raising 
ethical concerns which reflect a higher level of 
awareness regarding ethical behavior 

40 80 150 

  

RER 16.4 Information Systems management strategies, policies and practices in 
place to ensure reliable, secure and cost-effective solutions, while 
meeting the changing needs of the PASB. 

Indicator # RER Indicator text Baseline
2007 

Target 
2009 

Target 
2013 

16.4.1 Proportion of significant IT-related proposals, 
projects, and applications managed on a regular 
basis through portfolio management processes 

0% 40% 80% 

16.4.2 Level of compliance with service level targets 
agreed for managed IT-related services 

0% 50% 75% 

16.4.3 Number of PAHO country offices and centers 
using consistent, near real-time management 
information 

36 36 36 
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RER 16.5 Managerial and administrative support services, including procurement, 
strengthened to enable the effective and efficient functioning of the 
Organization. 

Indicator # RER Indicator text Baseline 
2007 

Target 
2009 

Target 
2013 

16.5.1 Level of user satisfaction with selected 
managerial and administrative services 
(including security, travel, transport, mail 
services, health services, cleaning and food 
services) as measured through surveys 

Low 
(satisfaction 
rated less 
than 50%) 

Medium 
(satisfaction 
rated 50%-

75%) 

High 
(satisfaction 
rated over 

75%) 

16.5.2 Proportion of standard operating procedures 
utilized by PASB staff during regional 
emergencies 

0% 50% 100% 

16.5.3 Proportion of internal benchmarks met or 
exceeded for translation services 

60% 70% 80% 

16.5.4 Percentage of development and 
implementation of a management system to 
measure and monitor compliance with 
procurement best practices, including 
targeted training, improved statistical 
reporting, expanded bidder lists, service 
level agreements and procedural 
improvements 

10% 70% 100% 

16.5.5 Percentage of PASB internal requests for 
legal advice and services acted upon within 
10 working days of receipt  

70% 90% 100% 
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RER 16.6 PASB strengthened through institutional development reforms and a 
physical working environment that is conducive to the well-being and 
safety of staff. 

Indicator # RER Indicator text Baseline
2007 

Target 
2009 

Target 
2013 

16.6.1 Corporate policies and staff performance reflect 
use of institutional development approaches: 
results-based management, knowledge-sharing, 
inter-programmatic teamwork, and 
gender/ethnic equity, among others 

Baseline 
survey 

conducted 

20% over 
baseline 

50% over 
baseline 

16.6.2 Proportion of contracts under the PASB 
infrastructure capital plan for approved 
project(s) for which all work is substantially 
completed on a timely basis 

100% 100% 100% 

16.6.3 Proportion of HQ and Pan American Centers 
physical facilities that have implemented policies 
and plans to improve staff health and safety in 
the workplace, including Minimum Operating 
Safety Standards (MOSS) compliance 

65% 75% 100% 

16.6.4 Proportion of PASB regional and subregional 
entities that improve and maintain their physical 
infrastructure, transport, office equipment, 
furnishings and information technology 
equipment as programmed in their Biennial 
Workplans 

75% 90% 100% 
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ENSURING EFFICIENT AND EFFECTIVE IMPLEMENTATION 
 
86. During the past five years, the PASB has implemented several institutional change initiatives 
that comprise a fundamental shift in the way the Bureau carries out its duties.  The five 
organizational change objectives established by the Director (see below) led to the establishment 
of cross-functional teams mandated to determine how best to meet these objectives.  These 
teams were called “roadmap teams for the PASB transformation” and their work has largely been 
completed.  
 
87. In addition, the PASB remains committed to ensuring that the findings of PAHO in the 
21st Century, the recommendations of the 2004 External Auditor’s Special Report, and the Report 
on the Activities of the Internal Oversight Services continue to be implemented during the 2008—
2012 planning period. 
 
Organizational Change Objectives and the Roadmap Teams 
 
88. This Strategic Plan incorporates RERs and indicators to measure the achievement of the five 
organizational change objectives: 
 

(a) Enhance Country Focus; 
(b) Establish a Regional Forum; 
(c) Become a Learning Knowledge-Based Organization; 
(d) Enhance Management Practices – notably through results-based management; 
(e) Adopt new modalities of technical cooperation. 
 

89. The Roadmap teams have concluded their work and made recommendations to Executive 
Management.  The resultant changes to working modalities and management approaches are 
being mainstreamed during 2007.  The 11 ROADMAP teams worked on the following themes: 
Country Focused Cooperation, Regional Public Health Plans, External Communication, Internal 
Communication, Knowledge Management Implementation, Leadership Learning and 
Development, Standards for Accountability and Transparency, Regional Forum, Resource 
Mobilization, Country Support Unit (CSU) Organization Review, and the Human Resource 
Strategy.  
 
90. In keeping with the comprehensive nature of this Plan, it incorporates and supersedes prior 
organizational change and institutional strengthening initiatives.  Reporting on the 
implementation of this Plan will constitute the principle means of PASB accountability to Member 
States in this area.   
 
Country Cooperation Strategies 
 
91. The PASB has worked in a decentralized way at country level, with Biennial Workplans 
(formerly called “biennial program and budgets” or BPBs) in every country office, for decades.  In 
recent years the Country Cooperation Strategy was introduced.  The Country Cooperation 
Strategy (CCS) is the PASB’s strategic planning mechanism at country level.  It has proven to be 
a key component of the country focus policy.  The CCS methodology, proposed by WHO and 
adapted to the Region, reflects a medium-term vision for WHO/PAHO cooperation with a given 
country or group of countries, and defines a strategic framework for working with them. 
 
92. The CCS represents a balance between country priorities and regional (as well as global) 
strategic orientations and priorities, in line with national health development objectives.  It 
constitutes a framework for PASB cooperation in, and with, the country or group of countries 
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concerned, highlighting what the Bureau will do, how and with whom.  The CCS directly guides 
the Biennial Workplans of PAHO/WHO country offices.  The Biennial Workplan is a true “One 
Country Plan” where the efforts of all levels (global, regional, subregional and national) of the 
Organization convene.   
 
93. As of mid-2007, 11 CCSs were completed, 7 were in the final stages, and 9 were planned for 
completion in 2007 or early 2008.  In addition, an analysis of country CCSs by subregion is being 
carried out; this analysis will form the basis for new Subregional Cooperation Strategies (SCSs), 
which will be similar to the CCS in form and content.  A SCS is underway for Central America and 
another is under consideration for the Caribbean. 
 
94. The value-added of the Bureau’s country presence, as set out in the CCS and led by the 
PWR, has been recognized by Member States.  This Strategic Plan recognizes and builds on these 
strengths.  The relation between the PASB Strategic Plan and the Country Cooperation Strategies 
is reciprocal:  CCSs have been analyzed for input to this Strategic Plan and the reverse will be 
true once the Plan is approved (see diagram 1, above).   
 
Results-based Management  
 
95. The ongoing implementation of results-based management (RBM) in the PASB has two main 
goals, 1) to ensure the Bureau consistently focuses on results in the planning, implementation 
and assessment of its programs and 2) to improve accountability and transparency to Member 
States. 
 
96. For nearly two decades the PASB has planned and budgeted for results—the American 
Region Planning and Evaluation System (AMPES) itself is based on the Logical Framework 
(LOGFRAME) approach used in results-based management.  The culture of working for results is 
not new to the PASB; what is new for the 2008—2012 planning period in terms of result-based 
management is the following (some of these elements are noted in more detail elsewhere in this 
document): 
 

(a) The expected results of the Organization are consistent from the highest to 
the lowest level of planning.  The chain of results can be seen in diagram 5 
below.  Aggregation of results indicators is possible through the different 
levels for the first time, enabling improved performance monitoring and 
reporting (see below on Performance Monitoring and Assessment, and 
Independent Evaluation).   

(b) Each entity’s Office-specific Expected Results (OSERs) contribute to the 
achievement of the Region-wide Expected Result (RER) through aggregation 
of their indicators.  Thus each RER represents the collective institutional 
work of the Pan American Sanitary Bureau, for which it is accountable.  This 
is a new modality (see diagram 6, below). 

(c) Specific result-based management indicators are included in SO 16. 
(d) The Accountability Framework will be developed and implemented in 

congruence with the revised WHO Accountability Framework.   
(e) Accompanying the Accountability Framework, a new Delegation of Authority 

will be issued, aligning levels of authority with accountability for results. 
(f) The Managerial Framework will be finalized in order to provide guidance to 

managers at all levels to perform their jobs in the most effective and efficient 
manner. 
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(g) The Strategic Assessment and Resources Alignment (SARA) exercise will 
ensure that resources (including staff) are being deployed optimally to 
achieve the Organization’s objectives and expected results. 

(h) The creation of an evaluation function will allow for more objective 
measurement of programmatic achievements post-implementation, and 
contribute to PASB’s development as a learning organization. 

 
97. With these measures, the PASB will continue to be at the forefront of results-based 
management implementation and mainstreaming in the UN system.  The following diagrams 
depict the relationship among results at various levels of the Organization, with the RER as the 
main focus for the PASB. 
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RERs 
(Region-wide Expected 

Results)

DIAGRAM 6: All Results Aggregate to RERs
RERs represent the PASB’s collective corporate efforts

OSERs = Office-Specific Expected Results, contained in Biennial Workplans

PAHO/WHO Country Office
OSERs

Subregional
OSERs

Executive 
Management

OSERs
Regional HQs
Technical & 

Administrative Area
OSERs

Technical Center
OSERs
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PROGRAMMATIC PRIORITIZATION IN THE PASB   
 
98. The Bureau conducted two prioritization exercises during the elaboration of this Plan, in order 
to determine the ranking of the Strategic Objectives.  The findings from the first exercise (limited 
to PASB headquarters) were used to inform the budget allocations in the draft Strategic Plan 
presented to the Executive Committee. The results of the second exercise, where all the 
managers of the Organizations were invited to participate, have been used in establishing the 
budget priorities in this final version of the Plan.  Although a similar methodology was applied to 
both exercises, the specific criteria and results described below apply to the second exercise. 
 
Methodology 
99. The prioritization exercise was designed to obtain a ranking of the Strategic Objectives by a 
variety of PASB managers, per agreed-upon criteria, using a modified Delphi methodology.   
 
100. First, a draft set of criteria were developed (based on those used in the first exercise, plus 
input received after that exercise), with weighting to reflect the relative importance of the 
criteria.  These were vetted among all PASB managers, including country representatives, center 
directors, headquarters Area Managers and Executive Management.  There was a high level of 
participation, and changes to the criteria and their weighting were made based on the feedback 
received.   
 
101. Second, each Strategic Objective was rated on a scale of 1 to 5 (5 being the highest 
priority) for each of the agreed-upon criteria.  All managers were given the opportunity to rate 
the SOs via email.  Their responses were collated and analyzed, providing a ranking of the SOs. 
 
Criteria 
102. The following were the criteria used in the exercise, reflecting inputs received from 
throughout the Bureau.  The weights given in parentheses reflect the relative importance of each 
criterion.   
 

a. Supports the Health Agenda for the Americas and other regional mandates (x4)  
b. Addresses the burden of disease in the Region (x2)  
c. Supports vulnerable population groups or key countries, promoting equity (x3)  
d. Contributes to global health security (x2)  
e. Supports achievement of the health-related MDGs (x2)   
f. PAHO technical cooperation is a cost-effective means to improve health outcomes (x2)  
g. Supports universal access to health related goods and services (x2)  
h. Countries have low access to non-PAHO resources and difficulty in replacing PAHO 

technical cooperation (x1) 
i. Has potential for successful cross-cutting collaboration: inter-programmatic, inter-

country, inter-sectoral, inter-regional or inter-agency (x1)  
j. Difficult to access voluntary contributions (x1) (additional criterion, used only for 

assignment of regular budget amounts with respect to the total budget)  
 
Results 
103. The results of the second exercise were analyzed along with those from the first (more 
limited) exercise, considering comments made by Member Countries in the Governing Bodies.  
The resultant ranking of the Strategic Objectives follows, with the first SO listed being the highest 
priority for the Bureau.   
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Ranking SO# Strategic Objective text 

1 SO4 To reduce morbidity and mortality and improve health during key stages 
of life, including pregnancy, childbirth, the neonatal period, childhood and 
adolescence, and improve sexual and reproductive health and promote 
active and healthy aging for all individuals 

2 SO1 To reduce the health, social and economic burden of communicable 
diseases 

3 SO2 To combat HIV/AIDS, tuberculosis and malaria 

4 SO3 To prevent and reduce disease, disability and premature death from 
chronic noncommunicable conditions, mental disorders, violence and 
injuries 

5 SO7 To address the underlying social and economic determinants of health 
through policies and programs that enhance health equity and integrate 
pro-poor, gender-responsive, and human rights-based approaches 

6 SO13 To ensure an available, competent, responsive and productive health 
workforce to improve health outcomes 

7 SO10 To improve the organization, management and delivery of health services 

8 SO8 
 

To promote a healthier environment, intensify primary prevention and 
influence public policies in all sectors so as to address the root causes of 
environmental threats to health 
 

9 SO6 To promote health and development, and prevent or reduce risk factors 
such as use of tobacco, alcohol, drugs and other psychoactive 
substances, unhealthy diets, physical inactivity and unsafe sex, which 
affect health conditions 

10 SO14 To extend social protection through fair, adequate and sustainable 
financing 

11 SO11 To strengthen leadership, governance and the evidence base of health 
systems 

12 SO12 To ensure improved access, quality and use of medical products and 
technologies 

13 SO5 To reduce the health consequences of emergencies, disasters, crises 
and conflicts, and minimize their social and economic impact 

14 SO9 To improve nutrition, food safety and food security throughout the life-
course, and in support of public health and sustainable development 

 
104. This ranking has been used to inform budgetary priorities for the 2008-2009 biennium, and 
will be used for subsequent biennia, with possible changes based on changes in external or 
external circumstances. 
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FUNDING THE STRATEGIC PLAN 
 
105. PAHO is engaged with WHO in a results-based budgeting approach to determine the 
resource requirements to carry out its work.  The cost of achieving Region-wide Expected Results 
over a given period of time is expressed through an integrated budget comprising all sources of 
funding. 
 
106. PAHO receives its funding from three main sources:  
 

(a) PAHO Regular Budget: comprises assessed contributions (quotas) from PAHO 
Member States plus miscellaneous income; 

 
(b) Portion of the WHO regular budget approved for the Region of the Americas: 

referred to as the AMRO share; 
 

(c) Voluntary Contributions: the majority of voluntary contributions received by PAHO 
are a result of direct negotiations with its donor partners; a lesser amount is 
channeled by donor partners to the Region through WHO.  

 
107. While funding sources from (a) and (b) above are considered un-earmarked, voluntary 
contributions (c) can be categorized as either earmarked or un-earmarked.  Effective financing of 
the PASB Strategic Plan and associated Program Budgets will require careful management of the 
different sources and types of income to ensure complete funding of planned activities.  Un-
earmarked funding provides a flexible resource base that facilitates financing of the 
Organization’s enabling functions.  Earmarked funding — which accounts for the majority of 
voluntary contributions currently negotiated — is less flexible, and thus may not be available for 
use in under-funded programmatic areas.  
 
108. Earmarked funding continues to pose a challenge for ensuring alignment between the 
Organization’s planned activities and actual resources mobilized.  Earmarked Voluntary 
Contributions that do not contribute to reduce the planned programmatic financial gap will not be 
accepted.  To the extent that donor partners can be persuaded to provide increased levels of un-
earmarked voluntary contributions—also being referred to as ‘negotiated core voluntary 
contributions’ by WHO—the Organization will become more successful in fully financing its 
Strategic Plan and Program Budgets, consequently increasing the probability of achieving its 
expected results.  To this end, the Bureau fully supports WHO’s efforts in actively seeking to 
increase the proportion of the Program Budget financed with negotiated core voluntary 
contributions and will similarly continue its own efforts in this area.    
 
109. Table 1 below summarizes the estimated resource envelope for the PAHO Strategic Plan.  
 

Table 1 
 

  Strategic Plan 

 
PB 2006-

2007 
PB 2008-

2009 
PB 2010-

2011 
PB 2012-

2013 

PAHO 333,094,000 347,566,000 

WHO 198,018,000 278,501,000 
682,000,000 743,000,000 

 531,112,000 626,067,000 682,000,000 743,000,000 
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110. The PASB Strategic Plan has an estimated resource envelope of just over US$ 2 billion for 
the three-biennium period ending in 2013.  This projection begins with a proposed budget of 
US$ 626 million (which includes all sources of funding) for 2008–2009 and contemplates biennial 
increases of roughly 9%, commensurate with the proposed costing of the WHO MTSP and 
expectations for inflationary costs in the Region.   
 
111. The significant increase in the cost of international transactions to U.S. dollar-based 
budgets is being felt worldwide, and for PAHO there is no exception.  A thorough analysis of 
current costs and trends points to an expected cost increase of between 13% and 15% for the 
2008–2009 biennium.  For the PAHO regular budget, this translates to roughly US$ 37 million for 
cost increases alone, of which approximately US$ 24 million are related to the cost of fixed-term 
staff.   
 
112. An alternative, more optimistic scenario, which considers a curbing of the U.S. dollar 
devaluation effect over the short term, yields a projected cost increase of about 10% for the next 
biennium. In a Zero Real Growth scenario, this translates to roughly US$ 23 million for the 
regular budget, of which approximately US$ 17 million are related to the cost of fixed-term staff.  
However, an additional 12 fixed-term positions have been reduced so far in the biennium (in 
addition to the 41 positions abolished during 2004–2005) thus containing the estimated cost 
increase to about US$ 14 million for fixed-term staff for 2008–2009, an increase of 8.3% 
compared with the budget component for fixed-term staff for 2006–2007.  
 
113. Table 2 below compares the proposed budget 2008–2009 with the approved budget for 
2006–2007. 
 

Table 2.  Financing of the Program Budget 2008-2009 
     

Source 2006-2007 2008-2009 % change

Assessed contributions from Member States 173,300,000 180,066,000 3.9% 

+ Miscellaneous income 14,500,000 17,500,000 20.7% 

= Total PAHO share (Regular Budget) 187,800,000 197,566,000 5.2% 

+ WHO share (Regular Budget) 77,768,000 81,501,000 4.8% 

= Total Regular Budget 265,568,000 279,067,000 5.1% 

+ Estimated Voluntary Contributions * 265,544,000 347,000,000 30.7% 

= Total Resource Requirements 531,112,000 626,067,000 17.9% 

* Represents the combined total voluntary contributions from PAHO donor partners as well as 
from WHO 

 
114. The proposed budget for 2008–2009 of US$ 626 million represents an increase of 17.9% 
compared to the US$ 531 million budget approved for 2006–2007.  The largest source of the 
budget increase comes from the estimated voluntary contributions of US$ 347 million, 
representing a 30.7% increase, of which US$ 197 million is budgeted to come from WHO.  The 
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$197 million estimate was developed jointly with WHO/HQ and the other WHO Regions by teams 
of staff working together globally, grouped by Strategic Objective.   
 
115. The regular budget share of the budget of US$ 279 million represents an increase of 
US$ 13.5 million, or 5.1%, compared to the biennium 2006–2007, and is all attributable to the 
projected increase in the cost of fixed-term staff.  The budget increase of US$ 13.5 million will 
largely fund the US$ 14 million cost increase of fixed-term staff, with the remainder 
US$ .5 million of costs being absorbed by a nominal reduction in the proposed non-staff budget.   
 
116. It should also be noted that the proposed budget level, in addition to not allowing for 
inflationary non-staff costs, does not make provision for several significant administrative costs 
expected to be incurred over the next few years; these include, for instance, UN mandatory 
implementation of International Public Sector Accounting Standards (IPSAS), PAHO’s possible 
involvement with the Global Management System (GSM) being implemented by WHO, and 
expenditure related to the Master Capital Investment Plan.   
 
117. The Bureau realizes that, in consideration of the budget reality also being faced by many 
Member States, budget increases must be maintained at an absolute minimum.  Correspondingly, 
it is also important for Member States to keep in mind that additional funding for required 
expenditure such as IPSAS, GSM and the Master Capital Investment Plan will need to be 
prioritized from within the budget designated for regional program activities which is already 
being reduced in nominal terms and further eroded by inflation. 
 
118. The purchasing power of the Organization’s operating budget for program activities has 
suffered over the last several biennia given that budget approvals by Member States have only 
considered budget increases to meet net staff cost increases (despite continued reductions in 
staffing levels).  The erosion is particularly acute for the regional level (such as regional centers 
and entities based in Washington) where the ratio of fixed-term staff costs to activity costs is 
typically higher than in countries because of the nature of the work.  As the cost of fixed-term 
positions continues to rise, it becomes increasingly difficult for the Bureau to strive for further 
efficiencies by continuing to streamline operations and realign program areas.  
 
119. The situation explained above is compounded by the fact that the Regional Program 
Budget Policy will progressively allocate a larger share of the budget to the countries over the 
next two biennia, as was the case for 2006–2007—the first implementation biennium of the 
Budget Policy.  The further reduction of the regular budget for regional activities creates a 
challenge for the Bureau in carrying out its statutory and normative work and for the ability of 
regional entities to respond to backstopping needs of countries.  
 
120. Given the regular budget situation, effective resource mobilization becomes increasingly 
important for the Organization.  And since voluntary contributions provided by donor partners are 
generally earmarked for specific objectives and are less predictable, the Bureau will continue to 
make every effort to manage these contributions in light of the overall expected results contained 
in the Strategic Plan and Program Budgets.  Thus, regular budget funds become essential for 
securing many of the Organization’s statutory and normative core functions. 
 
121. Finally, in consideration of the expressed position of many Member States regarding their 
ability to accept assessment increases, the Bureau is prepared to take the “optimistic” scenario 
forward in projecting cost increases for the proposed 2008–2009 program budget; it should be 
understood, however, that the economic reality may worsen and may require significant 
adjustments to planned programmatic targets contained in the Region-wide expected results. 
 
122. A breakdown of the budget by Strategic Objective and other budget details are included 
in the Proposed Program Budget 2008–2009. 
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PERFORMANCE MONITORING AND ASSESSMENT, AND 
INDEPENDENT EVALUATION 
 
123. In the past, reporting against progress in implementing strategic plans has been 
hampered by the lack of integration among the different levels of planning in the Organization.  
As an example, the set of objectives, expected results and indicators used in the 2006–2007 
country-level Biennial Workplans differed from those in the 2006–2007 Program Budget, which in 
turn differed from those in the 2003–2007 Strategic Plan, as well as the OWERs and indicators in 
the global WHO Program Budget for 2006–2007. 
 
124. As discussed elsewhere in this Plan, this issue has been thoroughly addressed for the 
planning period beginning in 2008, where there is vertical integration of expected results and 
indicators among all levels of planning, from the global WHO Medium-term Strategic Plan to this 
PASB Strategic Plan to the respective Program Budgets and in turn to the Biennial Workplans in 
the American Region Planning and Evaluation System (AMPES).   
 
125. The AMPES forms the core of internal results monitoring and reporting in the PASB.  The 
Strategic Objectives and Region-wide Expected Results (RERs) in this Plan are imported directly 
to the AMPES.  The RERs then form a menu of programmatic options from which countries, 
Centers and regional headquarters entities can choose when elaborating their Biennial 
Workplans.  No work will be performed that is outside the scope of the RERs in this Plan.  When 
choosing the RERs on which they will work, and adapting them to the country level, entities also 
choose to which RER indicators they will contribute.  In the case of country offices (PWRs), they 
can become one of the “number of countries” targeted in the vast majority of RER indicators.  
 
126. Each organizational entity establishes its own indicators for its Office-specific Expected 
Results (OSERs), which correspond to those for the RERs.  Progress towards these OSER 
indicators is measured by six-month milestones, developed during operational planning.  While 
milestones can be customized to meet the needs of an individual entity’s work, they serve as a 
consistent means to evaluate progress in achieving OSER indicators, and by aggregation, RER 
indicators.   
 
127. Significant time and effort has been dedicated to improving the AMPES system to 
incorporate required changes, allowing for quality control through monitoring of SMART 
indicators.  The regular monitoring and reporting of results in a systematic fashion will allow 
managers to assess and adjust their implementation strategies and Workplans as needed – a key 
element of the full implementation of results-based management in the Organization.   
 
128. The principal innovation for the 08–12 Strategic Planning period is that the achievement 
of expected results (as measured by SMART – specific, measurable, achievable, realistic and 
time-bound – indicators) can be aggregated directly, and in most cases automatically, in the 
AMPES system from the country level to the regional and global levels on a biennial basis.  Since 
the Region-wide Expected Results in the Program Budgets will be exactly the same as those in 
this Strategic Plan, the end-of-biennium Program Budget reports will serve as progress reports 
for the Strategic Plan; programmatic performance monitoring and assessment will focus on 
Biennial Workplans and, via aggregation, Program Budgets (for 2008–2009, 2010–2011 and 
2012–2013).  The sum of the three biennia covered under this Plan will form the basis for the 
final report on this Strategic Plan, to be presented to Governing Bodies in 2014.  The monitoring 
and reporting relationship among planning instruments is presented here graphically, with key 
submissions to Governing Bodies highlighted. 
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DIAGRAM 7: Monitoring and Reporting
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129. Member States can look forward to receiving progress reports on the implementation of 
this Strategic Plan in the form of Program Budget end-of-biennium assessments, which will be 
provided every two years.  The reports for the 10–11 and 12–13 biennia will be supplemented by 
a cumulative performance assessment against the six-year targets set in this Strategic Plan.  
 
130. PASB also will report to WHO on the achievements of Member States with respect to the 
Strategic Objectives.  WHO will then prepare a report regarding the achievement of the Strategic 
Objectives at the global level.  
 
131. With regard to core functions discussed earlier in this Plan, expenditure levels for each 
core function will also be monitored through AMPES.  Managers will classify their products and 
services and corresponding expenditures by core function when developing their Biennial 
Workplans.  During implementation, this will enable monitoring and reporting of expenses by 
core function, per WHO global guidelines.  The PASB will also report this information to its 
Governing Bodies, allowing them to see which functions are receiving the greatest resources in 
the Bureau.  
 
132. The experience gained during implementation of this Plan (as reported in Program 
Budget performance assessments) may require adjustments to the RERs.  External changes in 
the environment may also require changes in the PASB’s strategies and expected results.  
Whenever such changes are needed at the level of RER or above, they will be provided to the 
Governing Bodies for review and approval. 
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133. A fully elaborated performance monitoring and assessment framework and an 
independent evaluation framework are under development by the Bureau during 2007, to be 
employed during the three biennia covered by this Plan.   
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134. The independent evaluation function will be separated organizationally from the planning 
and performance monitoring and assessment functions, in order to foster impartiality in the 
conduct of evaluations.  The independent evaluation function (and respective staffing) is being 
put in place in 2007; therefore the working modalities with respect to periodicity and scope are 
still under development.   
 
135. The implementation of this Plan will require a high level of programmatic discipline and 
training of staff throughout the Bureau.  This process has begun and will continue during the 
implementation period.   
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ACRONYMS AND ABBREVIATIONS 
 
AECI Spanish Agency for International Cooperation  
AED Academy for Educational Development 
AIDS Acquired immune deficiency syndrome 
ALBA Bolivarian Alternative for the Americas  
AMPES American Region Planning and Evaluation System 
AMR Antimicrobial resistance 
AMRO WHO Regional Office for the Americas 
BWP Biennial Workplan  
CAPRADE Andean Committee for Disaster Prevention and Assistance  
CARICOM Caribbean Community  
CCA Common Country Assessment  
CCS Country Cooperation Strategy 
CD Chronic disease 
CDC U.S. Centers for Disease Control and Prevention 
CDERA Caribbean Disaster Emergency Response Agency  
CEPREDENAC Coordination Center for the Prevention of Natural Disasters in Central 

America  
CIDA Canadian International Development Agency 
CIDE Center for Research and Development Education  
CIESS Inter-American Center for Social Security Studies  
CISS Inter-American Conference on Social Security  
COMBI Communication for Behavior Impact  
CRS Congenital rubella syndrome  
CVD Cardiovascular disease 
DALYs Disability-Adjusted Life Years 
DMFT-12 Decayed, Missing, Filled, Teeth at Age 12  
DOTS Directly Observed Therapy Short-Course 
EBD Environmental burden of disease  
ECLAC Economic Commission for Latin America and the Caribbean 
EMF Electro-magnetic fields  
FCTC WHO Framework Convention on Tobacco Control  
GDP Gross domestic product 
GNI Gross national income 
GPW WHO General Programme of Work 
GSM Global Management System  
GTZ German Agency for Technical Cooperation 
HAA Health Agenda for the Americas 
HIPC Highly Indebted Poor Countries  
HIV Human immunodeficiency virus 
HRH Human Resources for Health 
IFRC(RCS) International Federation of Red Cross and Red Crescent Societies 
IHR International Health Regulations  
ILO International Labor Organization  
IMAI Integrated Management of Adolescent and Adult Illness 
IMAN Integrated Management of Adolescent and their Needs 
IMCI Integrated Management of Childhood Illness 
IOM International Organization for Migration  
IPSAS International Public Sector Accounting Standards  
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ISSA International Social Security Association  
ISTC International Standards for Tuberculosis Care 
LAC Latin America and the Caribbean 
MDA Mass drug administration 
MDG Millennium Development Goals 
MDR Multi-drug resistance 
MERCOSUR Southern Common Market  
MM Maternal mortality 
MOSS Minimum Operating Safety Standards  
MTSP WHO Medium-term Strategic Plan  
N/A Not applicable 
NDs Neglected diseases 
NGO Nongovernmental organization 
NIP National immunization programs 
NNT Neonatal tetanus 
NORAD Norwegian Agency for Development Cooperation 
NRA National Regulatory Authority  
OAS Organization of American States  
OCHA Office for the Coordination of Humanitarian Affairs  
OECD Organization for Economic Cooperation and Development 
OPV Oral polio vaccine  
OSER Office-specific Expected Result 
OWER Organization-wide Expected Result 
PAHO Pan American Health Organization 
PASB Pan American Sanitary Bureau 
PASC Pan American Sanitary Conference 
PB Program Budget 
PHC Primary Health Care 
POP Persistent organic pollutant  
PWR PAHO/WHO Representative  
RBM Results-based management 
RER Region-wide Expected Result 
SARA Strategic Assessment and Resources Alignment  
SCS Subregional Cooperation Strategies  
SICA Central American Integration System  
SIDA Swedish International Development Cooperation Agency 
SMART Refers to indicators with the following characteristics: Specific, Measurable, 

Achievable, Realistic and Time-bound  
SO Strategic Objective 
SP Strategic Plan 
SP 08–12 Strategic Plan 2008–2012 
SPBA PAHO Subcommittee on Program, Budget and Administration  
STEPS PAHO/WHO STEPwise approach to surveillance  
STH Soil-transmitted helminthiasis 
STI Sexually transmitted infection 
TB Tuberculosis 
TBCTA Tuberculosis Coalition for Technical Assistance 
TCC Technical cooperation among countries  
TTI Transfusion-transmitted infection 
UN United Nations  
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UNDAF United Nations Development Assistance Framework  
UNFPA United Nations Population Fund 
UNHCR United Nations High Commissioner for Refugees  
UNICEF United Nations Children's Fund  
UNIFEM United Nations Development Fund for Women 
USAID United States Agency for International Development 
WFP World Food Programme  
WHO World Health Organization 
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