\ Pan American g/@ World Health
}) Health &Y Organization

Organlzatlon resonomcerore AIMEricas

53rd DIRECTING COUNCIL

66th SESSION OF THE REGIONAL COMMITTEE OF WHO FOR THE AMERICAS
Washington, D.C., USA, 29 SeptemBddctober 2014

Provisional Agenda Item.2 OD345
22 Septembe?014
Original: English

STRATEGIC PLAN OF
THE PAN AMERICAN HEALTH ORGANIZATION 20142019

Amended, September 2014

Note: The amended version of the Strategic Plan includes a set of revised indicators. These
result of collaboration with Member Statdhrough the Countries Working Group (CW(Q
established by the 153rd Session of the Executive Committee and composed of 12 Membg
and PASB. The CWG and PASB refined the definition and baseline and target values
indicators. This built on the ogultative process undertaken with countries and territories ir
development of the original Strategic Plan 2@DA9 approved by the 52nd Directing Cour
(2013. The CWG was composed of the Bahamas, Brazil (chair), Canada, Chile, Costa
Ecuador El Salvador (cechair), Jamaica, Mexico, Paraguay, Peru, and the United States of Am




0OD345

STRATEGIC PLAN OF THE PAN AMERICAN
HEALTH ORGANIZATION
20142019

Amended
September 2014

AChampiHenmilngh: Sustainabl e Devel o

Pan American Health Organization
Regional Office of the World Health Organization




OD345

CONTENTS
Page
[.  Foreword by the DIreCtOr..........uuuiiiiiiiiiiii e 5
[I. EXECUtiVEe SUMMAIY..........ccvvriiiiiiiiiiiiiimmmeeeeeeeeeeeeeeeeesennnnnnmmmeeseeeeeeenid
1L Y 0 o [ Tox 1 o] o PP 12
V. The CONEXL.....ccoeiiieie e e e 17
Political, Economic, Social, and Environmental Context...........ccccccvvrrreeennee. 17
Social Determinants of Health...............ouueeiiiicc e 18
DemographiC TreNdS.......cccooeiiiiieeeeeeeeee e e 20
Health and ENVIFONMENL........oooiiiiiiiii et s e e e e e e e e 21
Regional Health............coooo oot s 22
The Health System ReSPONSE.......ccoooiiiiiiiieee e 24
Status of the PAHO Strategic Plan 28B813................oovviviviviiiee e 26
V. StrategiC AgENda........cooviiiiieiiiiie et 30
SrALEQIC OVEIVIEW. ... i i e e eeeiieeeeeeeeeee e e e e e e et rmmmr e st e s e e e e e eeennns 30
Impact Goés and StrategiC FOCUS...........oooiiiiiiiiieeee e 34
Organization of the Plan............cccoooioiiiiiiieeee e 38
PrIOMTY SEIING .. .uttttiteiiiiiiie e e e 40
VI. Categories, Program Areas, and OUtCOMES............cccuvvveeeeeerieenn. 43
Category 1- Communicable DiSeases..........ccooeevveiviviiiiccmiineeeeeeeennnn s 43
1Y o0 01RO 43
(7o) 31 (=) QPRI 43
Key Stakehol.deitr.s.0...,Anal. V.S 0.5 eiinnnnns 49
Strategies for Technical CoOperation..............cooooiiimmmn e 49
CrossCutting Themes and Strategic Approaches in Health......................... 50
ASSUMPLIONS aNd RISKS.......coooiiiiiiiiii e 53
Category 1. Communicable Diseases: Program Areas and Outcomes......... 54
1.1 HIV/AIDS @nd STIS....cciiiiiiiii et e e 54
1.2 TUDBEBICUIOSIS.. ..ot 54




0OD345

Category 1- Communicable Diseasegont.)

1.3 Malaria and Other Vectdnorne DISEase...........ceeeeeeevvveiiiieenneeeeeeeeee 55
1.4 Neglected, Tropical, and Zoonotic DiSeasesS..........ccceeeevvvvieeereeeennnn. 55
1.5 VaccinePreventable DIiSEaSEeS. ..........uuvuuuiiiiiiiieeeeiiiiiiiineaeeeeeeeeeeeeas 56
Category 2- Noncommunicable Diseases and Risk Factars.............. 57
Y o0 01 PP 57
LO70] 31 1) QPO PTRPPUPP PR PUPPRPRPR 87
Key Stakehol.deutr.s.0...,Anal. V.S 0. .S i, 61l
Strategies for Technical COOPEeration................ueeeeeiieemiiiiiiniiiiiiieee e e e e e eeeeeees 62
CrossCutting Themes and Strategic Approaches in Health.......................... 62
ASSUMPLIONS aNd RISKS........oooiiiiiiiiii e 63
Category 2. Noncommunicable Diseases and Risk Factors: Program Areas and
(O 101 (o0 ] 1 1=2 = TSP 65
2.1 Noncommunicable Diseases and Risk Factars.................ccooveeee... 65
2.2 Mental Health and Psychoactive Substance Use Disorders............ a7
2.3 Violence and INJUIES.........uuuuueiiiei e eeen e e e e 67
2.4 Disabilities and Rehabilitatian...........cccoooeeeeeiiiieeeeii 67
2.5 NULTTION . ..eiiiiiiiii e e eneas 67
Category 3- Determinants of Health and Promoting Health throughout
the Life COUISE ...uuiiiiiiiiiii e ereaene e 68
Y o0 01 PP 68
0] 3] 1) QRPN 68
Key Stakehol.detr.s.0...,Anal. V.S .S i, 74
Strategies for Technical CoOperation..............cooooiiimmmn e 75
CrossCutting Themesrad Strategic Approaches in Health.............................. 77
ASSUMPLIONS aNd RISKS.......coooiiiiiiiiii e 77
Category 3. Determinants of Health and Promoting Health throughout the Life
Course: Program Areas and OULCOMES.........uuuuiieerieeeceeeerinnninnaeeeenns 80
3.1 Women, Maternal, Newborn, Child, Adolescent, and Adult Health, and
Sexual and Reproductive Health..............coooovviie i, 80
3.2 Aging and Health............coiiiiiii e 81
3.3 Gender, Equity, Human Rights, and Ethnicity....................vvveeee.... 81
3.4 Social Determinants of Health..............coooveiiiiiieeer e 81
3.5 Health and the ENvironment............cccoooeoiiiiieeeiiiie e, 82




OD345

Category 4- Health SYStems.........coovviiiiiiiiieeieeme e 83
Y070 ] o1 PP PP PSSR PPPPPPIY 83
L0} 4] () PP PPPT PR 83
Key Stakehol.deutr.s.0..Anal.y.S .S 87
Strategies for Technical COOpEeration..............ccccceeiiiieeeevieiiiiiiiie e e e eeeeenn 88
CrossCutting Themes and Strategic Approaches in Health......................... 89
ASSUMPLIONS AN RISKS........covviiiiiiiiii e errr e e e e e e e eaes Q0
Category 4. Health Systems: Program Areas and OUtCOMES............ceeeeeeeees ) 92

4.1 Health Governance and Financing; National Health Policies, Strategies,
AN PlANS ... e e e e eeea 92
4.2 PeopleCentered, Integrated, Quality Health Services..................... 92
4.3 Access to Medical Products and Strengthening of Regulatory Cap@zity
4.4 Health Systems Information and Evidence............cccccovvvieeeeeeenne. 93
4.5 Human Resources for Health..........cccoooviiiiiiiiccciiiiii e 93

Category 5- Preparedness, Surveillance, and Response.................. 94
Yo7 ] o1 PP PP PR SPPRPPPPPPPRPN 94
L0 3] (5 (PP PP PRPPPPPPR 94
Key Stakehol.deutr.s.0..Anal.y.S .S 97
Strategies for Technical CoOperation..............cccoeeiiiieeeevieiiiiieie e eeeeenn 98
CrossCutting Themes and Strategic Approaches in Health......................... 99
AsSSUMPLIONS aNd RISKS.......uuiiiiiii e eeeeeee e 101
Category 5 Preparedness, Surveillance, and Response: Program Areas and

OULCOMIES. ...ttt ettt e et er e e e e e e e e e e e e ent e e e eneeas 102
5.1 Alert and Response Capacities (for IHR)............ooooiiiiiiienneeienne 102
5.2 Epidemic and Pandemi®rone DIiSeases.............ccccuvvveieiiimeennnnnnnns 102
5.3 Emergency Risk and Crisis Management...............cccccccieeeeeeenenne 102
5.4 FOOd SaAfely.....uuuuuiiiiiiii et 103
5.5 Outbreak and CriSIS RESPONSE.......cccvviiiiiiiiiiiieeeeeieeeeeee e 103

Category 6- Corporate Services/Enabling Functions....................... 104
Y o0 01 PRSPPI 104
(0] 31 1) QPP 104
Key Stakehol.deutr.s.0...,Anal. y.S.i. .S . 109
Strategies for Delivering Corporate Services/Enabling Functions............... 111
CrosSSCULtiNg THEMIES........ooeeiieiiiicc e e ereere e e e e e e e e e e eees 112
ASSUMPLIONS and RISKS........oooiii et 112




0OD345

Category 6- Corporate Services/Enabling Functiongcont.)
Category 6. Corporate Services/Enabling Functions: Program Areas and Outcomes

6.1 Leadership and GOVEINANCE........cceeveiiiiieeeeiceeeicciee e eeeeeeens 113
6.2 Transparency, Accountability, and Risk Management.................. 114
6.3 Strategic Planning, Resource Coordination, and Repaorting.......... 114
6.4 Management and AdmMINIStration..............coooeceiiimmmn e 114
6.5 Strategic CoOmMMUNICALION.......ccoiieiiieeeeiiiieieeei e eene e 114

VII. Ensuring Efficient and Effective Implementation of the Plan.....115

VIII. Monitoring, Assessment, and Reporting..........ccoooeevvvvvvviinvieennnnn 117
Acronyms and AbDbreviations...........ccccovv i 119
Annexes
Annex |. Key Lessonkearned from Previous Plans...............cccccceeivcmeeevnennns 124
Annex Il. Programmatic Priority Stratification Framewatk............................ 128
Annex lll. List of Countries and Territories with their Acronyms.................. 132

Annex IV. PAHO Mandates, Resolutions, Strategies, and Plans of Action..133




OD345

PAHO STRATEGIC PLAN 2014-2019

l. Foreword b t he Director

1. As the Pan American Health Organization (PAHO) renews its commitment to
improving the health of the peoples of the Region of the Americas, it builds upon
important past achievements, the strengths of its Member States, and the competence of

the Pan Ameriaa Sanitary Bureau (PASBYith many comple challengesat handand

much worktobedone it i s my great pleasure to presen
for the period 20142019, entittedi Ch a mpi oni ng Heal t h: Sustainab
E q u i This antbitious Plan is theroduct ofintensiveconsultation and collaboration

with Member States ahstaff across the OrganizatioWhile ensuring a country focus, it

provides a clear direction for the coming yeaitwing the Organization teemainin

the forefrontofe f f ort s t o i mprove the healtk and qual
2. In developing this Plan, the Organizatiamontinues to be responsive to
MemberStates andtothe Bd on6s publ i avhila ensuting prog@ammatcr i t i e s

alignment with the World Heal t Hurtlernpra,ni zat i o
the Plan defines the accelerated actions required for the final push to achieve the

Mille nnium Development Goals by 20a8d the new strateginterventions requiredf

improving health in thepost2015development agenda

3. The Region of the Americas has made sustained progreasldiessingthe
determinants of health and improving thealth of its populationHumandevelopment
indicators areimproving, employment income is rising, there is notable progress on
reducing poverty and inequality, and significant advanicege been madéoward
achievirg universal primary educatioill of these factors have a positive impact on
health. Together wlitthese social advances, the Region has seen pdsiings inhealth
indicators, including declines in infant and maternal mortaktyreduction inHIV
morbidity and mortality, falling rates of tuberculosis, and a reduced burden of malaria in
countrieswhere that disease is endemide eliminationfrom the Regionof several
neglected infectious diseases within reach an achievement that will benefit future
generations.

4. While we celebrate these important milestones, we all recoghie much
remains to be accomplishet@his Plan details how the Organization, together with its
Member States, will build upon our collective successes and address the remaining gaps
in an equitable and sustainable manner. For example, an important ghddemg the
Region over the next six years te halt and reverseahe epidemic of chronic
noncommunicalg diseases. Our Member Statese shown considerable leadersbip

this issue, which has dramatsocial and economic impacts individuals, familis,
communities, and health servicesd demands an integrated, mssdtttoral response. The
rightsbased approach is fundamental to ensure fairness and equity in these efforts.
Attaining universal hedit coverage ighereforea key commitment rabedded inthe
Strategic Plan.
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5. Theleadership, involvement, and ownersbipthe Member Statesill be critical

for the success of thiStrategic Plan. Accordingly, the Plan establishes the joint
responsibility and commitment of Member States 8#&EB to support therange of
interventionsneeded tasustain progress anmdeet new challenge3he Plan also details

targets anahdicatorsby which the performance of the Organization (both Secretariat and
Member States) will be assessdd. this way, the Plan reflects PAMOs ongoi ng
commitment to a resuHsased approach, leading to improved efficiency, effectiveness,
accountabilityand transparency.

6. Through ongoing collaboration and dialogue with the range of stakeholders, we

will build upon and implement this Platogeher. Our commitment tosustainable
development and health equityd e pends upon the Organization
ability to build a broad coalitiowith engaged partneescross sectord he Strategic Plan

20142019 recommits PAHO to improve the healthtloe peoples of the Americas the

years to come
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1. Executive Summary

7. Under the theme #AChampioning Heabt h: Sus
the Pan American Health Organization (PAHO)
Or gani z at ic direciios, basedrothd cellgctive prioritiesof its Member States

and country focusand specifies the results to be achieved during the periodZ0H»

The Plan also establishes the commitre@made by PAHO Member States and the Pan

American Sanitary Bureau (PASB), thus serving as the basis for developing biennial
Program and Budgets to implement the Plan.

8. The Plan is a product oéxtensivecollaboration and consultation between
Member Stateand PASB. A Member States @aries Consultative Groypppointed by
PAHOOGs Ex e c ut/(EQ),erovidedsiraiégic and tchnical input in the crafting

of the Plan and its fird®®rogram and BudgePB 20142015. Nationalconsultations were

also condwcted enabling all countries and territories to provide their input to the
documents to be presented to the Directing Council. More than 1,100 health professionals
participated from 48 countries @rterritories across the Regioklember States and
PASB will work jointly over the next six years tieliver the resultset forthin the Plan.

9. The Plan responds to both regional and global mandates. As aitsesiitgtegic

agenda represents a bal ance bet ween PAHOOG s
establshed in the Health Agenda for the Americas 2Q087, other regional mandates

set by PAHO Member St at es, the collective
Courtry Cooperation Strategies (CE;@and the programmatic alignment with the General
Programmenf Work (GPW) of the World Health Organization (WHO). TRkanis also

consistent with the parameters of the main intergovernmental agreements for
development operains of the United Nationssystem. The development and
implementation of the Plan are geidd by PAHOGs vi si on, mi Sssi ol
functions.

10.  This Plan will enable PAHO tbuild on the public health gains achieved in the
Regionandon lessons learned froprevious planning periods guide interventions that

address new and existing challengébe Plan will support the continuing effort to

increase the accountability, transpareneyda ef f ect i venemtnewith PAHOOGS
its Resultsbased Management (RBM) framework and thet RAHO Budget Policy.

11. The Plan adapts the WHO results chain, clearly identifying the relationship

between planning instrumentt different levelsas well as the accountability and

respective responsibilities of the PAHO Member States and PB&tausdhe Plan is a

joint commitment of PAHO Member States and PA&ults will bederived from the

i mpl ementation of i and stratagidsu(at hationad or submatioeat 6 p | a
level), PASB operational plans, and the collective efforts of the Organization
collaboration with other partners
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12.  An analysis of the leading health gains, gaps, and trends in the Regsihe

basis for definig the strategic agenda and corresponding interventions outlined in the
Plan The analysis draws on recent information in Health in the Americas 2012, the
Mid-term Evaluation of the Health Agenda for the Americas Z80B/, a review of the
Country Cooperabn Strategies and a review of reports o
of action, among other sources.

13.  With avision focused on healthy living and wélking thePlanseekdo catalyze
changes in the health system response in the Rétatinanscend th traditional disease
oriented approachloward this endthe Plan addressemerginghealthissuedinked to
currentchanges in th&®egion advances new development model based on equity a
environmental sustainability, and reaffirms health as a keyneht in sustainable
development.

14.  The Plarfocuseson reducinghealthinequities bothwithin andbetweercountries
and territoriesSpecific actiongo tackletheseinequitiesinclude hose recommended by
the Commission on Social Determinants of Heafthmultisectoral approach is at the
center of the effort to addressetlsocial determinants of healtnd is applied asa
crosscutting strategic approadh the Plan.Health in All Policiesis alsoa key strategy
that emphasizes coordinated plannargl interventionscrossall sectorsand between
levels of governmenwith a view to influencinghe social determinants that are beyond
the direct responsiliy of the health sectorThe Planalso outlines key public health
strategies, such as healtloprotion, primary health care, and social protection in health.

15. Inline withPAHO8 s ¢ o mmiativaneimgtuniversal health coveragadin

light of achievements by Member States toward this gted, Plan embraces the
progressive realization dafnivers& coverageas a central approacihis will enable
theRegion to consolidate advances in maternal and child health and control of
communicable diseases, reduce the burden of chronic diseases with innovative models of
care that include prevention and heghttomotion, and reduce gaps in accéssand
utilization of health services.

16. The Planhighlights four crosscutting themegCCTs) gender, equity, human
rights, and ethnicityTheseprogrammatic approachesll be appliecacross all categories
and program areas improve healttoutcomes and redudeequities in healthThe Plan
alsomakes full use of theew PAHO Budget Policy anthe fikey countries conceptIn

line with the principles of equity and Pan American soligathe Plan identifies eight

key countrie® Bolivia, Guatemala, Guyana, Haiti, Honduras, Nicaragua, Paraguay, and
Surinamé& where the Organizatiorwill place greater emphasis on its technical
cooperation to ensure that gaps are closed. Taking into acdwaintduntries and
territories in the Region have different health situations and needs, the Plan identifies
target countries and territorilsy out come i ndicators to
technical cooperation on specific public health issues.

n P/

f oct
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17.

Aligned with the impact goals at the global lé@as expressed in the WHO

12thGPW 20142019), and addressing the specific goals for the Region, the Plan
outlines nine impact goals for the period 22D19:

l.
Il.
[l.
V.
V.

VI.
VII.

VIII.

IX.

18.

| mprove hedakihgawdtWwelklQuity
Ensuhrealat hy start for newborns and i
Ensure safe motherhood

Reduce mortality due to poor quality
| mprove t he dhpdaad ulhatoifont hvei t h an emphasi s

ri sk factors
Reduce mortality due to communicabl

e

nf ar

of

di

Curb topureenamort al i tysuuia@idde@seci deaeheseamon

adol escents anadd4 yyeaeargs addfulage)( 15

Eli minate priority communicable disease

Prevent deatdhdisbhbnessy arising from em

The Pl ands spuctorgis agamzad in stx categories &ddprogram

areas (five per category). The 30 program areas represent gherities for the
Organization during the siyear period covered by the Plan. These program areas were
identified by Member States asarp of the development of the WHO 12th GPW
2014-2019,with further consultation to reflect regional specificitjhe six categories are

as follows:

Communicable diseasefeducing the burden of communicable diseases,
including HIV/AIDS, sexually transmidd infections, and viral hepatitis;
tuberculosis; malaria and other veebmrne diseases; neglected, tropical, and
zoonotic diseases; and vaccimeventable diseases.

Noncommunicable diseases and risk factoReducing the burden of
noncommunicable diseas, including cardiovascular diseases, cancers,
chronic lung diseases, diabetes, and mental health disorders, as well as
disability, violence, and injuries, through health promotion and risk reduction,
prevention, treatment, and monitoring of noncommuieaiseases and their

risk factors.

Determinants of healtrand promoting health throughout the life course:
Promoting good health at key stages of life, taking into account the need to
address the social determinants of health (societal conditions ih ywbaple

are born, grow, live, work, and age), and implementing approaches based on
gender equality, ethnicity, equity, and human rights.

Health systemsStrengthening health systems based on primary care; focusing
health governance and financing towarogressive realization of universal

9
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health coverage; orgamm peoplecentered, integratedervice delivery;
promoting access to and rational use of health technologies; strengthening
health information and research systems and the integration of evidémce
health policies and health care; facilitating transfer of knowledge and
technologies; and developing human resources for health.

V. Preparedness, surveillancand responseReducing mortality, morbidity, and
societal disruption resulting from epidemics, disasters, conflicts, and
environmental and fooetklated emergencies by focusing on risk reduction,
preparedness, response, and recovery activities that build resilienaseaad
multisectoral approach to contribute to health security.

VI.  Corporate services/enabling functiong-ostering and implementing the
organizational leadership and corporate services that are required to maintain
the integrity and efficient functioning of the Organization, enabling it to
deliver effectively on its mandates.

19.  For each category, éhdocumensets forth the scop#he contextby program area
key st akeholsttaegies or technadl gosperationrosscutting themes
strategic approaches in healthnd assumptions and risk¥his is followed by tables
presenting outcomes and outenindicators for each program area within the
corresponding categorA list of baselne and target countries and territories, defined
through nationatonsultationsaccompaniegsach outcome indicatofhe baseline year is
2013 or the year for which the ost recent data are available. The year is indicated for
those indicators without 2@data.

20. Recognizingthat the Plan will be implemented in a context of limited resources,
and responding to the recommendations of Member States to focus the work of the
Organization on priorities where PAHO clearly adds value, the Plan establishes a
prioritization framework to complement the PAHO Budget Policy.

21. PASBhasset outine overarching leadership priorities to guide its convening and
brokeing rolein relationto the SP 20142019:

€)) Strengthen the health sectords capacity
health, utilizing the Health in All Policies strategy and promoting increased
community participation and empowerment.

(b) Catalyze the progressive realizatiof universal health coverage, with emphasis
on the eight key countries, including promotion and preventive interventions.

(c) Increase intersectoral and multisectoral action for prevention and care of
noncommunicable diseases.

(d) Enhance the core capacities afuntries to implement the International Health
Regulations of 2005.

10
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(e)  Accelerate actions for the elimination of priority communicable diseases in the
Region.

() Conclude work on the healtelated Millennium Development Goalsand
influence the integration ohealth in the pos2015 agenda for sustainable
development.

(@@ Strengthen the health sectoro6s capacity
measure and demonstrate progress on healthy living andbeved.

(h)  Leverage the knowledge and expertise in counufehe Region for the provision
of technical cooperation, sharing successful experiences and lessons learned.

) Increase accountability, transparency, efficiency, and effectiveness of the
Bureauds operations.

22. The Plan outlines the differefdactors thatwill be required to ensure its efficient

and effective implementation, including strategies for technical cooperation, roles and
responsibilities of PASB and Member States, funding of the Plan (using a programmatic
approach to mobilize flexible resourcemsihd risk management

23. The Plan also includes the ,@mgepantingzati ono
framework for 2014019 PAHOOG s perfor mance wi || be a
progresgoward the attainment of the impact goals, outcqoraed outputs setud in the

Strategic Plan 2012019 using 26 impact indicators and9 outcome indictors and

corresponding targets.

11
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M. I ntroducti on

24, The Pan American Health Organization (PAF

Or gani z at ilevel planing ingrinmeerst,tas approved by its Governing Bodies.

The Plan sets out the Or ga nhezdldctivopndaiss st r at e (

of its Member States, and specifies the results to be achieved during the planning period.
The Plan also establishes the commitra@made by the PAHO Member States and the
Pan American Sanitary Bureau (PASB), thus serving as the basis for developing the
biennialProgramandBudgetsto implement the Pla’he Plan is countryfocusedand a
product of collaboration and consultation with Member States and incorporates
contributions of staff at all levels of PASB.

25. The PAHO Strategic Plan 2042019 (SP 201-£2019) responds to both regional

and global mandates. As a resut§ strategic agenda represents a balance between
PAHOOSs s ®dhe oegienal priorities established in the Health Agenda for the
Americas(HAA) 20082017, other regional mandates sgtRAHO Member States, the
coll ective national prioriti ety Coopgezationi f i ed
Strategies (CC and programmatic alignment withe General Programme of Work

(GPW) of the World Health Organization (WHOJhe Planis also cosistent with the
parameters of the main intergovernmental agreements for development operations of the
United Nations(UN) system The development and implementation of the Plan are
guided by PAHOG6s vision, mi s s i lays downvtlzel ue s,
framework for championing health, sustdite development, and equitand for
advancing toward the goal of universal health covertigecorporats the determinants

of health as an abncompassing theme that cuts across all its components.

26. The SP 20142019 will enable PAHO to continue building on the public health
gains achieved thus far in the Region of t
PAHO to guide interventions that address both new and existing challenges affecting the

Region. ThePlanwi | | continue to buil dndomlesppksHOG s r

learned dung previous planning periods.will support the continuing effort to increase

h

the accountability, transparency, and effec

ResultsbasedManagemen(RBM) frameworkand the new PAHO Budget Policy.

27. The SP 2014019 represents an important milestone in enhancing the alignment
and synchronization with WHO planning, programming, and budgeting processes, given

thao for the very fist time&d WHOO s GRWeendevel oped prior t o

Strategic Plan. The Plan also benefitted from input provided by thedvha Evaluation

of the Health Agenda for the Americas that was conducted in 2012. Furthermore, the SP
20142019 is shaped by thewsi on of the new PASB Director
the Americas: Sustaiab | e De v el o p mwythé pushnowardeaghievirng yhe
Millennium Development Goals (MDGSs); aru) the role ofhealth in thepost2015
development agendaDther key inputs include a review of regional public health
strategies and plans of action. The Plan will also contribute to strengthenibgitbd

12
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Nationsdevelopment system in line with ti@@uadrennial comprehensive policy review
of operational actites for development of the United Nations sys(éu67/226)

28.  Figure 1showsthe key elements of PAHO planning frameworks and their

alignment with the Health Agenda for the Americas 2008 1 7 as wel | as wit|
planning frameworks. The SP 202819 wll be implemented over the course of three
consecutiveprograms and budgef20142015, 20162017, and 201-2019). Increased

alignment and harmonization between the Strategic Plan and the CCSs is an important

aspect of the formulation and implementatidntlee Plan. The Biennial Work Plans

(BWPs) are operational plans developed by PASB entities to implement the Program and

Budget, and by extension the PAHO Strategic Plan.

Figure 1. PAHO and WHO Planning Frameworks

Health Agenda for the Americas (HAA)
2008-2017

WHO General Programme
of Work (GPW) 2014-2019

Country & Subregional
Cooperation Strategies

WHO Programme Budget
2014-2015 (2016-2017,
2018-2019)

/

29. Results chain: The SP 2014019 adapts the WHO results chain, clearly

identifying the relationship between planning instrumenifferent levelsas well as the
accountability and respectiveesponsibilities of PAHO Member States and PASB.
Becausedhe Plan is a joint commitment BIAHO Member States and PASsults will

bederi ved from the i mpl e me nt a tandostratege$ I ndi v
(atnational or subnational level), PASB operational plans, and the collective efforts of

the Organization, ashownin Figure 2. Setion VIII includes details on monitoring,

reporting, accountabilityand transparency for the Plan.

30. The Strategic Plan and the Program and Budget together cover the complete chain
of results. The Strategic Plaontainsimpact and outcome results with itheespective

13
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indicators, while the PB outlines the outputs that Member States and PASBoagige
to achieve in a particular biennium, as well as the biennial outcome indicator targets.

Figure 2. PAHO/WHO Results Chain

PAHO Strategic Plan /
WHO Global Programme of Work

Pan American Sanitary Bureau \ )

Operational Plans !

(PASB Accountability) PAHO/WHO Program and Budget
Y ]\ i )
. Results
Implementation (Member States and PASB Joint Responsibility)
) in collaboration with partners
Inputs —> Activities |—> Prodqcts/ Outputs |=> Outcomes |—>| Impacts
Services
Financial, Tasks and Deliverables f— Changesin Increased Improvement
human, and actions against an national policies, capacity, in the health
material undertaken agreed strategies, plans,  increased of people
resources budget laws, programs, access to health
services, norms,  services, or

=

standards, or reduction of risk
guidelines factors

1 |

| 1
Countriesd Operational NationalVSubnational Plans and Strategies
(Country Accountability)

31. Impacts are sustainable changes in the health of popuktionwhich PAHO

Member States, PASB, and other partners contribute. Such changes will be assessed
through impact indicators that reflect a reduction in morbidity or mortality or
improvementsin well-being of the populatione(g, increases in peopl ed
expectancy). Consequently, implementing the PAHO Strategic Plan will also contribute

to both regional and global health and development.

32.  Outcomesare collective or individual chaeg in the factors that affettte health

of populationsto which the work of the Member States and PASB will contribute. These

include, but are not limited to, increased capacity, increased service coverage or access to
services, and/or reduction of hduaitlated risks. Member States are responsible for

achieving outcomes, in collaboration with PASB and other PAHO partners. The

out comes contribute to t he Pl anbs I mpact (
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outcomes will be assessed with corresponding atdis that measure changes at national
or regional level.

33. Outputs are changes in national systems, services, and tools derived from the
collaboration between PASB and PAHO Member Staftes which they are jointly

responsible. Theseutputsinclude, butare not limited to, changes in national policies,

strategies, plans, laws, programs, services, norms, standards, and/or guidelines. The
outputs will be defined in the respective PB and will be assessed with a defined set of

output indicators thatwillmeasr e P ASB&s ability to influence

34. For Category 6 (Corporate Servifiesabling Functions), the outputs and
outcomes will reflect institutional changes that support the efficient and effective delivery
of technical cooperation by the Organizatia the other five programmatic categories.

35. PASBoperational plansinclude the following components:

€) Products and servicedeliverables against an agreed budget for which PASB is
directly accountable during the biennium. Products and services are tangible and
observable.

(b)  Activities: actions that turn inputs into products or services.

(c) Inputs resources (human, financial, ma&é¢and other) that PASB will allocate to
activities andhatproduce products or services.

36. The operational planning components are necessary in order to achieve the

outputs and contribute to the outcomes and impacts. PASB operational planning
componentsar e not included i n the Organizati oni
operational plans of the different PASB entities (offices, departmentsunits)

MemberStates participate directly in PASB operational planning protessigh the

PAHO/WHO Representatie Offices

37. Risks and assumptions The full results chain is predicated upon a number of
risks and assumptionBor example,ltey includethe premise that resources and countr
collaboration are in place tensure that interventions contribute to and achieve the
outputs and outcomess outlined in the Plan. This will contribute to the realization of the
impact results and by extension the strategic vision of the Plan.

38. Lessons learned:The PAHO SP 2012019 huilds on experiences and lessons

learned from previous plans, programs, budgets, and otherldvgh planning

instruments and processes, including those of WHO. Particular emphasis has been placed

on the lessons learned from the PAIS®@ategic Plar20082013, given that this was the

first planto have been implemented using ResultsbasedManagemenapproach and

the firsttobeal i gned with WHOG6s planning and budget
these lessons will be essential for the successfulemmghtation of the Plan and for

continuing improvement in the efficient and effective management of the Organization.

Key lessons learned are outlined below, and Arnesgludes additional details.
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(@)

(b)

(€)

(d)
(e)
(f)

(9)

(h)

Increased ownership and involvement of Member Statdseidévelopment and
implementation of the Plan, particularly in setting priorities and targets, is critical
for successful implementation of the Plan.

Implementation of all aspects of the RBM framework is necessary and should be
accompanied by simplificatio of processes, improvements in the quality of
indicators, delegation of authority, and mechanisms for accountability.

Enhanced programmatic alignment with WHO will facilitate better program
management, optimization of resources, and immtewenitoring aw reporting
processes.

Greater coherence is needed between the Strategiamiahe different planning
frameworks, including the CCSs and regional pkams strategies.

Allocation of resources should be improved, according to programmatic priorities
andusing objective prioritization criteria and methodology.

A basic level of funding for country presence, as addressed in théBneget
Policy, should be ensured by the Organization in order to effectively deliver
technical cooperation programs to Membext&s.

National Voluntary Contributionshould be included in the Program and Budget
to provide a full appreciation of the contribution of the Member States to the work
of the Organization.

Efforts to increase efficiencies should be continued, includingutir cost
containment measures, use of technology and innovation, and new modalities of
technical cooperation.
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IV. The Cont ext

39. Over the past decade the Region of the Americas has made sustained progress in
improving the health of its population, bitstill faces important gaps and emerging

issues that countries are attempting to solve both individually and collectively. This

analysis highlights the leading health gains, gaps, and trends in the Region as the basis

for defining the strategic agenda armresponding interventions outlined in tB&ategic

Plan 20142019. The analysisdraws onrecent informationn Health in the Americas

2012 the Midterm Evaluation of the Health Agenda for the Americas 22087, a

review of the Country Cooperation Segesand a revi ew of report
strategies and plans of action, among ofioerrces

Political, Economic, Social,and Environmental Context

40. The Region continues to move toward greamocracy, with notable progress

in a number of areas. Couies are undertaking reviews of their constitutional
frameworks and initiating more transparent electoral and participatory processes. There is
a gradual trend from electoral democracy toward participatory democracy, with growing
decentralization, greaterommunity empowerment, redistribution of power, and new
concepts of citizenship.

41. Countries of the Region are participating in various alliances, initiatives, and
blocs based on geographic proximity and/or on shared commercial, cultural, or political
interests. Countries are playing a more prominent role in global strategic blocs such as
the Organisatiorfor Economic Ceoperation and Development (OECD), the Graip
20(G20), the forum for AsidPacific Economic Cooperation (APEC), and the BRICS
group (BraZi, Russia, India, Chinaand South Africa). Furthermore, new partnerships
and forums have recently emergedhin the Region, includinghe BolivarianAlliance

for the Peoples of Our Americanown by its Spanish acronym, ALBAthe Union of

South AmericanNations (UNASUR) and the Community of Latin American and
Caribbean Stategvhich coexist with older regional and subregional entities.

42.  There is a shift in theommunications environment in the Regidniven bythe

rapid expansion of Internatcessgrowinguse ofmobile communicationgndincreased
access to online information and serviddesw and emerging methods of communication
emphasize interactive platforms, tm@y communication, and the sharing of content,
news, and feedbackicreasing tine is spent on social networking sites, especially among
women and social media are redefining the way we think about communication in
thearea of health and health risk8Vhile these trendsoffer new opportunities

to communicate, leatnand exchange infmation, they are also influencing changes
in culture, lifestyles, behaviprand consumption patternswith direct impact on

p e o pHedtld s

43. Since the 1990s, Latin Americand Caribbean countridsave madestructural
changes that include adjustmetdssocial security, trade, tagndfinanceprograms. In

17



0OD345

some cases these have includegissive privatizations. These chanpase not always
been coupled with public investmentsn health, education, infrastructureand
environmental protectionThis highlights the need for structural changes that increase
support to and harmonization of these vital sectors. Although still controversial, evidence
suggests that public investments in the health and human capital of poor paople
contributed substantially t@ducing poverty in many Latin American countries.

44.  Countries of the Region are becoming increasingly integrated into the global
economy, a process that is considered to hold potential benefits for Latin America.
Although Latin American countries did not escape the effects ajfltial economic and
financial recessionthey weathered the crisisore successfully than other regions of the
world, showing faster signs of recovery. Between 2008 and 2010, mostRéthei o n 0 s
countries implemented anticlical economic policies to counteract and mitigate the
cycle. Such measures protected, and in some cases even expanded, public social
spending Of particular note areonditional cash transfer programshich by 2010
amounted to 3% of total gross domestic product (GIDR)atin American countries

45.  Due to the unfavorable international context, economic growth in Latin America
and the Caribbean slowed during 2012, although the pesitnd continuesRegional
GDP grew ly an estimate®.1% in 2012, about percentage point lower than the
preceding year. The slowdown affected mosff the South American countries,
whoseGDP growth was estimated at 2.7% in 2012 (1.8 percentage points less than the
4.5% registered in 2011By contrast,the countries of Central America registered a
growth ratesimilar to theprecedingyear, while the Caribbean showed slightly higher
growth. This lower performance of the largest economies in Shanérica decisively
influenced the regionaténd. Despite the slowdowsf GDP growth in the Region, most

of the countries mainta@u a positive growth rate, which is mainly explained by the
dynamics of domestic demand and, to some extbpt the relatively favorable
performance of investments andoexts in some countries.

Social Determinants of Health

46. Income, employment situation, educaticend housing are among the most
relevant social determinants of healthth influenceon other intermediate and proximal
determinants of health.

47. Human develpmentindicators are improvingn the Region. Between 2000 and
2012 the Human Development Index (HDIxlueincreased from 0.683 to 0.741 Latin
Americg 0.632 to 0.687 in the Caribbean, and 0.906 to 0.935 in North America. Latin
America has reached wihahe United Nations Development Progras (UNDP)
considersto be a high level of humardevelopment (0.711). However, differences
still exist within and between countrieas shown by thdéower HDI figures for the
Caribbean countries.
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48. Despite these encouraging indicatopgverty and inequities continue to be
challengs for the Region. Some recent evidence qualifies Latin America and the
Caribbean (LAC) as the most inequitable regiothe world with 29% of the population
below the pwerty line andhe poorest 40% of the population receiviags than 15% of
total income. On the othdrand evidence points towaran overallreduction in income
inequality. During the first decade of this century, income inequdétinedin most
Latin American countries

49. Despite the level of macroeconomic stabilizatitimere is recognition ofthe
need to intensify reforms in certain critical a@dsscal, labor, and social protection,
among others.

50. The increase inemployment incomeand the effect of redistributive income
policies implemented through progranthat provide progressive and sustained
conditional cash transfers to the most vulnerable grtvapshad a positive impact on
poverty and inequality levels in the Region

51. Theoverallunemployment ratdecreasedor women and men in most countries

of LAC in 2012. However, gender gaps persist in employnsentnemployment among
women continues to be 1.4 times the male unemployment rate. By the third quarter of
2012, the regionainemployment rate was 7.78a womenand 5.6% for men decline

was also observed in the unemployment rate for young pespieh movedrom 15.2%

to 14.3%. Despite this progress, there are still concerns about the exclusion of
youngpeople from the laor market, asyouth unemploymentis triple that of the
adultpopulation.

52.  Payroll employment continued to grow more vigorously than setfiployment

in some of the countries, which is an indication of labor market modernizatidrihe
growth of the formalsectorin these countriesNondheless,informal employment
remains important in many countriesorgideration has to be given to the quality of
employment anavorkplaceconditionsin both the formal and informal sectors.

53. Education and healthare interréated cornerstone®f developmentA boost in
educational levels is associated with improvements in population health and increases in
productivity, social mobility, poverty reduction, and citizenshipilding. In LAC,
significant advances have been maoleard achieving universal primary educatiddy

2010 such coverage reached 95%, with some countries having up to 99%. The school
lagd measured by the number of girls and boys who drop out of primary school or do not
finish their last year in the period agsed is very important for the health sector.
Adolescent pregnancy is most concentrated among girls who have dropped out of school,
and the highest child mortality and morbidity rates are seen in children born to adolescent
mothers.Various studiedind that completingsecondary education constitutes the bare
minimum of schooling that a person needs to improve his or her living conditions.
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54.  Genderequity and ethnic equity are increasinglya part ofthe political agendas

ofmany of the Regiondés countries. There has |
of the rights and contributions of women, of indigenous and -A&scendant

populations, and of groups of diverse sexual orientation, including lesbians, gays, and
transgeder persons. In particular, more women have assuegsgtership positionsn

2011, five of the Regi on 0 s Howeverrhe numbesof wer e g
women who hold elected positions at all levels is still insufficiaabnly about20% of

suchpostsin LAC were filled by women in 2010.

55. In LAC, womenaccount for the majority afaregivers (90%) tahe elderly They
shouldera physical and economic burden that is not remunerated or acknowledged.
Available evidence indicates thatth theagingof the populationthe epidemic increase

in chronic diseases and disability, and timited institutional responsew o me n 6 s
unremunerated workload in providietdercare will continue to rise.

56. Poverty reduction progr ams nttoboves thgwr o mot e d
resources, including access to health care and education. In the Region of the Americas,
women as a group have surpassed men in terms of schddbngver,these gains are

not fully reflected in economic welbeing especially in terms oivages where women

continue to lagpehindmen

57. Some 1,100 indigenous groups live in the Regiodigenouspeoplerepresent

10% of the total populatiom LAC, 4% in Canadaand 1.6% in the United States.
Regardless of their country of resideniceligenousand otherethnic groups, along with
Afro-descendants, suffer varying degrees gsajcial exclusion and vulnerability.
According to the World Bank, some of these populations receive onlytd@®% of

what nonindigenous populations earn. Given ¢herent levels of poverty and social
exclusionamong discriminated ethnic groups, it can be expected that negative impacts on
health will pesist across generatians

Demographic Trends

58. Bet ween 2005 an dtotd popubation rode éomrB&6gTiilliomtd s
954 million inhabitants However, a relative deceleration in demographic expansion is
underway From 1.3% in 1992000, average annual population growth at the regional
level dropped to 1% 20052012

59. Between 2005 and 2012, tkee g i ttal dnertality rate declined from 6.9to

5.9 per 1,000 populatianThetotal fertility rate for the same period dropped from 2.3

2.1 children per woman. Demographic changes show different evolutionary gradients
from country to country

60. Between 2005 and 2013ife expectancyin the Americas for both sexes is
estimated to have risen from 72.2 to 76.4 y@adouryear increase in one decéde
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with an additional increase of 6.5 years projected for 2050. Howegnjficant
differencesdhetweercountries persist.

61. In 2012,morethan 100 million peoplever 60 years of agdived in the Region.

By 2020 this figure is expected to doukd@d more than half of these people will live in
Latin America and the Caribbea@onsequently,atal dependencyatiosare increasing.

In 2010, the estimated total dependeratjoin LAC was 53.3, while in North America it

was 49.0. By 2050, these figures are expected to rise to 57.0 and 67.1, respectively. In
2010, the highest proportion of dependency in the Remponrred among lowancome
population® which, in a pessimistic scenario, could help perpetuate the cycle of poverty.

62. Latin American countries without exception have an advantageous demographic
situation for economic development, thecatied demographic bonus.The first phase

of this process is characterized by a ratio of more than two deperideetgerythree
economically active persons. In the second phase, regarded as the most favorable, the
dependency ratio reaches a low level of fewsn two dpenderd per three active
personsand remains steadin thethird phasedhe ratio is still favorablewith fewerthan

two dependents per three active persdng it is changingecause of the increasing
number of old peopleOverall Latin America is inthe second phas&his phase started

by the beginning of the 21st century and is expected to last until the end of 120201
decadewhen the third phase is expected to stad extend to the early 2040s

Health and Environment

63. In tandem with populatiomgrowth, urbanization is havinga direct influence
onthe environment and its sustainability. Almost 80 percent of the LAC population
livesin urban aregsbut there areconsiderable variations within thRegion across
subregionsand countries.Countriesand territories withhighly urbanizedpopulations
(over 77%)include Anguilla, Argentina, Bermuda, Brazil, Canada, Cayman Islands,
Chile, GuadeloupeMexico, Peru, Puerto RicoUnited StatesUruguay, US. Virgin
Islands, and/eneaiela Those withlow urbanization(below 50%) includeAntigua and
Barbuda, Aruba, Barbados, British Virgin Islands, Grenada, Guatemala, Guyana,
Montserrat, Saint Kitts and Nevis, Saint Luc&gint Vincent and the Grenadinesd
Trinidad and Tobago.

64. The Region of the Americas has already reached the Millennium Development
Goal for access to improvettinking water sources anflasic sanitationand is on track

to reachthe sanitation target for 2015. Howevararked inequalities persistithin and
between ountries While addressingnequalitiesin access to drinking water and basic
sanitation, the Regioalsoneeds tdackleotherenvironmentalssues with airect impact

on health

(@ Solid wage management remains a concern. Hazasdwastewithout prior
treatment is frequently disposed of alongside common waste in many
LAC countries.
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(b) Regarding ambien&nd indoorair pollution, it is estimated that more than 100
million people in the Regiomre exposed to concentrations of environmental
contaminants exceed the recommendekmits in WHO air quality guidelines.
Indoor air pollution from the burning of solid fuels is the environmental risk with
the greatest disease burden in LAC.

(c) Pesticide contaminationis a prevalent problem in the Regidhhas been mas
extensivelydocumented in Central Americavhere 33 million kilos of active
ingredient were importectach yearbetween 1977 and 2006eventyseven
percentof these arepersistent organic pollutamtthat should be eliminated
according to the Stockholm Convention.

(d) Control and management diemical risksis particularly related to thgrowth of
mining activity. In Latin America, mining increased from 4.3% refgionalGDP
in 2001to 6.1%in 2011 Although the expansion of mirgnis positive from an
economic point of view, ithas direct and indireampacts on health and the
environmentthat can result in higher costs to public healfinis means that
impact assessments are essential.

65.  Vulnerability to natural disastersand the #ects of climate changeis a global

problem Of the 63 citiesn LAC with one million or more inhabitants, 38 are in areas at
greatest risk for at least one type of natural disabtany populations in situations of
socioeconomic vulnerability are settlenlands that are potentiallgffected by climate
change. Higher rainfall caused by extreme weather phenomena connected to climate
change leads to increased deposits of chemical contaminants such as nutrients and
fertilizers in coastal zones, supportitige proliferation of toxic algal blooms. These
changes have implications for food and nutrition security and safelfpr safe drinking

water, as well as for the prevalence of vedborne diseases

Regional Health

66. Given the 2015 target date for tMDGs, 84% of the time for achieving these
goals has already passed. The Region has made progress but chaflerajgsnostly
related to inequities in healttithin and between countries

€) Infant mortality continues to decline in the Region. In Latin America and the
Caribbean, thénfant Mortality Rate(IMR) fell from 42 per 1,000dive birthsin
1990to 16 per 1,000 in 20118 62% reduction.Evenlower IMRs are observed
in Barbados, Canada, Chile, Costa &i€uba, the United Statesnd Uruguay
(5to 12 per 1,000 live births), while the higheates are in Bolivia and Haiti
(40to 45 per 1,000 live births).

(b)  Maternal mortality has declined in the Regidout remainstoo high Many
countries will fail to meetthe MDG target by 2015The regional Maternal
Mortality Ratio (MMR) declined from140 per 100,000 live births in 1990
80in 201Q a 41% reduction However,the trends differ between countriékhe
leading causes of maternal mortality remain assocwitidguality of care.
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()

(d)

(e)

(f)

67.

Estimates of newHIV infections in the countries of the Region reflect a
reduction in morbidity and mortality. In 2011, the Region accounted for nearly
6% of all new HIV infections worldwideCertain populationsface higher
deleterios impact includingmenwho havesex with men(MSM), sex workers,

and mobile populatian

Between2000 and 2011the Region reported 8% reduction in morbidityand a
70% reduction in mortality frormalaria. The majority of countries with endemic
malariahave successfully reduced the disease butulgrchallenges remain.

Member States have made progresstuberculosis (TB) control. In 2011
thedetection rate wa81% of the casestimated byWHO for the Region of
theAmericas. Despite this progress, multidrugresistant tuberculosisand
HIV-associated tuberculosigose serious challenges that must be addressed.
TB control is hindered by thpersistence of sociahequities and vulnerabilities,
notably poverty, migration,and limited access to health séces especially
amongvulnerable populations such as drug users, homeless, meilitaiind
ethnic minorities

Regarding sustainable access safe water and basic sanitation access to
improved water sources was 96% the Region in 201@99% in urbanareas
and86% in rural areas).Coverageof improved basic sanitatiowas at 88%
(91%in urbanareas and 74% in rural areas). Howewsmcerns about water
quality continueasof 2010, 36 million people in the Region did not have access
to drinkingwaterfit for human consumptiorApproximately120 million lacked
improved wastewat and sewage disposal services, aedrly 25 million people

in LAC defecate outdoors. Low safe water and sanitation coverage tends to be
observed among people in lower incoméntles. Water, sanitation, and hygiene,
particularly for the most vulnerable populapneeds ongoing support.

The Regionfaces an important burden nbncommunicable diseaseéNCDs),

with an estimated 250 million people suffering from at least ortherh.In 2010,more
than 75% of health care costs were due to chronic conditions.

(@)

(b)

(©)

Cardiovascular diseases(CVDs) are the leading cause of death from
NCDs.Premature deaths from CVDs are more frequent among men than women
and occur at the age of greatpsbductivity, causing severe economic and social
damage.

Malignant neoplasmsare the second leading cause of death in the countries of
the Americas Cancers of theuhg, stomach, colgrand breastre the leading
contributors to cancer mortalityncidenceof cancers particularly cervical and
prostatecancersis highest in lowand middleincome countries. The incidence of
malignant neoplasms depends on complex interrelationships among biological,
genetic, and lifestyle factars

Diabetes mellituscausesaround 242,000 deaths annually in the Reg#tudies
estimate that 22,000 of these deathg8%) could be avoided through early
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detection and treatment, especially ppople younger than 50 years of age.
Forecasts indicate that the number of people witbedées in the Americas will
increase from 62.8 million in 2011 to over 91 million in 2030.

(d) Chronic kidney diseasg(CKD), caused mainly by complication$ diabetes and
hypertension, has increased in Region From 1990 to 201 @lisability-adjusted
life years(DALYs) due to CKD increased 20% in thénited Statesand 58%
in LAC. Many Central American countries have recognized the need to better
understandand controla severe type of CKDhat isunrelated to diabetes and
hypertension This severe diseagwimarily affectsyoung men working in the
agricultural sector, a situation that is having a dramatic social and economic
impact on families, communitieand health services.

68. Sharedrisk factors for NCDs are tobacco consumption, harmful use of alcohol,
unhealthy diet, and physical inactivity. Of particular con@ethe rapid and deleterious
changes taking place in food consumption and eating habitssthe Region. These
shifts affect broadsectors ofthe population, especially lemcome and lessducated
people Serious efforts to addreiserisk factorsmust undergird the effotb halt NCDs.

69. Violence including gendebased violenceis a growing problem and a major
public health challege in the RegiorBetween 1999 and 200R8,is estimated that over

5.5 million people died from external causes (thdsinct from natural causes and
recognized as avoidabl@cluding homicides, accidentgnd suicides)Three and a half
million of thesedeaths (64%)an average of 319,000 per yezrcurred among youth and
adults10-49 years of ageOf total deaths from external causes, 84&seamong males,

five times more than among women. The most frequent external causes were homicides
(33%) and lad transport accidents (26%).

The Health System Response

70 The Regionds health systems are charactel
by a variety of financing and affiliatiomechanismsThe supply of health servicesalkso

fragmented, with many different institutions, facilities, or units that are not integrated into

the health care network. Both of these characteristics increase the inequity in access and

reduce efficiency in health care delivery and service management.

71. The underlying reasons for this segmentation and fragmentation are complex.
They frequently reflect systemic factors of a social, political, and economic nature that
have been accumulating over time. In this context, the health services themselves become
an important health determinant. Health services have the potential to help improve
equity insofar as they advance universal coverage financed through progressive public
resources that reduce enftpocket expenditures to a minimum and eliminate
discriminatay practices and differential quality of care.

72. I n recent year s, t he Regi onds countri
universalization of health systemghrough policy reforms and changes that emphasize
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the right to healtland the reaffirmation gfrimary health care (PHC). The importance

of effectively implementing the values and principles of the PHC strategyciparly
through comprehensive and multisectoagiproaches to address the determinants of
health, is widely recognizedNonethelessseveral ch#¢nges persist, particularhyith
respect tchow to advance toward comprehensive service coverage, reduce copayments
and other oubf-pocket expenses, and guarantee similar benefits to all. Other important
challenges include improvements to the qualitycafe and tailoring the response
capacityof the serviceso health care demand.

73. The Regionhas reaffirmedthe primary health care strategmnd the goal of
Healthfor All, and severalcountries of the Region are making substantive efforts to
incorporate PIC into their renewed health care moddis.some countrieshowever,
PHC practice has been limited to offering filstel care, frequently to loamcome
groups,with only a few health promotion and preventive activiti8sich an approach
compromises theesponse capacijuring health crises.

74. The most recent periotlas beencharacterized by a sustained dynamism in
developinghuman resources policies, strategies, and plans in tune with global, regional,
and nationapriorities Thereis broad consensus the Regioron the steering role of the
health authorityfor strengtheninghuman resources. This implies seeking strategic
coherence in the organizatimf health systems and servicesile building a close
relationship with training institutionsThis gproach has brought aboan effective
expansion of coverage through multidisciplinary family and community health teams,
which are responsible for a given population and territory in rural, urban, outlying, and
remote areasAlthough the countriesof the Region have made progresstire areaof
human resources for healfHRH), they have not yet achieved a satisfactory composition
or distribution of their health workforce.

75.  Throughout the history of LAC, expanding health service coverage has been the
main objective for several countries. Evidence indicates, howevenquhhbty of care is
also pivotal for maintaining and improving individual and population health.

76. From 20® to 2010,total health expenditurein LAC as a percentage of GDP
rose from 6.8% to 7.3%. During the same period, average public health expenditure in
LAC increased from 3.3% to 4.1% of GDExpenditure was significantly higher in
Canadd8.4% of GDP) andhe United State@.0% of GDP) in 2010.

77.  In 2010, total per capita health expenditureranged fromUS$90" in Bolivia to

$2,711 in the Bahama$b5,499 in Canada, ar8,463 in the United State&lthough per

capita expenditure is relevant, no linear relationship exists between the amount spent and
health outcomeOther variables alsoarry great weight, among them social protection
policies (or lack thereof), health system management and organjzthe scope of

! Unless otherwise indicated, all monetary figures in this report are expressed in United Slates
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public health programs and health promotion activities, and regulation of the health
market.

78.  Out-of-pocket health expenditures in LAC dropped from 3.5% to 3.2% of GDP

from 2005 to 2010Direct outof-pocket expenditures have an impasking effect on

families. Experience indicates that providing universal coverage and pooling funds
constitute the best options for protecting
medical expenses.

79.  Although LAC countries have moved forward iorfhulating and implementing
pharmaceutical policiesover the past five yearenly a few have updated them. In 2008,
estimates show that in LAC, average annual per capitadfquicket expenditures for
medicines amounted ®97, ranging fron$7.50 in Bolivia to over$160 in Argentina and

Brazil. The use of generic drugs in the Region has not advanced as much as desirable,
partly due to limited incentives aimubdequate regulatory frameworks.

80. The countries of the Americas differ widely in terms of the cage and quality

of their health information systems A 2008 study revealed that 7 of 26 countries have
improved their vital statistics registries, exceeding 85% coverage at the national level
Sevenother countries only record up to 50% of these events® of every two births or
deaths. The low number of births in health facilities in some countries and the limitations
of statistical officesmake it difficult for countries tamprove the recording of vital
statistics. In terms of data quality, a recem¢gional assessment showed that only

19 countries studied provided good data. Regarding vital statistics, a recent analysis in
the Regionshows that there is a growiragvareness of the importancerefjistering all

vital events and that coverage of birtBads to rise whefa) the country accepts the right

to identity as a human right, aio) other sectors of society such as education and health
require registration of these vital events. Regarding death registry, the monitoring of the
commitments made by the countriesatthievethe MDGs, especially in relation to infant

and maternal mortalit hasmotivatedcountries to increase coverage.

Status of the PAHO Strategic Plan 2002013

81. As previously noted, theSP 20142019 builds upon progress towarthe
achievement ofthe objectives and results set forth in the SP 2R083. The final
assessent of the SP 2008013 revealed that the Organization maintained a consistent
implementation rate throughout the three biennia covered by the Plan. By 2013, seven of
the 16 Strategic Objectives (SOs) were fully achieved (with 100% of targets met or
exceead) and nine partially achieved. Of the nine partially achieved, eight reached over
75% of their indicator targets; and only one ($@dmmunicable diseases) attained less
than 75% of its targets. Out of 90 Regwide Expected Results (RERS), 75 (83%) were
fully achieved and 15 were partially achieved. Of the 256 RER indicator targets for 2013,
a total of 233 (91%) were reached. Not only were they reached, but 127 of them (54%)
were exceeded.

26



OD345

82.

The 15 RERspartially achievedvere as follows:

11

1.3

1.6

2.1

3.4

6.2

6.3

6.5

9.4

10.1

11.2

11.3

11.5

12.1

Equitable access to vaccines: challenges with achieving 95% coverag
subnational level.

Prevention, control, and elimination of neglected diseases and commur
diseases: targets related to leprosy, elimination of human rabies transmit
dogs, surveillance of preparedness for emerging zoonotic diseases,
domiciliary infestation index not achieved.

International Health Regulations (IHR) darepidemic alert and responsé:
countries met the requirements and 29 requested extensions.

Prevention, treatment, and care of HIV/AIDS and TB: AR&ntiretroviral
therapies)coverage for HIV not achieved; challenges with TB treatment suc
and low antenatal care and surveillance systems for congenital syphilis.

Interventions for chronioncommunicable conditions: target for cost anal
studies on violence not achieved.

Surveilance of major risk factors: 2@ut of 30 countries developed nation
surveillance systems using the Global School Health Survey to produce r
reportson health risk factors that affect youth.

Prevention and reduction of tobacco use: 19 out of 23 target cou
implemented regulations on the packaging of tobacco products and upd:s
least one component of their tobacco surveillance systemoré countries (out o
35) need to achieve the target.

Prevention and reduction of unhealthy diets and physical inactiitye were
challenges in advancing national policies to promote healthy diets and pt
activity (only 9 out of 20 countries achieved the indicator).

Nutrition plans and programs: 21 out of 25 target countries reported nutri
interventions in their programs for responding to HIV/AIDS and other epidern

Intercultural health policies: only 5 countriesported progress with integratir
intercultural considerations into policies and Rblsed health systems.

Health information systems: 20 out of 27 target countries implemented the |
Core Health Data Initiative.

Access, dissemination, @nutilization of health information, knowledge, ai
scientific evidence for decision making: target number of countries monitorin
healthrelated MDGs was not achieved.

PAHO as the broker for public health information and knowledge: The reg
information platform is installed but pending review and adjustment for Ph¢
implementation/corporate coordination and roll out.

Access to medicgdroductsand health technologies: unrealistic target (17) se
number of countries to achie®0% voluntary noremunerated blood donation
12 out of 17 achieved.
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13.2 Basic indicators and information system for HRH: the expected numb
countries participating in the HRH Observatories Network was not achié9e
out of 36 achievel.
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Figure 3. Rating of Strategic Objectives(SOs)
and Regionwide Expected Result{RERS), 20082013

so

RER1

RER2

RER3

RER4

RERS

RERG6

RER7

RERS8

RER9
SO 01 Communicable diseases SO 09 Nutrition, food safetyandfood
SO 02 HIV/AIDS, tuberculosis, andnhalaria security
SO 03 Chronicnoncommunicable diseases SO 10 Health services
SO 04 Maternal, child, adolescerandelderly SO 11 Health systems leaderstapd

health governance
SO 05 Emergencieanddisasters SO 12 Medical productg&ndtechnologies
SO 06 Health promotiorandrisk factors SO 13 Human resources for health
SO 07 Socialandeconomic determinants of SO 14 Social protectiormandfinancing
health SO 15 PAHO/WHO leadershipnd
SO 08 Healthier environment governance
SO 16 Flexibleandlearning organization
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V. Strategic Agenda

Strategic Overview

83.
out

This section constitutes the core of BAHO Strategic Plan 2012019 It sets
the Planbés strategic direct igudedbyor

PAHOOGs vi s,amdwvaluesmi ssi on

P A H @ ¥ision, Mission and Values

Vision

The Pan American Sanitary Bureau will be the major catal

for ensuring that all the peoples of the Americas enjoy optif

health and contribute to the wdlking of their families and
communities.

Mission

To lead strategic collaborative efforts among Member Stat
and other partners to promote equity in health, to combg
disease, and to improve the quality of, and lengthen, the liv{
the peoples of the Ameas.

Values
Equity - Striving for fairness and justice by eliminating
differenceghat are unnecessary and avoidable.

Excellence- Achieving the highest quality in what we do.
Solidarity - Promoting shared interests and responsibilities

enabling collective efforts to achieve common goals.
Respect- Embracing the dignity and diversity of individuals|
groups, and countries.
Integrity - Assuring transparent, ethical, and accountable
performance.

30
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PAHO6s Core Functions

1. Providing leadership on matters critical to health
and engaging in partnerships where jointaarcts
needed.

D

2. Shaping the research agenda and stimulating th
generation, dissemination, and application of
valuable knowledge

3. Setting norms angtandards, and promoting and
monitoring their implementation

4, Articulating ethical and evidend®ased policy
options.

5. Establishing technical cooperation, catalyzing
change, and building sustainable institutional
capacity

6. Monitoring the health situatiomd assessing
health trends

84. The StrategicPlan responds to the priorities set out in the Health Agenda for the
Americas 2008017 and is also alignedith the WHO 12th GPW 20140109. It
responds to key regional mandatestmd ount ri esd® coll ective prio
the Country Cooperation Strategies and other national strategic documents.

85. Under the theme fAChampioning Health: Sus
the Planfocuseson reducing inequities in health inetRegion within andetween

countries and territories in order to improve health outcoindme with this, and with

attention to a country focus, h e  Rrlaia strategies(a) promote health and well

being; (b) advocate a multisectoral approach ailé@ddressing the social determinants

of health; and(c) foster collaboration with all the countries and territories toward the
progressive realization of universal health coverage. Specific strategies are outlined under
each category aorefurctbnsng t o PAHOO6s ¢

86. PAHOG6s commitment t o -swmdung dang explicit irthee al t h |
Or gani zvesion, missios, valuesand mandatesjt is also in line with the
HealthAgenda for the Americas 20a817. The ternfinequityd has a moral and etlat

dimension referringto unfair and unjust inequalitiekatare unnecessary and avoidable.

In order to describe a certain situation as inequitable, the cause has to be examined and
judged to be unfair in the context of what is going on in the resbtméty. Reducing

health inequities is a matter of fairness and social justice.Sfh20142019 clearly

articulates the commitment of Member States BA&B to (a) reducehealth inequities;
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(b) reducethe health differentialsvithin and between countrie® the lowest level
possible; andc) in doing so.createthe opportunity for all to attain their full potential in
health.

87. Health inequity is at the core of the social determinants of health. The
Commissionon Social Determinants of Health (CSDH) wastablished by WHO to
address the question what, if anything, can be dorie tackle health inequalities. This
Plan follows the proposed set of overarching recommendations and focusesate tie
the health sector in addressing social determinants oféalth. In that regard, the
Americas Region proposed the concepteflth in All Policiesas a keyStatestrategy
that emphasizescoordinated planningacross all sectors and between levels of
governmentwith a view to influencingthose social determinantbat are beyond the
direct responsibility of the health sector (g.g@ducaibn, employment, housing). The
Health inAll Policiesstrategycenterson equity, facilitates progressive realization of the
right to health,and generatesynergies to advance thsistainable welbeing of the
population.The SP 20142019identifies specific actions to tackle health inequities, such
as those recommended by the CSDH, across all program areasultsectoral
approach to health is at the center of the health systeeffort to address the social
determinants of health and isa crosscutting strategic approacimderlyingthis Plan.

88. PAHO is committed to advancing universal health coverageand this isa key

pillar of the SP 20142019. This approach offers the Region the opportunity to
consolidate and maintain achievements by Member States in recent years, and at the same
time reaffirms health as a key elemeémtsustainable developmenthis approach will
address existing challengesthe Regionit will consolidate advances in maternal and

child health and control of communicable diseassguce the burden of chronic diseases

with innovative models of cathatinclude prevention and health promotion, and reduce

the gaps in access and utilization of health services.

89. Building on the progress made in the Regithis Plan aims to move toward a
vision focused on healthy living and welbeing. Accordingly, it seeks to catalyze
changes in the health response in the Region to trandeendtitional diseaseriented
approach. The Plan is influencéy and responds to global processes addressing the
development agendas health is central to sustainable developmanthis regard, the

Plan see&to address emergingsuesn line with concurrent changes in tiegionand
advancs a new development model based on equity and environmental sustainability
(Figure 4)
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Figure 4. Strategic Vision and Hierarchy of Results

Strategic Improved quality of life, sustainable
vision development, and equity

Impact

Improved
health and
well-being

Elimination/eradication of
diseases
Reduced morbidity, mortality, and
gaps

Reduction of risks
Increased quality and access to quality services

Outcomes

Increased community
empowerment for health

Strengthened health
systems

Outputs

Laws, norms, standards, and
guidelines

Policies, strategies, plans
programs, and services

Determinants of Health

90. In line with the above, and building upon the experiences and lessons learned,
four crosscutting themesare central to addressing the determinants of hegkimder,
equity, human rights, and ethnicity. In addition, the Plan will apply key public health
strategies, such as health promotion, primary health aadesocial protection in health.

The CCTs are programmatic approachas improving health outcomes and reducing
inequalities in health, and arepigable to Categories 1 through 6. The public health
strategies are overarching approaches to aitpimetter health for all and by all, with
special emphasis on proven public health policies and commuidgyinterventions.

91. This Plan makes full use tfie strategic advantage conferred by some of the most
recent elements of planning, programmiagd budgeting set out by PAHO, namely the
PAHO Budget Policy and the dent i f i kep taurdries Oldndse ifherently
recognize a social gradient of healimd seek progressivity in the distribution of
resources anih technical cooperation actiorgiying more attention tthose countries in
greater need, yet applying the principle of proportionate universdlisthis regard, and

in line with the principles of equity and Pan American solidarity, the Plan identifies
eightkey countriesd Bolivia, Guatemala, Guyana, Haiti, Honduras, Nicaragua,
Paraguayand Surinamé& where the Organization commits to place greatgulesis on

its technical cooperation to ensure that gaps are closed. This includes making available
the necessary human and financial resources to address the various public health
challenges faced by these countries.
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92. Taking into account that countries atefritories in the Region have different

health situatioa and needs, the Plan identifiégrget countries and territories by
programarenordert o focus the Organizationbds technic
health issues. The target countriesl &srritories are identified at the outcome indicator

level based on a comprehensive analysis and in consultation with the Member States. For

the purpose of setting baselines and tardeesPlan assumesumiverse of51 countries

and territories these mcludethe 35 Member States, 4 Associate Member Stated

12 Overseas Territorie@he latterconsisting of6 United Kingdom Territories, 3 French

Departments in the Americaand 3 Netherlands Antilles Territories). The complete list

of countries and tetories is included in Annex Ill.

Impact Goals and Strategic Focus

93. The success of the Plan wil!l be measured
the attainment of thempact goals outlined in Tablel, as measured by their
corresponding indicators.

94, | f the execution of t he Pl an is consi s
direction, by the end of the planning cyae2019 PAHO will be able to show tangible
improvements in the health of the population, in particular of tigosepsat the lower

levels of the social gradient. This, by definition, should produce a reduction of health

inequties by narrowingthe gapswithin and between countrie¥his implies an explicit
approachgeared toward health equignd a commitment to measure impact on health

equity. In keeping withthe objective ofeducing inequities in health, tldanidentifies

specific health edty indicators and targets

95. Aligned with the impact goals at the global level (as expressed in the WHO
12thGPW 20142019), and addressing tepecific goals for the Regioiable loutlines

the impact goalandindicatorsof the Plan. The rate of change during the planning cycle

will be the basis for measuring the success of the Plan, according to the established
impact indicators.

96. The proposeé goals and indicators are in agreement with the conclusions of the
recent consensudocument entitlediHealth in the Pos2015 Agenda: Report of the
Global Thematic Consultation on HealtfApril 2013). The proposed indicators can be
adapted to national and regional contexts and existing conditions to reflect national health
needs and priorities.

97. In line with the vision of the Plan, th@ne impact goals were chosen to reflect

several strategic dimensiomsf P A H O 6 Bhesavinctudiga) P A H Oiiandate to

improvethe health of the people dig Americas and to redudesalth ineqities between

countries; (b) P A H O éupport to countries in realizing the Health Agenda for the

Americas 2008017;(c) P A H Odasmitmentto achieve the health targets of the MDGs

in the countries of th&kegion (d) PAHOOG6 s ¢ o nonuniversaity solidarity,

and Pan Americanism(e) the need to address thRe gi on o6 s triple b u
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communicable diseases, noncommunicable diseasal injuriesand (f) the alignment
with the WHO12th GPW.

Table 1: Impact Goals*

1. Improve health and wellbeing with equity
1.1 At least a 1.0% increase in Healthy Life Expectancy (HALE) for the Americas achieved by
(65.3 years), as compared to theeseline rate in 2014 (64.6 year@)his information will be update
once the most recent data from the Institute for Health Metrics and Evaluati@teived

2. Ensurea healthy start for newborns and infants
2.1 At least a 15% reduction in the regibhafant Mortality Rate (IMR)achievedby 2019(10.5 per
1,000 live birthsompared to 201412.3 per 1,000 live births)
2.2 A relative gap reduction of at least 10% in the IMR between the top and battamry groups of
theHealth Needs IndegHNI) by 2019compared to 2014.
2.3 An absolute reduction of at least 3 excess infant deaths per 1,000 live births between 2014 ¢
across the HNI country gradient.

3. Ensure safe motherhood
3.1 At least an 11% reduction in the regional Maternal Mortality Ratio (MM&ievedby 2019(43.6
per 100,000 live birthgjomparedo 2014(48.7 per 100,000 live births)
3.2 A relative gap reduction of at least 25% in the MM&ween the top and bottom country groups
the HNI by 2019 compared to 2014.
3.3 An absolute reduction of &ast18 excess maternal deaths per 100,000 live births between 201
2019 across the HNI country gradient.

4. Reduce mortality due to poor quality of health care
4.1 At least a 9% reduction in the regionate of Mortality Amenable to HealttCare (MAHR)”
achievedby 2019(77.2 per 100,000 populationpmpared to 201¢B4.7 per 100,000 populatian)
4.2 A relative gap of no more than 6% increase in M&HR between the top and bottom coun
groups of the HNI by 2019 compared to 2014.
4.3 An absolutereductionof at least8 excess preventable deaths per 100@dfulationbetween 2014
and 201%cross the HNI country gradient.

5. Improve the health of theadult population with an emphasis on NCDs and risk factors
5.1 At least a 9% reduction in the regional Premature NCD Mortality Rate (PNdMRgvedby 2019
(239.6 per 100,000 populatioodmpared to 201&60.8 per 100,000 population)
5.2 A relative gap of no more than 6% increase in the PNti® between the top and ttom country
groups of the HNI by 2019 compared to 2014.
5.3 An absolutereductionof at leastl8 excess premature deaths due to NCDs per 10p@@@ation
between 2014 and 20H2ross the HNI country gradient.

6. Reduce mortality due to communicable diseases

6.1 At least a 15% reduction the mortality rate due t&11V/AIDS by 2019 compared to 2014.

6.2 At least a30% reduction irthe casefatality rate due talengueachievedoy 2019(0.05%)compared
to 2012 (0.07%)

6.3 At least a 24% reduction tmberculosisnortality rateachievedoy 2019(0.8 per 100,000
population)compared to 20141.1 per 100,000 population)

6.4 At least a 75% reduction the number of deatldue to malaria by 201@28 deathstompared to
2011 (112 daths)

7. Curb mortality due to violence suicides and accidents amongdolescents and young adults (184

years of age)
7.1 At least a 6% reduction ithe homicide rateachievedby 2019(25.7 per 100,000 youth 14
years of agegompared to 201#7.3 per 100,000 youth 154 years of age)
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7.2 No increase irthe suicide rateachievedby 2019compared to 20147.8 per 100,000 youth 134
years of age)

7.3 No increasen the mortality ratedue to road traffic injuries by 201&mpared to 201420.5 per
100,000 youth 124 years of age)

8. Eliminate priority communicable diseases in the Region
8.1 Elimination of mothetto-child transmission of HIV and congenital syphilis in 16 countdes
territories.
8.2 Elimination of onchocerciasis #hcountries.
8.3 Eliminationof Chagas transmission in 21 endemic countries.
8.4 Elimination of malaria in at least& 7 endemic countries the preelimination phase
8.5 Zero human cases of ddgansmitted rabies in 35 Member States.

9. Prevent death, iliness, and disability aging from emergencies
9.1 Atleast70% of emergencies in which the crude mortality rate returns to accepted baseline
(pre-disaster levelsyithin three months.

* These targets represent the collective regional commitm&he definitiors, including technical
specificdions for the impact indicatorgaye provided in the PAHO SF014-2019 compendium of indicatars
available on the PAHO website

**  Mortality Amenableto Health Carerefers todeaths that potentially could have bepreventedwith
appropriate medical cardhese ardi pr emat ure deat hs that should not occu
effective health caregiven thatthey arisefromic ondi ti ons f or which ef. foecti ve cl

98. In keeping with the resulisased approach, and as noted above, Organizational
outputs (OPT) and outcomes(OCM) contribute toward the achievement of impacts.
Theseoutputs andutcomes maye located in several differertategoriesas detailed
below and shownin Figure 5. Some outcmes including enabling functionsmay
contribute toward theachievement of several impacts, #®ere isnot a oneto-one
relationship between outcomes and impacts.
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OCM 1.1
HIV/STIs

OCM 1.5
Vaccines

99.

Figure 5. Relationships betweerDutputs, Outcomes and Impacts:
An lllustrative Example

OCM 2.1
NCDs and Risk
Factors

OCM 2.5
Nutrition

Impact Goal 3:
Ensure Safe
Motherhood

0OCM 3.1
Increased Access
for Women and
Newborns
0OCM 3.3
Gender, Equity,
Human Rights,
and Ethnicity

OCM 3.4
Social
Determinants

OCM 4.1
Governance and
Financing

oCM 4.2
Health Services

oCM4.3
Medical
Products and
Regulation

oCM 4.4
Information and
Evidence

OoCM 4.5
Human
Resources for
Health

OCMm 5.3
Emergency Risk
and Crisis
Management

OCM 5.5
Outbreak and
Crisis Response

OPT OPT
5.3.1 5.5.1

OCM 6.1
Leadership and
Governance

OCM 6.2
Transparency/
Accountability

Influence of Outputs
and Qutcomes on
Ensuring Safe
Motherhood

OCM 6.3
Planning and
Coordination

OCM 6.4
Management
and
Administration

V'S
OPT | OPT
6.12 | 6.2.1
OPT | OPT
6.3.2 | 6.4.4

Legend

Direct

Contributing

In addition to the impagjoals,the Plan containsix strategic areas of focusor
categoriesto guide its implementation:

Reducing the burden of communicable diseasgsncluding HIV/AIDS,

sexually transmitted infections (STlsand viral hepatitis tuberculosis;
malaria and other vectdrorne diseases; neglected, tropi@id zoonotic
diseasesandvaccinepreventable diseases.

Reducing

the burden of noncommunicable diseasesincluding
cardiovascular diseases, cancers, chronic lung disekabstes, and mental
health disorders, as well as disability, violenaed injuriesthroughhealth
promotion and risk reductiorprevention, treatment, and monitoring of
noncommunicable diseases and their risk factors.
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[l Promoting good health at key stagesf life, taking into account the need
to address the social determinants of health (societal conditions in which
people are born, grow, live, warknd age)and implementing@pproaches
based omgender equality, ethnicity, equity, and human rights.

V. Strengthening health systemswith a focus on governance for social
protection in healthstrengthenindegislative and regulatory frameworks
andincreasindinancial protectiorfor progressive realization die right to
health; organiing peoplecentered integated service delivery; promoting
access to and rational use of quality, safel effective health technologies;
strengthening information systems and national health research systems;
promoting research for integrating scientific knowledge into health, ca
health policiesand technical cooperation; facilitating transfer of knowledge
and technologies; and develog human resources for health.

V. Reducing mortality, morbidity, and societal disruption resulting from
epidemics, disasters, conflicts, and emwnmental and foodrelated
emergenciesby focusing onrisk reduction, preparedness, resporesed
recovery activities that build resilience and use a multisectoral approach to
contribute to health security.

VI. Fostering and implementing the organizational leadership and
corporate servicesthat arerequired to maintain the integrity and efficient
functioning of the Organizatignenabling itto deliver effectively on its
mandates

Organization of the Plan

100. In line with the WHO 12th GPW 2014019, the Plan is organized in

six categories and 3frogram areas, as outlined in TaBlél'he details for each category

and its respective program areas are provided in the sections that follow. For each
category, the document sets forth the sctipecontext, broken down by program areas;

key stakehol dersd anal ysi s; st-cutdingeghgmess f or
and strategic approaches in health, which include opportunities forpitgrammatic
collaboration and coordination. This fellowed by tables presenting outcomes and
outcome indicators for each program area withindheespondingcategory.For each

outcome indicator a list of baseline and target countries is defined. Unless otherwise
stated, the baseline is defined as201
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Table 2. Categories and Program Areas

Category Program Areas
1. Communicable 1.1 HIV/AIDS and STIs
Diseases 1.2 Tuberculosis
1.3 Malaria andOtherVectorborneDiseases (includinengue and
Chagas)

1.4 NeglectedTropical andZoonoticDiseases

1.5 VaccinePreventabl®iseases (includiniylaintenancef Polio
Eradication)

2. Noncommunicable| 2.1 Noncommunicabl®iseaseandRisk Factors
DiseasesindRisk | 2.2 MentalHealthandPsychoactivéSubstance Use Disorders
Factors 2.3 Violence andnjuries

2.4 Disabilities andrehabilitation

2.5 Nutrition

3. Determinants of 3.1 Women,Materna) Newborn Child, Adolescentand AdultHealth and
Healthand SexualandReproductive Health

Promoting Health | 3.2 Aging andHealth

throughout thetife | 3 3 GenderEquity, Human RightsandEthnicity
Course 3.4 SocialDeterminantof Health

3.5 Health and th&nvironment

4. HealthSystems 4.1 HealthGovernancendFinancing National Health PoliciesStrategies
andPlans

4.2 PeopleCenteredintegrated Quality Health Services

4.3 Access tdMledical ProductaindStrengtheningf Regulatory Capacity
4.4 HealthSystems InformatioandEvidence

4.5 HumanResource$or Health

5. Preparedness, 5.1 Alert andResponse Capaciti¢or IHR)
Surveillanceand | 5.2 Epidemic andPandemieProne Diseases
Response 5.3 EmergencyRisk andCrisis Management

5.4 FoodSafety

5.5 Outbreak andrisis Response

6. Corporate 6.1 Leadership anGovernance
Service(Enabling | 6.2 TransparencyAccountability andRisk Management
Functions 6.3 StrategicPlanning Resource CoordinatiomndReporting
6.4 Management anddministration
6.5 StrategicCommunications

Note: Please se®roposedPAHO Program and Budget 202015 (Official Document 34 for detaik regarding
budgeting for polio andor outbreak and crisis response, which are separate budget segments per WHO
budgeting practice.
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Priority Setting

101. The 30 program areas in the SP 202@19 represent the priorities for the
Organization during the period covered by the Plan. These program areas were identified
by Member States as part of the development of the WHO 12th GPW2PQ84with

further consultation to reflect regional specificity.

102. Recognizing that the Plan will be implemented in a context of limited resources,

and responding to the recommendations of Member States to foc@srttea ni zat i on & s

work in areaswhere PAHO clearly adds value, the Plan establishes a prioritization
framework to complement the PAHO Budget Pali€itis Policy governs the allocation

of PAHOGs bienni al Regul ar Budget resources
(regional, subrgional, and country) While the Budget Policyis structured by
organizational leve{, the prioritization frameworks organizedoy program areand is a

key input for targeting resource mobilization to implemtrg SP20142019 and its
Program and Budget. This framework is in line with the PAHResultsbased
Managementramework.General principles, including scientific method and criteria, are
set out to guide the application of this framework in an objective manner. The method
and criteriawereappliedacross the program areas to idengifiority tiers (or stratal, 2,

and 3 The complete framework, including the methodology and criteria, can be found in
Annex Il.

103. The prioritization framework builds cexperience irthe previous planning cycle
It responds to the need to set a more transparent, explicit, and replicable footkss
systematic application of a criterion of progressivity in the allocation of PASB resources,
addressing the principle of vertical equity in healthoag program areasvhile
acknowledging the principle of horizontal equity health across all prioritieS.o the
extent possible, this priorityetting process is guided by sciencéjost, and the public
interest.Recognizing thechallenges that prioritgetters face, speciattention has been
given topluralism, evidence, leadership, public engagepsent process. With regard to
the latter, the methodology, criteria, and proceduapglied addressed relevance,
publicity, appealsand enforcement, which are deemed the flamentsof a fair and
reasonable prioritgetting process.

104. To ensurahefull engagement of Member States in determiningptherity tiers,
as recommended Wie Countries Consultative Grou®CG), the stratification exercise
was an integral componenf the national consultationgor the Strategic Plan. The
methodology and procedures were applied by 43 countries and terrdodesivolved
the individual assessments of more than 1,000-kagkingpublic health officials.

105. PASB recognizes that the pess of setting prioritiesevitably involves debate.
Although informed by evidence and analydlse process canndte resolved through
science or decisiomaking rules alone. PASB s recognizes that the priorsgtting
process is strengthened dwynd strengthend the institutional capacity to analyze
evidence, clarify policy choices, and promotdormed debateMember Statehave
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advisedon the need to better reflect institutional singularities and devise methods to
further remove residual subjectivityn the current priority satification matrix
methodology. In response to this adviggpper monitoring and wdepth exploring
mechanisms to update, improve, and develop transparent, explicit, and replicable ways to
better inform the Organization on tpeority-setting and rationing for guiding allocation

of resources will be set in place through the current planning cycle, as recommended by
the CCG.

106. Table 3presents the regional results of the priesgfting process. It organizes
23 program areas to three prioity strata or tier@and assigns each area a priority ranking
within thesestrata This stratification will inform resource allocation in the Program and
Budgets for the SP 2042D19.
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Table 3. Stratification of Programmatic Priorities

No.

Program Area

Tier

5.3 Emergency risk and crisis management 2
1.2 Tuberculosis 2
4.5 Human resources for health 2
4.1 Health governance and financing; national health policies,
strategies, and plans 2
4.3 Access to medical products and strengthening of regulatory
capacity 2
3.4 Social determinants of health 2
2.3 Violence and injuries 2
5.4 Food safety 3
4.2 Peoplecentered, integrated, quality health services 3
3.5 Health and the environment 3
2.2 Mental health andpsychoactivesubstance use disorders 3
4.4 Health systems information and evidence 3
3.2 Aging and health 3
2.4 Disabilities and rehabilitation 3
1.4 Neglected, tropical, and zoonotic diseases 3
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VI Categories, ,BndgOamcAmess

Cat egooymmuni cabl e Di s

Reducing the burden of communicable diseases, includig/AIDS, sexually
transmitted infectionsand viral hepatitis tuberculosis;malaria and othervectorborne
diseasesneglectedtropical, andzoonotic diseasesndvaccinepreventablaliseases.

Scope

107. Prevalent infectious diseases, as well as newdgmerging communicable
diseases, result in significant morbidity and mortality in the Region of the Americas,
which can dramatically increase during times of outbreaks (eeggue).These diseases

are a crisis for the developing worldxacerbating povey, inequities, and ill health

They also present substantial challenges for developed countries by planing
unnecessary burden on health and social systems, national security, and the
economy. This category covers the following program are@s HIV/AIDS and
sexually transmitted infectiongp) tuberculosis;(c) malaria and other vectdrorne
diseasesificluding dengue and Chagadq}j) neglected, tropical, and zoonotic diseases;
and(e) vaccinepreventable diseases (including maintenance ob gohdication).

Context
1.1  HIV/AIDS and Sexually Transmitted Infections

108. In 2011 an estimated 1.4 million people in Latin America and 230,000 in the
Caribbearnwere living with HIV. The Region has made significant progresesfucing
new HIV infectionsand AIDSrelated mortality. Approximately 83,000 people were
newly infected with HIV in Latin America in 201Tompared to 93,000 in 2001, and
AIDS-related deaths declined by 10%om 60,000 to 54,000. Durinthe same period
the Caribbean hada decline in new infections from 22,000 to 13,00@&nd a
50% reduction in AlIDSelated deaths. Significant progress was also madgganding
access to antiretroviraherapies (ART.) estimated treatment coverage in LAGas
68% in 2011 The Region was the first formally commit to the elimination of mother
to-child transmission of HIV in a dual approatttat embracethe existing commitment
to eliminatecongenital syphilis.

109. However, most countriés the Regiorhave not yet achieved universal access

ART. The persistent verticality and financial vulnerability of the HIV response,
especiallytreatment programshreaten®fforts tomaintain theeachievements and cover

the remaining gaps toward universal access. Key populations, including men who have
sex with nen (MSM), sex workersand transgendgpeople remain disproportionately
affected by the epidemi&tigmaand discrimination, as well alselimited capacity of the
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health sector to providedequateservices for these groups, continue to be major
challengs for development of an adequate response. Also, progress toward strengthening
strategic information systems amutegrating themin health information systems has
been inconsistent, anthis continues to hamper evidenbased programming and
monitoring ofprogress.

110. The HIV-related technical cooperation strategy has four priorities or flagships:

@ Strengtheningand expanding treatment programs through the promotion of
evidencebased technical and programmatic options based on public health
principlesand articulated across the five pillars of the Treatment 2.0 Initiative

(b) Elimination of motherto-child transmission of HIV and congenital syphilis
through the promotignstrengthening and integration of HIV, sexual and
reproductive healthand mateamal, neonataland child healtiMNCH) services;
eaty enroliment in antenatal carand early detectioandtreatment for pregnant
women infected with HIV psyphilis and exposed infants.

(© Advocacyfor policy and priority settingfostering of a supptive environment
for outreach to key populationsjeasures to addresigma and discriminatign
promotion of a human rightsased approach to the HIV respordeyelopment of
packages of services (blueprints), capacity building of service providers, and
fosterirg of community involvement.

(d) Strengtheningof health information systems, promotion and support for a
longitudinal approach through calkased surveillance and continuum of care
monitoring, analysis and dissemination of regional information, and
implementation of a regional strategy for prevention, surveillzarog monitoring
of HIV drug resistanceAn emphasis omealth system strengthening and primary
health care is incorporated in all the flagships.

111. Annually, an estimated 89 million new caseksexually transmitted infections,
including syphilis, chlamydia, gonorrhea, and human papillomaviruses (HPV), occur
among people aged #® years in the Regiomn addition to causing mortality directly,
these STIs contribute to a range of negative health outcomes, including infertility,
stillbirths, ectopic pregnancygndcancersSome ST3, in particular those causing genital
ulcerations, increase the risk of acquisition or transmission of HIV infecbhaa
limitations and lack o€Eomprehensive national strategies for STI prevention, diagnosis
and treatment compromise the capacity of fRegion to adequately target and
address STH

112. The scope and performance of STI control efforts in the Region are variable, an
PAHOG6s support for strengthening of nati ona
support will focus on strengthening the normative and strategic information functions of

the national programsrThis will include strengthening the Gonococcal Antimicrabi

Surveillance Programme (GASR) will also includeproviding support to countries for
thedevelopment or updating of national strategies and guidelines for STI prevention and
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management based on the data generated by GASP and other STI surveilldwre, an
available global and regional normative guidance.

113. Peoplewith HIV infection and other immunreompromised groups (such as
pregnant women and people with chronic conditions) are disproportionately affected by
viral hepatitis, which can cause serioivett complications and increase the risk of death.
Approximatelyong hi rd of the worl dbés popul ation has
infection with the hepatitis B virugHBV). In the Americas, the estimated prevalence of
hepatitis B infection rangefrom below 2% to 4%. Additionally, an estimated 7 million

to 9 million adults in LAC are infected with the hepatitis C vi(HEV). Among health
workers in Latin America and the Caribbean,emtimated 65% to 80% of hepatitis B
infections and around 55%of hepatitis C infections are due teeedlestick injuries.
Supeinfection with hepatitis D also occurs in the Regiamere it particularly affects
indigenous peoples in the Amazonian region who are at genetic risk. Also, despite mainly
low prevalence rate outbreaks of hepatitis A and E have been reported in some
countries, pointing to the need for better data and surveillance of these groups of diseases.
Hepatitis A clinical cases are shifting from young to mieatjed and older people,
raising the potetial for worse clinical scenarios and higher fatalities. The vaorkiral

hepatitis will focus on education and advocacy, surveillance and monitoring, diagnosis,
case management and treatment, and priority research.

1.2  Tuberculosis

114. Major progress has been made in the Americas since the implementation of
WH O 6Ssop TB Strategywhich allowedexpansion of diagnosis and treatment of both
sensitive and resistant tuberculgsighether or not associated witHIV infection.
Tuberculosisncidence is now declining in thRegion but at a rate obnly 3% per year.

For the Americas in 201WHO estimated 268,000 new TB cases and 21,000 deaths due
to TB, excludingco-infectionswith HIV. During that year 218,000 new TB cases were
reported. Compad with the estimates, the cases reported represented a case detection
rate of 81%.

115. The TB epidemic is intensified by poverty, migratioand other social
vulnerabilities.In addition, therise of NCDs, including diabetes and tobaeaesociated
diseasemeans that more immusemmpromised individuals are at risk of falling ill with
tuberculosisThesesocial and medical risk factoc®nvergein slum areas of the cities
where existing social inequitidanit accessto health services, especially for women
children elders,and vulnerable populationésuch asdrug users, homeless, mentally ill,
andethnic minoritie¥. There is a need to integrate basic health programs and services to
facilitate access to earlyfB diagnosis and treatmeniCoupled with increasing
community, civil societyand private sector engagemethiis canensure more effective

use of new diagnostics and medicines now available or in the pipeline for the prevention
and treatment oftuberculosis multidrugresistant tuberculosis (MDR-TB), and

HIV -associateduberculosi{TB-HIV).

45



0OD345

116. PAHOOGs nor mat i, veehnical ssuppoytand partrenstiperoles are
crucial in controlling the TB epidemic. The Regiorlan for Tuberculosis Control
focuses on strengthening national capacity to implet theglobal TB strategyin
Member Statesattemptingto reach vulnerable populatiotisrough the introduction of
national frameworls for TB control. The program will also update and consolidate
emerging policies and technical guidance and adapt themattonal contexd As a
result, technical cooperation support nationallB programswill reinforce the use of
rapid diagnostic tools and improved laboratory practices, strengthened delivery of care
for MDR-TB patients, integrated communiyased managesnt of TB, adequate access

to new guidelines antbols, increased access to quality fistd secordine drugs, and
strengthened surveillance systems complemented by improved analysis and use of data.

1.3 Malaria and Other Vector-borne Diseases

117. Mortality rates for malaria have fallen by more than 25% globally since 2000. In
the Americas, mortality decreased by 67% between 2000 and 2Gll& morbidity

(i.e. total confirmed cases) declined by 58%. Howeveachingthe goals set for 2015
will require a massiveexpansionof access to malaria prevention, especially through
sustainable vector control, and to quahssured diagnostic testing and effective
antimalarial treatmeniThere is aisk of malaria resurgenadue toincreasing resistance

to artemisinin and insecticides awn@creasing international funding for prevention and
control This demands sustained strategic investments fd@velopmentpartners and
from countrieswheremalaria is endemicStrengthened surveillance systems are needed
to target limited resources appropriately and to evaluate the progress and impact of
control measures.

118. Aligned with the global technical strategy for malaria control and elimination
(20162 025) , PAHOGs work in this aeholderswi | |
sustaining and building on the successes of the past d&igggort to malari@ndemic
countries will include capacitiuilding for malaria prevention, contr@nd elimination;
strengtheningf surveillanceandidentification ofboth threat@nd new opportunities for
malaria control and eliminatio®AHO will also update policy and technical guidance on
vector control, diagnostic testingand antimalarial treatment. In additiorthe
Organizationreinforces its strong commitmenid preventingreintroduction of local
transmission in areas previously declared malaee.

119. Dengue is an endemic disease with epidemic cyhbgsareassociated with social
determinants such as population growth, poveatd limited accesso basic services.
Since2003, 45 countries and territories of the Americase reported 8.6 million cases
and 4,400 deaths. Dengue is a disease that historically ceaissm® negativeolitical,
economi¢ and social impastin countries. Currently, technical cooperation is cliee
toward strengthening national capacities comprehensive surveillance, patient care,
and early detection, preparednemsd control of outbreaks within the framework of the
Integrated Management Stratefgy Dengue Prevention and Cont(éMS-Denguég and
theWHO Global Strategy 2012020.
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120. Chagas is the most prevalent tropical communicable disease in Latin America,
with an annual incidence of 28,000 cadésaffects an estimatel million people and
causes on average 12,000 deaths per Yane needs to be done to prevent this disease
from further expanding and to find, diagnpsand treat already infected patients.
Furthermoresignificant intercountry coordination and technical work will be required to
sustainthe successeachievedin eliminatirg this vectorborne disease from many
endemic territoriesand to maintain quality blood scremg in all the countries. The
Strategy and Plan of Action for Chagas Disease Prevention, Control and@grerted

by subregional intercountryinitiatives, has been effectivein reducing morbidity,
mortality, and human sufferinfrom Chagasas well as efficient in savingount r i es 06
resource$y reducingdirect and indirect costs associated with this disease.

1.4  Neglected, Tropical, and Zoonotic Diseases

121. In Latin America and the Caribbean, neglected infectious diseases (NIDs) affect
vulnerable poor populationgicluding indigenous andfro-descendant groups as well as
people living in rural and periurban areato frequently have difficulties accessing
healh serviceslt is estimated that thRegion of theAmericas has 8.8% of the global
NIDs, a figurethat reflectsthe 40% of the LAC populatiorapproximately200 million
peoplg living in poverty.CertainNIDs arealsoreportedn the United Stateand Canda,
butwith generally lower prevalence.

122. The PAHO r egi on alfive iNIDs goobvides agpidelinesfar r
acceleratingthe work to overcome the impact of neglected and tropical diseases in
LAC. It sets out a timetable for the control and, where apaigp elimination of

12 specific disease#\s part of thisstrategy, the donation of drugs atiek support of
different partnerfias madét feasible to mplement largescale preventivehemotherapy

and adequateasetreatmentihis is alreadyhaving a psitive and measurable impant
affected countries. Sustaining the current momentum for tackling these diseases requires
not only commodities and financing but also political support. PAHO will focus on
expanding preventive, innovativand intensified diease management and increasing
access to essential medicines for neglected, trogindl zoonotic diseases. Additionally,
strengthening national capacity for disease surveillance, quality and timely monitoring of
progressand documentation and certification/verification of the elimination of selected
diseases will remain an area of focus.

123. Zoonose®ccur in all countries of the Region amainly affectvulnerable human
populations with limited access to quality health sy, as well as those exposed to
animals and animal produdts poor sanitary conditions. As most zoonotic diseases are
neglected, data on the burden of disesedimited. However, current evidence indicates
that in the Americas70% of the recorded iattious disease events a@nosesnd/or
communicable diseases common to human and animals. 2dosbse=f production
animals are endemic in the Region, wiatgonosef companion and wild animals are
being detected with greater frequenmne examples the spreadof human rabies
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transmitted by hematophagous bats. Despite widespread elimination of human rabies
transmitted by dogs in the Region, pockets of disease remain. PAHO/WHO interventions
to prevent these diseases in humans are multisectoraéaumide effective and integrated
surveillance and control activities on the part of veterinary and food inspection programs,
coordinated with the public health sectorThe engagement ofnongovernmental
organizations, local governments, and communfbeshe early deteabn and treatment

of human cases is also essential.

1.5 Vaccine-PreventableDiseases

124. The Regionhas been recognized for its global leadership in immunizations and
for paving theway for innovation andurther advances in this area. The vast array of
program achievementscludesthe elimination of smallpox, polio, measlesd rubella;
immunization coverage ratéisat areamong the highest in the world; rapid advances in
the introduction of new vaccines; leasleip in pomoting evidencédased decision
making; the procurement of quality affordable vaccines through the PAHO Revolving
Fund; the development and use of computerized immunization registries; and the
expansion of Vaccination Week in the Americas to \Wémmunization Week (in 2012).

The immunization program has effectively evolved from a program directed to children
to one that targets the entire family.

125. Nonetheless, much work remains to be done to maintain these achievements, to
address the unfinisheigenda of expanding the benefits of immunizatemmd to face
several nevand emerginghallenges.

126. The high average coverage levéts the Regionhide sharpinequalities within

and betweercountries. Haitiremains the only country in the Regitimat ha not yet
eliminated neonatal tetanus as a public health problemd the countrylacks a
consolidated and strorgationalimmunization programThe process of documentation

and verification of measles and rubaltathe Regiorhasunmasked important pradns

with vaccinepreventable disease (VPD) surveillanabese problemsneed to be
addressed in order to maintain the Regiean s t dré¢euofthose ¥PDs already
eliminated.Sustainable introduction of new vaccines (e.g., malaria and dengue) poses a
chalenge to immunization programs, requiring substantial budget increases and a
significant expansion of the cold chaidaiti has also experienced challenges with the
availability and use of vaccines to addrsssious and complex public health probem
such as cholera

127. After more than 20 years without cases, Region isstill at risk of receiving an
importation of wild poliovirus or of &irculating vaccinederived poliovirus(cVDPV).
Theplan of actionto maintain the Americas free of poliomyelitis provides a framework
for the pre and postlimination eras, as well d&sr the transition betweetheseeras. The
planarticulates a comprehensive strategy to enhance all aspects of community protection
and @idemiologic surveillance.
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Key Stakehol dersdé6 Anal ysi s

128. The surveillance, promotion, prevention, diagnosis, treatment, coranl
elimination of communicable diseases will be achieved through joint efforts with new
and existing partneroth within andoutside the health sector. PAHO will continue to
foster collaborations with various UN agencies, major foundations, \@bl@borating
Centers, multilateral and bilateral agencies, scientific institutions, and other key strategic
partners that share thensa vision of reducing the burden of communicable diseases at
the regional and global levelThese efforts will utilizeavailable alliancéuilding tools

such astechnical cooperation agreementggeragency coordinating committe@d€C),
public-private patnerships, technical cooperation among count(iESC), letters of
agreement, and so on.

129. The current panorama of strategic partners incdu@#l and Melinda Gates
Foundation(BMGF), Canadian International Development Agency (CIDA), Canadian
Society for International Health (CSIHaribbean Public Health Agency (CARPHA),
Centers for Disease Control and Prevention (CD&)mmon Market of the South
(MERCOSUR), Development Bank of Lati America (CAF), Food and Agriculture
Organization of the United Nations (FAO), GAVI Alliance, Global Alliance for Rabies
Control (GARC), Global Fund to Fight AIDS, Tuberculosis and Malaria (GFATM),
Green Light CommittedGLC) Initiative, InterrAmerican De&elopment Bank (IDB),
Inte-American Institute for Cooperatiam Agriculture (IICA), International Association

of Providers ofAIDS Care (IAPAC), Joint United Nations Programme on HIV/AIDS
(UNAIDS), Measles% Rubella Initiative,Oswaldo Cruz Foundation ig€ruz), Program

for Appropriate Technology in Health (PATH), Public Health Agency of Canada
(PHAC), Regional International Organization for Plant Protection and Animal Health
(OIRSA), Sabin Vaccine Institute (SVI), Spanish Agency for International Devetop
Cooperation (AECID), Task Force for Gl obal
Fund (UNICEF), United States Agency for International Development (USAID),
United States Department of Health and Human Services (HHS8ited States
Pr es i de gehcy BlanomAdDS Relief (PEPFAR), Wor@rganisation for Animal
Health(OIE), andWorld Society for the Protection of Animals (WSPA).

Strategies for Technical Cooperation
130. Supporting national capacity building and saitainability

€)) Provide technidacooperation and support to Member States that is aligned with
PAHO/ WHO Governing Bodies6 mandates and
frameworks, and evidendwmsed recommendations provided by recognized
regional strategic and technical advisory groups.

(b) Prioritize vulnerable populations and higkk groups in the technical cooperation
provided.
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(c) Scale up effective interventions focused on the surveillance, promotion,
prevention, diagnosis, treatment, control, and elimination of communicable
diseases.

(d) Underscore national and local capacity building at all levels, as well as effective
intercountry collaboration, in order to achieve a sustainable and positive impact
on health and social programs.

(e) Promote and support the adoption and use of newly develapedssibleand
effective technology that accelerates the efforts to reach health goals in the
countries and the Region.

() Develop and implement effective strategfor sunsettingand sustainability of
related programs at national level, such as moving ffocused support to
selecedkey countries to highelevelregional technical cooperation.

131. Developing norms and standards:

€) Build upon PAHOOGs technical expertise, wt
and applied knowledge, in setting and adaptegional norms and standards.

(b)  Work in collaboration with Member States to generate evidence for developing
regional guidelines, tools, and methodologies.

(c) Fosterstakeholder buyn andcountry ownership of regional norms and standards
that are establishedchithe area of communicable diseaskxilitating their
widespread dissemination, use, and adaptati@ levels.

(d) Ensure that elements of supervision, monitqrangd evaluation are incorporated
into programs at all levels.

132. Shaping the research agenda

€) Identify key healtkrelated challenges in need of operational or knowldziged
answers

(b) Promote operational research and the appropriate use of the results to reduce
morbidity, mortality and the burden caused by infectious diseases in the Region.

(c) Suypport the establishment of mechanisms for the collection, analysis, preparation,
dissemination and use of strategic information to contribute to the body of
knowledge on best practices for the surveillance, prevention, coranol
elimination of communiable diseases.

Cross-Cutting Themes and Strategic Approaches in Health

133. The surveillance, promotion, prevention, treatmediggnosis, control, and
elimination of communicable diseases in the Americas present many opportunities for
inter-programmatic worko ensure an integrated approach in program development and
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delivery. These transversal collaborations odmetwweenthe program areas of Category

1, as well abetweerthe various categories. Furthermore, all programmatic areas within
Category 1 are clety related to the work performeid Category 5 Preparedness
Surveillance andResponsg specificallywith respect taefforts to provide an integrated
approach to the prevention, early detection, immediate response, and reporting of
communicable diseases that fall unttex2005International Health Regulations

134. In the area of HIVAIDS and STis,work contributes to andenefits from
Category 2 lloncommunicable DiseasasdRisk Factory Category 3 Determinantof

Health and Promoting Healththroughout thelife Course, becausehe prevention of
motherto-child transmission will provide opportunities for access to HRAd ather
health services for women at various stages of life; Categdtedlth Systenmsthrough

improved health infrastructure and increased access to treatamaht Category 5
(PreparednesSurveillance andResponse

135. The area of tuberculosis isiked to Categories 2 and kh the case of linkage to
Category 2 individuals with certain noncommunicable diseases, such as diabetes, may
have underactive immune systemthst increase their risk of contracting tuberculosis.
Similarly, with respecto Categjory 4 the foundation of an efficient TB program relies on
the adequate functioning of tipeimary health cargystem to diagnose and treat patients,
followed by a selective but efficient referral armlnterreferral system

136. The program area ofeglected, tropical, and zoonotic diseasedinked to
Category 3 as interventions to prevent and treat schistosomiasis, trachoma, soll
transmittedhdminthiasis and other neglected diseases will have a positive impact on
maternal and child health outoes.

137. In the area ofvaccinepreventable diseases, there amportunities for inter
programmatic workwith Category 2, to address issues related to HPV reamétitisB
vaccines; Category 3, where the administration of traditional and new vaccines
contribues to improved healtithroughouthe life course; Category dsimmunizationis

a vehicle for reaching vulnerable populations with other health interverdimhsalso
providesopportunities to link immunization registries, birth registration, and otbaithn
statistics into a&aomprehensive health information systeang Category 5for the close
monitoring of VPD surveillance to ensure timely detection and response to outbreaks in
the Region and for the strengthenindaiforatory capacity.

138. Within Categry 1, work on viral hepatitigs closely tied teefforts onHIV/AIDS
and STIs because of the issue ofifection strategies regarding blood safety, injection
safety and promotion of safer sex practicso relate to both aread/ithin Category 2,
hematitis is more likely to occur among immuoempromised patientgicluding chronic
disease carriers. This program area also requires opportunities feprimgeammatic
collaboration withCategories 3, 4, and 5
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139.

The crosscutting themes ofgender, equity, human rights, and ethnicigre

incorporated into Category 1 to improve health outcomes.

(@)

(b)

()

140.

Interventions to combat communicable diseases are tailored to respond to issues
of gender and cultural diversity by building upon an understanding of men and
women across all agesf, their cultural heritages, araf the factors thainfluence

their health situationThis workalso includes the collection and reporting of data
disaggregatetly age, sexand other relevant variables.

The focus on the preventiotreatment, and control of communicable diseases,
particularly in areas of greatest need, supports ideals of equity in health and
poverty reduction to reach vulnerable populations with integrated health
interventions that prevent extreme misfortune whewds occurs.

A human rights approach is particularhglevant to the programareas of
HIV/AIDS and ST$; tuberculosisneglected, tropical, and zoonotic diseases)
viral hepatitis. Careful attention must Ipaid to promoting interventions that
combat sgma and discrimination.

Strategic approaches in health, namely social determinants, primary health care,

health promotion, and social protectioare strongly integrated into the work of
Categoryl.

(@)

(b)

(€)

Population growth, poverty, migration, inadequateniy conditions and the lack

of basic servicesre factors that impede efforts to prevent, treat, and control
communicable diseases (neglected, trop@atl zoonotic diseaselor instance)
Social determinantthus contribute to negative health outcartieat accentuate
inequities in health. Interventions implemented by the program areas will build
upon existing best practices to address social determinantohédad improved
health outcomes.

Many interventions aligned with the work of the various progexeas occur at

the primary health care level and provide an entry point for families to access
other quality health services (e.gmmunizations), as well as additional
opportunities to receive health education. Incorporation of these interventions at
the PHC level also facilitates access to early diagnosis and treatment of
communicable diseases (¢malaria and TB).

Prevention of communicable diseases is aligned with the principles of social
protection in health by limiting exposure to infectious agdahat may lead to
sickness, disabilityor increased poverty, particularly among marginalized and
vulnerable populations
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Assumptions and Risks

Assumptions:

(@) Countries gstaintheir commitmert of political, human and financial resources
for preventiongarly detection, diagnosiggatment, andontrol ofcommunicable
diseasesand for universal and equitable access to immunization.

(b) Committed resources are delivered and accessed in a timely manner, and there is
decreasing dependency on ert@rfundsto implement necessary actions.

(c) Member States fully utilize the PAHO Revolving Fund for procurement of
vaccines and the PAHO Strategic Fund for the procuremieniedicines and
medical supplies for NIDs.

(d) Fully operational surveillance systemsleot relevant data in order to ascertain
gains and gap¥ey knowledge gaps are addressed, and evideased policy
development and program implementation are pursued.

(e) Efforts are coordinated, synergistic, and optimizing (as opposed to disjointed,
contradcting, and duplicative).

() Legal and normative environmentge conducive to augmented access and
utilization of HIV/STI services.

(9) Effective measures are in place to mitigate the impact of catastrophic events.
Risks:

(@ A shift in health priorities at the global, regionak national level results in
diminished financial supportfor communicable diseasand immunization
programs

(b) Paralle] uncoordinated health agendas compete for priority and resources.

(c) Legal and normative immiments hamper access and/or utilization of health
care systems.

(d) Mobility of people across borders contributés the complexity of disease
prevention, control, and elimination.

(e) Emergencies, disastersand pandemics divert resources allocated to key
communicable disease programrsd make it difficultor impossible to collect and
collate strategic information.

0] Stigma and discriminatiomcrease towargersons with HIV/AIDS

(@) NIDs continue to be given very low priority the government agendas certain
countries and partners.

(h)  There is a Isortage of drugs used to treat NIDs and zoonotic diseases in the
Region, resulting from insufficiency of available raw materials.
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) Investment in immunization activities is low or insufficiepttting the goabf
universal coveragm jeopardy

Category 1. Communicable DiseasedProgram Areas and Outcomes

1.1 HIV/AIDS and STIs

Baseline flaldel
Outcome Ind. # Outcome Indicators < 2019
2013 . 5
(baseline+)
OCM 1.1 Number of countrieand territorieghat have
Increased access | 1.1.1 | 80% coverage of antiretroviral therapies (AR
to key in eligible populations
interventions for OCM | Number of countries and territories with at 0 24
HIV and STI .
. 1.1.2 | least 95% coverage of HIV prophylaxis
prevention and : .
treatment treatment for prevention of mothto-child

transmission of HIV

OCM | Number of countries and territories with at 0 22
1.1.3 | least 95% coverage of syphilis treatment in
pregnant women

1.2  Tuberculosis

: Baseline Target 2019

Outcome Ind. # Outcome Indicators 2013 (baseline+)
OCM 1.2 OCM | Cumulative number of TB bacteriologically| 1,450,000 2,500,000
Increased number 1.2.1 confirmed patientsuccessfully treated in patients patients
of tuberculosis programs that have adopted the WHO
patients recommended strategy since 1995
successfully - : - - -

X OCM Annual number of tuberculosis patients witf 2,960 patient§ 5,490 patients

diagnosed and

1.2.2 confirmed or presumptiveiDR-TB, based
on WHO defintions (2013)including
rifampicin-resistant caseplaced on MDR
TB treatmenin the Americas

treated

OCM Percentage of new TB patients diagnosed 79% 90%
1.2.3 relation tothe total number of TB incident
cases

The baseline year is 2013 or the year for which the most recent data are available. The year is listed for those
indicators without 2013 data. The targets for 2019 include the 2013 baseline plus the proposed targets for
each of the biennia eimdy in 2015, 2017, and 2019. This applies to all baselines and targets in this category.
Until mid-2013, the eligibility criteria were persons living with HIV with a CD4 count of 350/ml or less.
Based on the new WHO guidelines published in June 20&3ettommended threshold for initiation of ART

has increased to a CD4 count of 500/ml or less, meaning that the number of eligible persons (denominator)
will increase.

3
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1.3 Malaria and Other Vector-borne Disease

Baseline Target 2019

Outcome Outcome Indicators

2013 (baseline+)

OCM 1.3 OCM Percentage of confirmed malaria cases 85% 95%
Increased country | 1.3.1 the public sector receiving firdine

capacity to develop antimalarial treatment according to

and implement national policy (based on PAHO/\WWH

comprehensive recommendations)

plans, programs, on"g ey Number of countries and territories with 10 21
strategnles for the 1.3.2 installed capacity to eliminate malaria

surverrance, OCM Number of countries and territories with 14 30
prevention, control, 133 installed capacity for th

and/or elimination 3. pacity for the management @

of malaria and all dengue cases

other vectotborne | OCM Number of countries and territories whe 17 21
diseases 134 the entire endemic territory or territorial

unit has a domestic infestation index (by
the main triatomine vector species or by
the substitute vector, as the case may b
of less than or equal to 1%

1.4  Neglected,Tropical, and Zoonotic Diseases

. Baseline Target 2019
Outcome Outcome Indicators 2013 (baseline+)

OCM 1.4 OCM 1.4.1| Number of countriesvith annual
Increased country increase in the proportion of diagnosed
capacity to and treated cases leishmaniasisas per
develop and the recommenred treatment in the
implement PAHO/WHO guidelines
comprehensive OCM 1.4.2| Number of endemic countries and 0/10 10/10
plans, programs, territories with high burden of leprosy
or strategies for that have reduced by 35% the rate of n
the surveillance, cases with grad@ disabilities per
prevention, 100,000 population as compared to the
control, and/or own baseline 2012 data
elimination of : ! i
neglected, tropical OCM 1.4.3| Number of endemic countriégving 1/4 4/4
and zoonotic achieved the recommendgdatment
diseases target coveragé5% or morepf

population at risk of lymphatic filariasis

OCM 1.4.4| Number of endemic countries having 1/2 2/2

achieved the recommendgdatment

targetcoveragg85% or more for each

round of treatment)f population at risk

of onchocerciasis
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Baseline Target 2019

Outcome Outcome Indicators 2013 (baseline+)

OCM 1.4.5| Number of endemic countriégving
achieved the recommendedatment
target coveragéB0% or morepf
population at risk of trachonthat could
lead to blindness

OCM 1.4.6| Number of endemic countries having 0/2 2/2
achieved the recommendedatment
target coveragé/5% or more)pf
population at risk of schistosomiasis

OCM 1.4.7| Number of endemic countries having 524 16/24
achieved theecommendetreatment
target coverag€é/5% or morepf
population at risk of soilransmitted
hdminthiasis

OCM 1.4.8| Number of countrieand territorieswith 28 35
established capacity and effective
processes to eliminate human rabies
transmitted by dogs

1.5 Vaccine-Preventable Diseases

Outcome . Outcome Indicators EEECIE Target_ 2019
(baseline+)
OCM 1.5 OCM Regional average coverage with three 92% 94%
Increased 15.1 doses of diphtheria, tetanus, and
vaccination pertussiscontaining vaccine

coverage fohard
to-reach populations
and communities
andmaintenance of

OCM Number of countries and territories with 0 0
15.2 reestablishment of endemic transmissi
of measles and rubella virus

contro_l, e_radicatiom OCM Number of countries and territories thal 34 51
and elimination of | 1.5.3 have introduced one or more new
vaccinepreventable vaccines
diseases - ———
OCM Number of countries and territories 0 0
154 reporting cases of paralysis due to wild

or circulating vaccinalerived poliovirus
(cVDPV) in the preceding2 months
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Cat egoNoync2ommuni cabl e Di seas

Reducing the burden of noncommunicable diseases, including cardiovascular diseases,
cancers, chronic lung diseases, diabetes, and memalth disorders, as well as
disability, violence and injuries, through health promotion and risk reduction,
preventio, treatment and monitoring of noncommunicable diseases &meir risk
factors.

- 000_00000__]
Scope

141. PAHO, together with partner organizatioms various sectorswill address
the burden of noncommunicable diseases with a focus on cardiovascular diseases
(in partiaular hypertension cancer, diabetes, lung diseased chronic renal disease
Emphasis will be placedn the common risk factors of tobacco use, harmful use of
alcohol, unhealthy diessalt consumptionphysical inactivity and obesityln the NCD
response, PAHO will also focus on nutrition and other N€Rtedconditions including
mental health, violence and injuriesyddisabilities and rehabilitatiorhe primary ains

of the work in this category will be to address the underlying determiat<CDs,
including socioeconomic, environmentahd occupational factors across the titeirse

as well asto strengtherthe primary care responge NCDs, risk factorsand related
conditions. The specific approaches are set out in the various PAHO/WW&idates
related to NCDs, including thegional Plan of Actiorior the Prevention and Control of
Noncommunicable Diseas26§132019

Context

2.1 NoncommunicableDiseasesind Risk Factors

142. Over 75% of all deaths in the Americas are caused by NCDs, ahéchighly
preventable and can be controlled through public policies and regulations, health
services and lifestyle interventions. Of particular concern is the burden of premature
deaths from NCDgn the Americagvery yearpver 1.5 million people und€0 yearsof

age die from NCDs, which has serious implications for social and economic
developmentBecausethe epidemic oNCDs is driven byglobalization, urbanization,
demographidrends, and socioeconomic conditipirgerventiors are required not owl

from the health sectdsut from other government sectors such as agriculture, education,
transport, labor, environment, and trads well as from civil society and the private
sector.Cardiovascular diseases, diabetexl cancer are all rising probleim theRegion

of the Americas and with anagingand growing populatigrthe situation is expected to
worsen.Thus, policies and services to reduce the major risk factors and promote health in
communities, workplaces, schoo#d other settings are urdggnneeded And to better
control NCDs, health systems and services need to be strengthened, particularly at the
primary level of care, for screening, early detectemmd management of NCDs and risk
factors, ensuring access to medicines, technolpgiekcontinuous quality of care.
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143. Tobacco use is one of the most important NCD risk facttne prevalence of

adult smoking in the Region of the Americas is 22%, Hfb of total mortality in adults

is attributable to tobacco. The consumption gap betweersraatefemales is narrowing
especially among adolescents. Tobacco use also reflects social inequalities, with greater
prevalence among lowémcome and loweeducation population groups. In the Region,

29 countries have ratified the WHO Framework Conventio Tobacco Control (FCTC).
Although some 20 countries have passed legislation complying with at least one of the
treaty mandates, much more progrissseededTobacco industry interference remains a
major challenge in the Regipholding backprogress in implementation of the WHO
FCTC.

144. Reports indicate that reducing tobacco consumption by 20% anthiskieé by

15%, while treating patients at high risk of CVDs with a combination of appropriate
drugs, could prevent up to 3.4 million deathshie Region at reasonable cost in 10 years.
Such evidence strengthens the argument that countries, guided bynfaretied
leadership within the ministries of health, can continue to advocate for multisectoral
policies that promote responsible, preventii@sed individual selare and improve the
availability of essential medicines.

145. Alcohol consumption is another leading risk factor for NCDs, responsible for at
least 347,000 deaths in 2004 in the Region and the loss of over 13 million disability
adjustedlife years(DALYS). Average per capita consumption is estimated at 8.7 liters
among those over 15 years of age, compared to the global average of 6pktifgesson

per year In 2005, about 17.9% of men and 4.5% of women in the Region engaged in
heavy @isodic drinking (binge drinking) on a weekly basiEe expansion of the
alcoholic beverage industry in the Region and its aggressive marketing and promotion in
the absence of effective regulatory control remains a significant obstacle to the adoption
of an effectiveresponse.

146. At the regional level, rapid and deleterious changes are taking plafm®dn
consumption These shifts affect broad sectors of the population, especiallynmwne
and lesseducated segments. Consumptafnhigh-calolie processedoods rich in fats,
sugarsand salt is increasing, whifeuit and vegetable consumpti@decreasing. These
changing dietary patterns are accompanied bgduction in physical activityrhe result

is an alarming epidemic averweight and obesity.Regonwide estimates indicate that
between 50% and 60% of all adults, over -timed of all adolescents, and between
7% and 12% of all children under 5 are eitlmrerweight (BMI >25) orobese
(BMI >30). Even worse, forecasts indicate that this figure valpidly rise, reaching
289 million people (39% of the total population) by 2015. In almost all countries, the
problem is greater among women.

147. Obesity is linked to several NCDAn analysis of 57 prospective studies points
out that every excess 5 kg/m2 time body mass indeBMI) is associated with an
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increase in mortality of nearly 30% (40% from CVDs, 6020% from diabeteselated
complications, 10% from cancer, and 20% from chronic respiratory illnesses).

148. The Re g i aapid sirbanization, risingsalaries and economic growthare
underlying contributors to thenhealthy diets and sedentary lifestyles fthaturn have
producedthe obesity problemFactors includethe globalized marketing of processed
foods and sugary drinks, thieemendous populayi of electronic entertainment and
computers, the centrality of tipgivate automobilén urban planning and design, and the
growing fear of street crime thaeeps many people inside their hom#gith the
adoption of theWHO Global Strategy on Diet, Physil Activity and Health(DPAS),
attention has turned tihe critical importance of the food environme# it influences
preferences, purchasing decisigasd eating behavior.

2.2  Mental Health and PsychoactiveSubstance Use Disorders

149. Mental neurological and psychoactivesubstance abuse disorders represent an
important cause of morbidity, mortaljtgnd disability Eight priority conditions make the
largest contribution to morbidity in the majority of developing countries: depression,
schizofhrenia and other psychotic disorders, suicide, epilepsy, dementia, disorders due to
use of alcohol, disorders due to use of illicit drugs, and mental disorders in children. In
the Region, the conditions that require particular attention include depredisiomers

due to alcohol use, dementend mental health conditions of children and adolescents,
including suicide preventionThese are major determinants and causes of morbidity.
PAHO will focus onfour areas:(a) information and surveillance, broadegi the
evidence base on mental health),development of policies, playend legal instruments,

with particular emphasis on protection of human rigfdsdevelopment and integration

of the mental health componewit primary care; andd) provision of nental health care

and psychosocial support in disasters and humanitarian emergencies. In this regard, the
restructuringof mental health services should contimsa priority in Latin America and

the Caribbean.

2.3 Violence and Injuries

150. Violence and injries represent a major cause of morbidity and mortality in the
Americas, with homicides being the first cause of mortality among men ag2@ 4id

the second cause of among wonierthe same age grouRoad traffic injuries are the
leading cause of death children aged 44 years and the second cause in the gagepol
1544 years. Foeach personvho dies as a result of violence and injuries, many more
suffer longterm physical and mental health consequenbéterent forms of violence
affect populatios in distinct waysWhile most attacks againshen, including young
men, arecarried outby a stranger oran acquaintance, women are more likely to suffer
violence at the hands of their husband or intimate paranelrchildren are more likely to
be abusé byadultsclose to them.
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151. Violence poses considerable direct and indirect costs to socletieains health,

social and justice sector budgets with expenditures for treating survivors and
apprehending and prosecuting perpetratdiglence also redees productivity, increases
absenteeism, and poses considerable intergenerational costs from the impacts of violence

on survivorsoé children. Additionall vy, fear
isolating the poor in their homes and the rich inrtilsegregated spaces, affecting the
well-being and social fabric of families and communities.

2.4 Disabilities and Rehabilitation

152. In the Americas an estimated 1dfllion to 180 million people were living with
some form of disability in 2010. This numhsrexpected to increase due to population
growth, aging rise of NCDs, accidents, disasters, violence, poor dietpapchoactive
substance abuse. Limited resourcemppropriate policigslimited accessto health
services andrehabilitation and inaccessible transportation represent significant
challenges for people witlisabilities Ocular, hearingand oral health need to be
addressedgiven that about 80% of blindness in the Americas is avoidabié dental
caries affect more thad0% oftheRe gi on6s . popul ati on

153. PAHO will contribute to the improvement dfealth andliving conditions for
people with disabilities through technical cooperatanmd promotion of community
participation, as well as through a rigissed approach. Access to heatrvices
including rehabilitation servicesyill be strengthened for persons with disabiliti€his

will include generating synergies between related health programs for health promotion
and prevention of disabilities, strengthening capacity of healtmahuresources,
providing social protection fopeoplewith disabilities,and improvinginformation on
disabilities within health information systems.

25 Nutrition

154. Poor nutritionresultsin stunted child growth andontributes tooverweight and
obesitythroughout the life cours@ his in turnis an important risk factorof three of the
four major NCDs:cardiovascular diseasecancers, and diabetegSonditions related to
undernutrition and overweight/obesitpypose a burden on individuals, communitiesd
the health system, and ingee human development and equityseyenting these
conditionsis central to the achievement ofégional andglobal development goals
Regional targets have been set for exclusive breastfeagidgor reduction othild
stunthg, overweightand womenés anemi a.

155. PAHO will support strengtheningf the evidence base for effectivaitrition
interventions,assist inthe development and evaluation of policies and programs, and
providethe leadership, practical knowledgend capaities required to scale up actions.

The Organizatiorwill provide technical cooperation for improving environménter
example, to support breastfeeding in hospitals or healthy meals and recreation in schools
PAHO will engage the private sectorthe aras of staple food fortification and product
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reformulationand will provide frameworks for regulations in the areas of food labeling
and marketing of foods and beverages to childfdhthese actions will make use of
multisectoral approaches involving keactors such ashe ministries of education,
agriculture, and the environment. LastlfpAHO will monitor progress toward
achievement of agreed nutrition targets by Member States.

Key Stakehol dersdé6 Anal ysi s

156. The main stakeholders for this category include imaisters of health and
national health authorities responsible for NCDs and risk factors, nutrition, mental health,
violence and injuries, disabilitieand rehabilitationincluding ocular, oraland haring
programs.Because a wholef-government approach is required to address NCDs and
their risk factors, key stakeholders also include those from sectors outside of wedith

as agriculture, education, transport, labor, environment, and RAtHO ako partners on
these program areas with stakeholdeusside of governmentincluding civil society
actors (nongovernmental organizatignsinternational organizations, professional
associationsand academ)aas well aghe private sector.

157. PAHO has strog partnerships with WHO Collaborating Centers related to the
categoryand also with numerous professional associatiacasgdemicsnongovernmental
organizations and private sector organizationgorking in the area of NCDs. This
collaboration takes placprincipally through the Pan American Forum for Action on
NCDs (PAFNCD), but these linkages are also well established in other initittiked

to the specific program areas withiime category.The Healthy Caribbean Coalition, the
Latin America Coalitionfor Health and the Framework Convention Alliance are key
civil society coalitions with which PAHO collaborates, particularly for social
mobilization and communications around NCD and risk factor prevention and control.

158. PAHO is also collaborating with rited Nations agenciesincluding the
International Telecommunications UnjodNICEF, UNDP,United Nations Population
Fund UNFPA), and United Nations Office on Drugs and Crim& scale up joint
programming for NCDs and risk factors at regional and nati@vels.

159. Through itsstrong links to governmentPAHO has supported the various
political declarations on NCD§ heseinclude the Declaration of the Higavel Meeting

of the UN General Assemblyn Prevention and Control of Noncommunicable Diseases;
the Portof-Spain Declaration on NCDghe Andeanministers of healthresolution on
NCDs and NCD surveillance (REMSAA XXXIV/5 and REMSAA XXXII, 2011the
UNASUR resolution on NCDs; and th€entral America and Dominican Republic
Ministers of Health Declateon of Antigua, Guatemalaon NCDs, endorsed by the
president®f theCentral American Integration System

160. PAHO will continue to build and expand capacities witlmmistries of healtho
improve the multstakeholder response, effectivenemsd impactof national policies,
programsand servicethat relate to NCDs and their risk factors
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Strategies for Technical Cooperation

161. Priority will be placedon putting into action the various mandates and resolutions
on NCDs, risk factorsand related conditions, particularly the WHO Framework
Convention on Tobacco Contr(@ legally binding global treaty) arideregionalPlan of

Action for the Prevention and Control of Nammunicable Diseasgm keepingwith

efforts toward the achievement ofglobal targets and indicators set forth in the
NCD Global Monitoring FrameworkPAHO will lead, together with Member States, a
multisector response, articulating policy and regulatory options to address the broader
physical, socigland ecoomic environmental conditions that support healthy nutrition,
risk factor reduction, mental health, violence prevention, disability and rehabiljtatidn
management of NCD3his will involve developing effective partnerships and exercising

a leadershimndcoordinationrole with therelevantUnited Nations funds, programesnd
agenci es. PAHOG6s wor k will dr aw-buldeng vi |l y on
competencies.

162. PAHO will support Member States their effortsto establish national plans and
strengthen policies, programsand services, emphasizing the primary health care
approachto NCDs, risk factorsand related conditions. The focus will be on prevention
throughout the life coursand onscreening and early detection of cancer, diabeied
cadiovascular diseases and their risk factéwditional priorities will includamproving

the quality of carejncreasingaccess to affordable diagnosis and treatpreducing the
suffering of people living with disabilities and chronic diseaseslsugorting strategies
and technologies suitable for primary health care settings and workplaces in resource
constrained setting®2AHO will also support information, surveillanceand research,
broadening the evidence base to support national policies,g#satend laws, with a
focus on protection of right®ork in the area ofmnental healttwill include provision of
mental and psychosocial support in humanitarian emergencies.

Cross-Cutting Themesand Strategic Approaches in Health

163. Category 2and its program areas will require irfogrammatic work wittall
other categories, especiallCategory 1 (Communicable DiseasesJategory 3
(Determinantsof Health and Promoting Healththrougtout the Life Course) and
Category 4 (Health Systems)inkages with Category 1 include cemorbidities
(for example tuberculosis and diabetes, HIV/AIDS and mental h¢altid vaccines to
prevent some types of cancetgefatitis Bvaccine for liver cancer, HPV vaccine for
cervical cancer)With respect taCategoy 3, there are strong linkages between neonatal
and early childhood mortality and morbidity armmfomotion of healthy nutrition
(particularly breastfeeding) as a means to prevent NCbBs strategies to prevent and
control NCDs also support active and hiealaging The multisectoral actions required
for NCD prevention are thodbat addresshe social determinants of health as well as
environmental threats to health and gender equity. The linkagesCaittgory4 are
particularly strong, since a primapare approachpeoplecentered careand access to

62



OD345

medical technologies are abksential for NCD management. The issues covered under
Category2 require strong multisectoral collaboration in order to address the underlying
causes of NCDs and associatek fiactors in a more effective manner.

164. Addressing the social determinants of health plays a critical role in the strategy to
respond to the burden of NCDs, risk factand related conditions. Health promotion
strategies are an essahtcomponent of NCDprevention; especially important is
childhood and adolescent health promotiomtulcate in the early stages of life, healthy
ways ofliving. Primary health care is another essential comparfehe management of
NCDs and risk factors, mental healthsabilities and rehabilitatigrand violence/injury
prevention PAHO will integrate NCD and risk factor management interventions as part
of overall efforts to strengthen health systeb@sed onthe primary care approach.
Equitable care for NCDs, risk famt and related conditions requirsocial protection in
health therefore prevention and control of NCDs and risk factors should be included in
social protection packages.

165. P A HOO s -cuttingahermes ofjender, equity, human rights, and ethnieiti
be taken into consideration in achieving all of the outcomes and outcome indicators noted
below.

Assumptions and Risks

Assumptions:

€)) Countries and territories in tHeegionrecognize theoncept of healtlas a state
of completephysical, mentalandsocial weltbeing.

(b) Member States sustain and increase their commitments under the WHO and
PAHO NCD action plans also taking into account othenandates related to
NCDs and their risk factors, such as UN conventions and mandates on alcohol,
tobacco, unhetlly diet physical activity, mental health, violence, road safety,
disabilitesandnut r i t i on. Of p ar tobligatidnsaaundermttet e ar e
WHO Framework Convention on Tobacco Control.

(c) Countries and territorieprioritize theimplementationof national action plans
to address NCDsmental health and risk factors, including an increase
in financial and human resources for their implementation, in line with
PAHO/WHO guidelines.

(d) Effective multisectoral multidisciplinary collaborationsand pamerships are
establishedn relation to policies, mechanisms, netwgraed actionsinvolving
all stakeholders at national, regiorehd international levels.

(e) Countries and territorieand PAHO improve their health information systems to
adequately mesure and monitor NCDs and their risk factors.

)] An integrated health system response to NCDs and risk fact@enisredon
primary health care interventions.
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(¢))

Risks:

(@)

(b)

()

(d)

(e)

(f)

(@)

The communitybased approach to mental health is adopted by the countries and
territories.

Competing national priorities reduce the attention given to NCDs and their risk
factors, including interventions for mental health and disabilities at the primary
health care level.

Investment in prevention and control of NCDs is insufficient at natianal
international leved, jeopardizing the implementation tife global NCD strategy
andthe proposedegional NCD plan of actiofor 20132019.

Low regulatory capacity athe national level allows the tobacco, alcohol,
processed foqdand sugarypeveragendustries to interfere and hinder progress in
countries.

There is limited enforcement of legislatiordealing with NCD risk factors
(including road safetgnd violence) at country level

The aggregation of data and tlmited availability of iformationon NCDs and
their risk factors hide importanequity aspect®f these diseases and conditions
weakeningevidencebased interventions.

The complexity of monitoring and reporting systems, including the variety of
methodologies usededuces the gacity of countries and territories to report
their progress in addressing NCDs and risk factors.

Low priority is given to violence prevention effortsboth because the
consequences of violence are often invisible in current health statistics and
because evaluating progress is equally challenging.
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Category 2. Noncommunicable Diseases and Risk FactorBrogram Areas

and Outcomes
2.1

Outcome

OCM 2.1
Increased access tq
interventions to
prevent and manag
noncommunicable
diseases and their
risks factors

NoncommunicableDiseasesind Risk Factors

Outcome Indicators

Baseline2013

Target 2019
(baseline+)

OCM Reduce harmful use of alcohol, as appropriate within the national contex
211 2.1.1a Total (recorded and 8.4 5% reduction
unrecorded) alcohol per capita (AP( liters/person/year
consumption among persons 15+ (2003-2005)
years of age within ealendar year, in
liters of pure alcohol, as appropriate
within the national context
2.1.1b Prevalence of alcohol use 6.0% for ICD 10 5% reduction
disorders among adolescents and codes (2.6% for
adults, as appropriate, within the harmful use and
national context 3.4% for alcohol
dependence) in
2010
2.1.1c Agestandardized prevalence 13.7% 5% reduction
of heavy episodic drinking (HED)
OCM | Prevalence of current tobacco use
212 2.1.2a Prevalenaef current tobacco TBD by WHO TBD by WHO
use among adolescents-18 years of
age
2.1.2b Agestandardized prevalence 21% 17% (to achieve
of current tobacco use (18+ years of the global target o
age) 30% reduction by
2025)
OCM | Prevalence of insufficient physical activity
2.1.3

2.1.3a Prevalence of insufficient
physical activity in adolescents 1.3
years of age

The last country
reported
prevalence of
insufficient
physical activity
between 2009

A reduction of 5%
with respect to the
country baseline
prevalence value
by 20162019

and 2012
2.1.3b Agestandardized prevalence | The last country | A reduction of 5%
of insufficient physical activity in reported with respect to the
adults prevalence of country baseline
insufficient prevalence value

physical activity
between 2009
and 2012

by 20162019

The baseline year is 2013 or the year for which the most recent data are availebyear is listed for those
indicators without 2013 data. The targets for 2019 include the 2013 baseline plus the proposed targets for each of

the biennia ending in 2015, 2017, and 2019. This applies to all baselines and targets in this category.
Courtries will select indicator(s) of harmful use of alcohol as appropriate to national context and in line with

WHO®S s

gl obal

strategy to

reduce

t he

har mf ul

us e

drinking, total alcohol per capitsonsumption, and alcohoélated morbidity and mortality, among others.
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Outcome Indicators

Baseline2013

Target 2019

AR e __(baseline+)”
OCM | Percentage of controlled hypertensi 15% 35%
2.1.4 | at population level (<140/90 mmHQ)
among persons 18+ years of ac
OCM | Age-standardized prevalence of rais 18.8% 18.8% (same
2.1.5 | bloodglucose/diabetes among level, to contribute
persons 18+ years of age to the global targe
to halt the rise in
diabetes and
obesity by 2025)
OCM | Number of countries and territories with a halt in the rise of obesity at curre
2.1.6 | national levels
2.1.6a Prevalence of overweight an¢ To be determined To be determined
obesity in adolescents 41¥ years of | based on WHO | based on WHO
age Global Global Monitoring
Monitoring Framework
Framework
2.1.6b Prevalence of overweight an¢ To be determined To be determined
obesity in adults (men and women based on WHO | based on WHO
18+ years of age) Global Global Monitoring
Monitoring Framework
Framework
OCM | Age-standardized mean population 11.5 grams 7 grams
2.1.7 | intake of salt (sodium chloride) per (2010) (to achieve the
day,in grams, in persons 18+ years global target of
age 30% relative
reduction by 2025
OCM | Number of countries and territories 5 15
2.1.8 | that have a cervical cancer screenin
program which achieves 70%
coverage, ameasured by the
proportion of women 3@9 years of
age who have been screened for
cervical cancer at least once, or mol
often, and for younger or older age
groups according to national
programs or policies, by 2019
OCM | Number of countries angrritories 8 17
2.1.9 | with a prevalence rate of treated enc
stage renal disease of at least 700
patients per million population

ok

By measuring the percentage of controlled hypertension at population level among persons 18+ years of age,

countries will be able to address in a comprehensive manner the finstashgrevalent risk factor for NCDs

in the Region. Hypertension is a cause of premature mortality due to stroke, cardiovascular diseases, and
kidney

chronic

di sease. usi

By

regardng prevalence of raised blood pressure.

ng this

indicator

)
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2.2  Mental Health and PsychoactiveSubstance Use Disorder

Outcome ‘ Ind. # ‘ OutcomeIndi cators Baseline2013 Tsrget. e

s L L L >R, .- = --§»\9|»~»~.~= .9$9$.@@ __(baseline+)

OCM 2.2 OCM | Number of countries and territories 19 30

Increased service | 2.2.1 | that have increased the rate of

coverage for menta consultationshrough mental health

health and outpatient treatment facilities abe

psychoactive the regional average of 975 per

substance use 100,000 population

disorders

2.3 Violence andInjuries

Outcome Ind. # OutcomeIndicators Baseline2013 Target_ 2019
(baseline+)
OCM 2.3 OCM | Number of countrieand territories 4 7
Reduced risk 2.3.1 | with at least 70% use of seat belts b
factorsassociated all passengers
W'.th _wolepce and OCM | Number of countrieand territories 3 To be determined
injuries with a : -
2.3.2 | that use a public health perspective based orthe
focus on road . X
: an integrated approach to violence 2014 WHO
safety, child revention reportonthe
injuries, and P Iolg)alsituation
violence against 9 of violence
children, women, X
and youth prevention

2.4 Disabilities and Rehabilitation
Target 2019

Outcome ‘ Ind. # Outcome Indicators Baseline2013

(baseline+)
OCM 2.4 Number of countrieghat have
Increased access to| 2.4.1 | attainedat leastl2% access to
social and health habilitation and rehabilitation
services for people services andocial services for
with disabilities, personswith disabilities
including prevention" 5Ccm | Number of countries and 19 25

2.4.2 | territories reaching cataract
surgical rate of 2,000/million
population/year

2.5  Nutrition
. Baseline Target 2019
Outcome OutcomeIndicators 2013 (baseline+)
OCM 2.5 OCM | Percentagef children less than 13.5% 7.5%
Nutritional risk 2.5.1 | 5years of age who are stunted (2010)
factors reduced 2.5.2 | Percentagef women of 22.5% 18%
reproductive age (189 years) (2010)
with anemia

2.5.3 | Percentagef children less than| 7% (20082012) 7% (20162019)
5years of age who are
overweight
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Cat egoebeyt e3r mi HamtiasnBofo mot i ng

t hr oug¢g hleiufte Cour se

Promoting good health at key stagedif#f, taking into account the need to addréiss
social determinants of health (societal conditions in which people are born, grow, live,
work, and age) and implementingapproaches based ogender equality, ethnicity,
equity, and human rights.

]
Scope

166. This category brings together strategies for promoting health andeiaty from
preconception to old age. It is concerned W health as an outcome of all policies;
(b) health in relation to developmentcluding the environment; an¢t) the social
determinants of healthwhich embrace gender, equity, human righaad ethnicity
mainstreaming and capacity building.

167. The category is by its nature crassting and is critical for addressing the social
determinants of health and equityarder to improve health outcomes in the Region. It
addresses population health needs with a special focus on key stages in life. This
approach enables the development of integrated strategiesghahdo evolving needs

and changing demographicdp epidemiological, social, cultural, environmentand
behavioral factors, antb health inequitiesand equity gaps. The lifeourse approach
considers how multiple determinants interact and affect health throughout life and across
generations. Health is codsred as a dynamic continuum rather tlzesa series of
isolated health states. The approach highlights the importance of transitions, linking each
stage to the nexit definesprotectiveandrisk factors angbrioritizesinvestment in health

care and soal determinants, gender, human rights promotion and proteciioeh
ethnic/racial approaches in health. Moreover, the work undertaken in this category
contributes to the achievemenftthe Millennium Development GoalsspeciallyMDG 3
(promotegender equay and empower womey; MDG 4 (educe child mortality and

MDG 5 (improve maternal healthlt is also consistent with universal and regional
human rights treaties and standards aadpondsto the vision of thepost2015
development agenda

Context

168. In the Region of the Americabfe expectancy at birth has increased from 68.2
1980to 76.1 in 2011.Despite much progress, stark inequities persist, and glowing
indicators often mask significant differenosghin and betweercountries. The Region
has eperienced a demographic transitiand rapidurbanization and hasa high degree

of ethnic diversity Racial/ethnic minoritypopulations(including indigenouspeople
Afro-descendants, and Roma, among o)h&ase higher rates of poverty and limited
acces to health servicesGenderalso interacts with other determinants of health to
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influence health status. Populations facing inequalities based on gender, ethnicity, age,
place of residence, religion, language, sexual orientation, or other factors teadeto
higher vulnerabilities and worse health outcom&argeted measures are needed to
reduce these health inequities.

169. The approaclvased on social determinawtishealth looks at the whole pictuire
each country addressing the interrelated factors th#fect health and welbeing. It
allows public health professionals to look outside the health care systesmutionsto
health inequities. Moreoveit provides a framework to improve the health of people
while encouragingequitableopportunities a@ss the life course, promoting civil society
participation and community empowerment.

170. Health anchuman rights lawas enshrined in universal and regional human rights
conventions and standards, offers a unifying conceptual and legal framewdanich to
focus strategies omulnerablegroups as well as a mechanism by which to evaluate
success and clarify the accountability and responsibilities of different stakeholders.

171. Although many countries have made significant progressegtucing maternal
mortaity, national averages conceal inequitieach dayin the Regionabout 30 women
die from causes related tregnancy or childbirthimproved data collection and
information systems are needed to better monitor maternal h¥aiherable goups
(rural pgulations, indigenous groups, adolescents) require targeted abaseds on
gender, equity, human rights, darsocial determinants of health. Efforts to reduce
maternal mortality should include strategiesntgrove quality of carand address severe
matenal morbidity finear misg).

172. The overuse of cesarean sections (CS) has becgtobalpublic health problem.

A recent study found that of the 18.5 million CS deliveries perfonvattiwidein 2008,

73% (13.5 million) were performed in 69 countries wil$ rates at or above 15%.
Studies have found no additional benefit for the mother or baby in countries with CS
rates above 15%; rather, such high rates have been associated with negative maternal and
child health outcomes. On the other hand, CS rates ufidérare considered to reflect
underuse.

173. Comprehensive and integrated approaches to sexual and reproductive health are
needed in the Reon. This involves aassessment of the needs of women throughout the

life course includingthe preconception, prengtahildbirth, postpartumand menopause

stages of life Considerationshould be given to the inclusion of contraception and

abortion inthe developmentand implementatiorof health care intervention©Other

challenges affecting women in the Region includB//AIDS feminization, mental

health, gynecological cancers, and domestic, intimate partner, and sexual vidlence
emerging issue in womends health care polic
diseases such as obesity, hypertension, and dialbet@smajor causes of the disease

burden for women.
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174. The children of the Americas ateh e R egrpatestragsst, and the recognition
and protection of their distinct needs and human rights is essential for effective
developmentMember States havemade geat strides in reducing child mortality and
morbidity and have achieved better integration of child health services in health facilities.
However, to make such integration even more effective, national health policies,
strategiesand plans, as well as legation and regulations, must use an intersectoral,
inter-programmatic, and life course approach.

175. Although there have been significant reductions in child mortafigrsistent
challenges need to be addressed. Neonatal mortality is the main compoiganiof
mortality and undeb mortality, andits leading causes are preventable. Each year,
210,000 childrenn the Regiondie before their fifth birthday, more than 60% of them
during the first month of life.

176. Conditions at birth and in the early stages of life strongly influence health and
development throughout the life courSarious adverse conditions in the eaybarsare

associated with negative impacts on growth, development, and sensory capabilities,
which in turn affect the i ndokvanddleaamThss qual i
ultimatelyaf f ect s t he ¢ o u fAhere yséakso ekidenca ooncerr@ng ithe a |
contribution of certain childhood conditions tiee development of chronic diseases in
adulthood.

177. Socialexclusion and inequalities constitute one of the greatest challemgkad

healthin the RegionPoverty anddeprivationduring early childhood can compromise a

c hi devglopment and futuredrning, a80per cent of the brainds <c
before 3 years of ageHowever early childhood development programs have low

coverage, and many child survival strategies still use a vertical approach that fails to
consider environmental conditioasd other social determinants of health. Countries face
challenges in scaling up health service delivery strategies, both clinical and community

based, to achieve health goalad in estimating the resource requirements and financial
implications of thes strategies, especially for excluded populations.

178. The adolescent and youth populatmmrently accounts for 26% of tite gi on 6 s
total populationthe largesthat thiscohorthaseverbeenin relationto other age groups.

The adolescent fertility rat€73.4 per J000 adolescent females -19 years of age)
remains high compared to the global level (52.7 p80d). Twenty-one percent of
adolescents are considered overweigind 6% are obesat the same timeanemia
continues to be a significant problemmong young women. In addition, violence and
psychoactivesubstance use among youth arerrisomeproblens in the Region. The
disproportionate impact of these issues on-ilmeome, crosdorder, and ethnic minority
young peoplavill be a focus of researamd intervention.

179. Healthy, independent older persons contribute to the welfare of their household
and communies Ten years from noythe Region will havéwice as manylder persons
(over age 65asin the year 2000Although adults who reach age B&vean additional
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life expectancy of abou2l years, 10 of these years #ypically spent in poor health.
Older adults face social and economic inequidilegg withmultiple chronic conditions

and disabilities that are complicated by lack of social laealth protection and poor
access to quality services. The availability of household resources to support the elderly
has rapidly declinedand therefore more older adults will not have this type of care
available. Timely and adequate interventions willkmat possible to address these
challenges and increase the contributions of older persons to social and economic
development.

180. Environmental factors influencthe health of individualsand of populations.
According to estimategnvironmental determinant$ health are responsible fas much
as25% of the global burden of diseamed cause approximatelymillion deathan the
Americasannually The principal environmental determinants of health in the Region
include indoorair pollution fromburning ofsolid fuels ambient particulate matter and
ozone pollution residential radonhousehold hazardous exposure to metals, especially
lead, mercuryand methyl mercurypesticides hazardous wastpsack of sustainable
access to safe drinking water and basic sanitatiod major occupational risk factors.
Environmental determinants of heathow strongly inequitable distribution, interacting
with other inequalities in health. The environmental buaref disease and its unfair
distribution in the Region represents a major threat to health equity, universal health
coverage, economic security and growth, sustainable human development, regional
governance, and the attainment of global development goals.

3.1  Women, Maternal, Newborn, Child, Adolescent and Adult Health, and
Sexual and Reproductive Health

181. Effective interventions exist for improvirnte health of women and childrand
reducing maternal, neonatand child mortality. The challenges &reimplement and
expand those interventions, making them accesdibleall during preconception,
pregnancy, childbirth, and the early years of,ldad ensuring quality of care. Half of
maternal deaths, ofthird of neonatal deaths, and ettérd of stillbirths, as well as most

of the complications that can lead to death of the mother or the newborn infant, occur in
the 24 hours around delivery. It is also within this period that the most effective
interventions to save the lives of mothers and babiedbeatelivered: management of
labor, administration of oxytocin after delivery, resuscitation of the neoweatedy
initiation of breastfeedingand interventions for children with birth defects. Work in this
area receives higlevel commitment through itei¢clusion in MDGs 4 and;5t is alsoa
focus of the Commission on Information and £
Health.

182. Family planning can prevent up to etierd of maternal deaths, but in 2012 more
than 200 million women had unmet needs for contraception. The implementation of
sexual and reproductive hea(BRH)policies, as part of reproductive health rights, needs
to be consolidated and strengthened ie tRegion. Significant challengesinclude
ensuring family planning suppliesniversalization of emergency contraceptiensuring
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availability of male and female sterilization servicespanding health services capacity
to address infertility ensuring abortion care in cases permitted by law, particularly in
pregnancies resulting from sexual violenand integratingSRH programs with
hypertension, diabetesand mental healtlservices given the high burden othese
diseases.

183. During the period 20142019, PASB will continue promoting effective
interventions to decrease undemortality rates in developing countries to levels
approachg those in wealthier countriesd to reduce disparities between the poorest
and wealthiest children within nahs Particular attentiorwill be givento treatment of
pneumonia and diarrhea atal effective coordination with related vaccipesventable
diseases and environmental programs.

184. For adolescents, the work will focus on investment in protective factdiseat
individual, family, and community leveko promote and protect healthy behaviors and
prevent risk factorsPriority will be given tgpoor adolescents in vulnerable situations and
to the areas of sexual and reproductive health, intimate partner andl séolence,
mental health, nutrition, accidentgysychoactive substance use and abuse, and
noncommunicable diseases, within a human rights framework.

185. A big challenge in th&Regionis to implementhealthpromotion and preventive
servicesthat maintainthe quality of lifeand wellnesf adults (8-65 years of age)
especiallyfor male populationsThe common denominator during this stage of life is
work, which provides income to support familiesonfers social status, and promotes
personal angrofessional growthT ar get i ng t hi s Awor ki ng

ageo

promote healthy lifestyles and control risk factors that can lead to diseases and disorders

in later stages of life. A wide variety of risk factors affect adult health, including
behaviors habits, culture, and social determinants of he&8tdme risks relate to working
conditions (such as exposurephysical, chemicabr biological hazards) dhe terms of
employment (contracts, salaries, schedules, social benefits, etc.). fmarthecertain
types of work may promotenhealthy habitssuch as todittle physical activityor poor

diet, among othersPreventive and clinical servicescluding routine disease screening
and scheduled immunizations, are key to improvamdult health and preventing
premature death and disability

3.2  Aging and Health

186. The life course approacto promoting health favorsore active and healthy
aging In the period 201-2019,PASB will prioritize the health of the 15fillion older
persons currently living in thRegionandof the additional 50 million who will enter old
age by 2025 These effortswill focus on maintaining their functional ability to live
actively and independently in their commugsf reducing disability r&ts andhedemand

for longterm care healthservices,and social assistance; promoting the health of older
persons in public poligywith priority to mental health adapting health systenmand
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supporting human resources developntenineet the challengesssociated witlaging
and generating the information necessary to implement and evaluate interventions.

3.3  Gender, Equity, Human Rights and Ethnicity

187. Gender equality in health is a progressive goal to ensure that women and men, in
a context okexual and ethnic diversity, have equal opportunities to access the resources
necessary to protect and promote their heRiteconditionsor achievinggender equality
include theS t a fuldllénent of its obligationsto ensurehe right to healthand adress
gender inequities.

188. The rights of children to the highest attainable standard of health, and to
participate in matters that affect their healire recognized through the UnitBlidtions
Convention on the Rights of the Chil@lhese rights areespected in the development of
policies and programs.

189. A synergistic approactill be used in thenstitutional mainstreaming of gender,
equity, human rightsand ethnicity at all levels of the Organizatiofhis involves
designing and establishing stritaral mechanisms that enable programmatic
mainstreaming (policies, planand laws) to succeed, and that support countries in the
achievement of gender, equitgnd ethnic equality and the realization of the right to
health and relateduman rightsin this regard, thehallenges for PAHO anithie Member
Statesinclude developing sufficient expertise regardingfruments ohuman rights law

and accountability mechanisms applicable to the life course, social determinants, gender,
equity,andcultural diverdiy, and their integration within health systems.

3.4 Social Determinants of Health

190. Work on the social determinants of health affects all PAHO areapearhtion
During 20142019 PAHO will continueto focus onthe social determinants artkeir

links with health promotionaddressing equity across all fipepogrammaticategorieof

the Strategic Planexcluding Category 6Corporde Services/Enabling Functions)

In addition, capacitybuilding on mainstreaming the social determinants of health
approach will continue iPASB and in Member States. Tools and guidelines are needed
to implementHealth in All Policieswith the objective of building greater awareness of
the value added throudghe social determinants of health approach and its link to health
promotion which encourages increas@dmmunity participation and empowerment for
health.PASB will also develop a standard set of indicators to monitor action on social
determinants of héta and to implement and monitor the joint work plan on social
determinants  with  partners  within and outside the health sector.
This will require collecting disaggregated data to improve the analysis and understanding
of inequities and social gradientshgalth in the Region, as well as within countries.

191. Health in All Policies draws from national and international developments in the
area of health policy and comprehensive health, aackiding the Alma Ata Declaration,
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the Ottawa Charter, the Univerdakclaration of Human Right@and the Rio Political
Declaration on Social Determinants of Health. The Rio Political Declaratawptedn

2011 by the World Conference on Social Determinants of Healtpresses worldwide
commitment to implement the sokideterminantsapproach tohealth This allows
countries in the Region to build momentum for developing their own national action
plans andnultisectoralkstrategies dedicated to reducing inequities.

192. Finally, as articulated in the Rio Political Declarafi®tAHO will focus on the

need for bettecoordination and guidana® the growing number of actors in the health
sector, an area generally referred to as health governance. The social determinants
approach to health promotes governance through partnershigpsnetworks with
different sectors of societpimed atddressing the stark inequities in the Region through
concrete actions and consendased public policiesThe goal is to attaithe highest
possible level of health for all and the implementatidruniversal and regional human
rights law treaties and standards applicable to health.

35 Health and the Environment

193. Action on the environmental determinants of health is imperative to build

inclusive healthy,and safesocietiesin which people can fulfill their potential and lead

long, healthy, dignified, and productive lives. This requires specific action to address
environmental inequalities in health. Consistent with the large body of global and

regional commitments, agreentgnand mandates on issues pertaining to environmental

heal t h, PAHOOGs technical <coopdéa)jsaangthemngi n t hi s
the national heal th authoriti €b} ibicreasinggewar ds hi
institutional capacitie$n environmental health, including professional competencies in

the assessment of environmental health risks and impacts, in monitoring environmental
inequalities in health, and in the generation of an evidence base to inform policy;

(c) advancinghe mantenance and promotion efivironmental health, with emphasis on

the implementation of primary environmental serviaéshe local level(d) promoting

actions to reduce environmental inequalities and their impact on health through actions

that span environmental and social gradients as well as those that target vulnerable
populations; ande) strengthening specific progranisat addressurrent and emerging
environmental threats with local health impacts, such as climate change, loss of
biodiversity, ecosstem depletion, water scarcity, and desertification.

Key Stakehol dersé Anal ysi s

194. The work in Category 3will be undertakenwithin the context of the

UN SecretaryxGener al 6s Gl obal Strategy fandttheWo menés
EveryWomanEvery ChildInitiative. Partners and collaborators will includé+ (WHO,

UNICEF, UNFPA, te World Bank, UNAIDS, UN Women)the Partnershipfor

Maternal, Newborn and Child Healtbther United Nationpartnerssuch as UNDP and

the United Nations Population Divisigrihe Organkation of American States (OAS);

acalemic and research institutionsivil society and developmendrganizations the
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UNDP/UNFPAUNICEFWHO/World Bank Special Programe of Research,
Development and Resear@naining in Human Reproductiothe Gldal Fund to Fight
AIDS, Tuberculosis and Malarisand the GAVI Alliance These partnerships will
ensurecomplementarity and accelerate action in the final push toward achieving
MDGs 3, 4 and5.

195. One of the overarching goals of the pa6iLl5 development agda is maximizing
healthat all stages of lifeWork in this category is essential for tlgeal as is achieving
universal health coverag€ritical to these are theocial determinants of healépproach
and healtlpromotionthrougloutthe life course.

196. With experience gaineth 20122013 throughthe work of theUN Platformon

Social Determinant®f Health (International Labour OrganizatipdtdNAIDS, UNDP,
UNFPA, UNICEF, and WHO), the Organization is well placed to advocate for action on
social determinants, including their integration itite post2015 development agenda,

as well as to provide technical support to MembereStat this area A network of
institutions wil be established to strengthen capacities of Member Statesplement

the five action areas enshrined in the Rio Political Declaration on Social Determinants
of Health.

197. PAHO will maintain its role within UNWater, strengthen its collaboration with
UNICEF on global monitoring of water and sanitation, and lead an initiative for ensuring
water qualitythrough a new collaborative framework with UNABITAT on urban
environmental health issueShe Organization will continue thostthe secretariat for,
and prticipate in, the Inte©rganization Programe for the Sound Management of
Chemicals PAHO will further strengthen the representation of health within the overall
United Nations response to climate change through Hig-Level Committee on
Programmes ofhe United Nations System Chief Executives Board for Coordination.
TheOrganization will provide technical health input to programs under the United
Nations Framewd Convention on Climate Changend to specific partnerships with
other organizations in tHgnited Nations system.

Strategies for Technical Cooperation

€) Ensure the availability of datéor measurement of trends related gocial
determinants of health, human rights, and ethnicity and gender equality as they
relate to healthn the Region.

(b) Strengthen surveillancemonitoring and evaluation system& expand the
research and evidence base for policy planning and evaluation through adequate
investment, capacity strengtheningnd effective partnership between the
academic and public sectors.

(© Advocate with governments to prioritize a healthy life course using a framework
of social determinants, human rights, cultural diversatyd gender equality in
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health, through education, policjeand a communication plan, emphasizing
intersectoral actioand publieprivate partnerships.

(d) Strengthen national strategies and plans to address health in all public policies,
involving civil society and relevant stakeholders through commurased
initiatives.

(e) Support the incorporation of gender equality, etlmagal equality poverty
reduction and human rights perspectives iqeparation ofhealth guideling,
policy making and program implementation to address the root causes of health
inequities, discriminationand inequality with regard to the most vetable
groups.

() Implement existingregional plans and strategies agreed with Member States,
including PAHO Governing Bodiesesolutionsthat relate to health throughout
the life course,social determinants, human rights, cultural diversity, gender
equalityin health, andhe environment, and that integrate interventiamsthe
main health issues using promotion and prevention strategies.

(9) Contribute to health systems strengthening by:

I.  Integrating and harmonizing programs and interventaosga continuunof
care that runs throught the life course and spans the home, the community,
and different levels of the health system and services.

i. Expanding, integrating, and reorienting services for the delivery of gender
sensitive, coseffective interventionshroughoutthe life course using social
determinants,human rights,and gender equality in health frameworks,
through prevention, diagnosis, treatment, carel support, ensuring services
for hardto-reach populations and vulnerable groups, including indigeno
populations.

iii.  Building capacity of the public health workforce pmovide public health
interventions and higlquality health carén responsé¢o new demandbnked
to demographic and epidemiological trends.

iv.  Promoting communitypased interventions andorting appropriate care in
the homehroughouthe life course.

(h) Establish and maintain effective coordination with other partners across all
relevant sectors at the country, subregip@ald regional levels and promote
partnerships with bilateral and UN agencies to harmonize actionsdakat up
interventions and maximize the use of resoyrsegengthening the network of
WHO Collaborating Centers in the Americas.

) Foster transfer of teclmlogy and new modalities of technical cooperation
(e.g, Southto-South), leveraging and mobilizing technical expertise across the
Regionand fostering the exchange of lessons learned among Member States.
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(), Strengthen the strategic alliance betweerhttdth and environment ministries to
build stronger links between the health and environmental sectors in planning and
implementatiorof national policies

(K) Mobilize resources for all the strategic approaches to improve health tbrgugh
thelife course.

() Ensue that technical cooperation is tailored to the needs of the Member States
and their populations focusing technical cooperatioon the key countries as
defined in this Strategic Plan armuh the priority countries identified for this
category

Cross-Cutting Themes and Strategic Approaches in Health

198. This category has many linkages with other PAHO areas of wbhkere are
special working relationshipsith communicable diseases and vaccines, nutrition, food
safety and integratedpeoplecentered health servicéisat provideprimary health care

for reducing maternal and child mortality and morbiditsoughoutthe life courseThere

are alsolinks between programs dealing with risk behaviors in adolescenceviéimd
NCDs in adultsP A S Bréspgonse to the health needs of older populations is multifaceted
and involves all parts of the Organization. Particularly important will be close
collaboration with health analysis and NCDs and mental health along the life,andse

ol der peopl eds ac c e-sn careoanchpeesentiorh of disahiliges. a n d
Equally important is the link with efforts to ensure the health of women, children, and the
elderly during emergency situations.

199. Additionally, by its very natureyork in this catego& namely, effortdo support
health across the life course and crosiing themes such agender, equity, human
rights, and ethniciy contributes to, and benefits from, work in all other categofibs.
category will serve as the htp ensure that technical work in these crosging areas is
mainstreamed across all program areas. In addifimersectoral collaboration for
addressing the social and environmental deternsmdrtealth will need to be promoted.

Assumptions and Rig&s
Assumptions

€)) Member Statesustain acommitmentto address the health inequity gap through
action on the social determinants of heaititluding implementatiof the Rio
Political Declaratiorand monitoring of its progress.

(b)  The health sectorsustairs its leadershipin implementing theHealth in All
Policies Framework fo€ountry Action.

(c) Political commitmentaremade at the regionaind countrylevelswith regardto
sexual and reproductive health rights as well as health throughout the life, course
crosscutting themesandsocialdeterminants of health.
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(d) Comprehensivapproaches and coordination mechanigsnesn placewithin and
across categories and with oth#X agencies to improve the health of vulnerable
populations

(e) Inter-programmatiavork is designedo leverage health system interventions

() Healthinformation systembave the capacityp monitor the health situation of all
population groups.

(9) Countries are willingo make andustainlegislative angoolicy changesaimed at
breaking down barriersto access tdhealth care and contraceptive methods,
especially among young people.

(h) Evidencebased interventions are available at the country |evigh appropriate
tools for implementation.

) A comprehensiveapproach to active aging incorporates not oty physical
health of older adults, but also human rights, mental health, social determinants
and other relevant programs.

(), Regional andnultisectoralcollaborationcontributes tahe development of new
programsandto sharing of best practices amohtgmber States.

(K) Health systems angreparedo provideclinical services, preventive services, and
health promotiorto workers anavorking-agepopulations.

) There is collaboratiorwith other UN agencies taddress environmental and
wor kerso health.

(m)  Countries strengthen tinepolicy and legislative frameworls on environmental
health andvorkerhealth.

Risks:

€) Competing prioritiesdisasters and epidemijcpolitical tumoil, or civil unrest
limit the resources for program areas this category, compromising the
achievement of results.

(b)  There is a erosion ofpolitical will to support work on the social determinants of
health and limited capacity to integrate the social determmanto health
programs

(c) Interventions at the primaryealth level are undermined by frequeotation of
personnel and laolf a critical mass of health care providers

(d) Information systems produce limitetisaggregated datand scarcelataon the
social determinants of health

(e)  There is limitedengagment ofkey stakeholders at all stages of decision making
aroundfamily planning from polcies to program implementatipfor social and
religion reasons. Theaultisectoralapproach is not uddgo ensure access to family
planning Most countrieslo nothave adegatemonitoring and evaluation systems
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()
(¢))
(h)

(i)

@)

to identify the major barriers to fanty planning and the groups with least access
to these services, such as teenagers, indigenous people, and rural dwellers.

The healthworkforce is not preparedor the developmenodf new active aging
programs.

There is limited use ofvidencebased programs that have been adapted to local
contexts and are relevant to local populations.

Although health priorities at the global, regioreahd national levslprioritize the
crosscuting themes, they are easily overshadowed sidestepped when
challenged by national and international interest groufisere is imited
knowledge andconsensus among partners on definitions, framesyaakd
strategiedor the crosscutting themes

Harmful laws and policies based on gender identities, gender expressions, age,
ethnicity, and/or sexual orientatioimpedeinitiatives to respect, promqtend
protect human rights in the context of health.

Outdated policies andws, and limited enforcement okisting policies and laws,

make it difficultt o ef fecti vely address environment

79



OD345

Category 3. Determinants of Health and Promoting Health throughout the
Life Course: Program Areas and Outcomes

3.1  Women, Maternal, Newborn, Child, Adolescent and Adult Health, and
Sexualand Reproductive Health

Baseline Target 2019

Outcome ‘ Ind. # ‘ Outcome Indicators 2013 (baseline+)’
OCM 3.1 OCM | Percentage of unmet newith 15% 11%
Increased access to 3.1.1 | respect to modermethodsof
interventions to family planning
improve the health of 5o | Percentage aleliveriesattended 95% 97%
women, newborns, 3.1.2 | bytrainedpersonnel
children,adolescents
and adults OCM | Percentage of mothers and 40% 60%

3.1.3 | newborns receivingostpartum
care within seven days of
childbirth

OCM | Percentage of infantmder 6 38% 44%
3.1.4 | months of age who are
exclusively breastfed

OCM | Percentage of children ageeb0 29% 40%
3.1.5 | months with suspected
pneumonia receiving antibiotics

OCM | Specific fertility rate in women 60 per 1,000 52 per 1,000
3.1.6 | 1519 years of age

OCM | Number of countrieand 3 10
3.1.7 | territoriest hat adheg ¢
recommendation to conduct
periodic medical occupational
evaluations (PMOE) among the
adult working population (185
years of age)

The baseline year is 2013 or the year for which the most recent data are available. The year is listed for those
indicators without 2013 data. The targets for 2019 include the 2013 baseline plus the ptapptedor

each of the biennia ending in 2015, 2017, and 2019. This applies to all baselines and targets in this category.
PAHO will also measure the percentage of adolescent mothers below 15 years of age.
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3.2  Aging and Health

Baseline Target 2019

Outcome Outcome Indicators

(baseline+)
OCM 3.2 OCM | Number of countries and N/A 15
Increased access to 3.2.1 | territories withat least one
interventions for older evidencebased seltare progra
adults to maintain an for older adultdiving with
independenilife multiple chronic conditions

™ This indicator baseline is not applicable because it is a new indicator. New indicators are those being measured
for the first time inthe Strategic Plamnd without current baseline data.

3.3  Gender, Equity, Human Rights, and Ethnicity

. Baseline Target 2019

Outcome OutcomeIndicators 2013 (baseline+)
OCM 3.3 OCM | Number of countrieand 32 39
Increased country 3.3.1 | territorieswith an institutional
capacity to integrate responsehat addresseasequities
gender, equity, human in health gender equity, human
rights, and ethnicity in rights and ethnicity
health

3.4 Social Determinants of Health

Baseline Target 2019

Outcome Outcome Indicators 2013 (baseline+)
OCM 3.4 Number of countries and
Increased leadership of | 3.4.1 | territories implementing at least
the health sector in two of the five pillars of the Rio
addressing theocial Political Declaration on Social
determinants of health Determinants of Health
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35 Health and the Environment

Outcome

Outcome Indicators

Baseline
2013

Target 2019
(baseline+)

OCM 3.5

Reduced environmental an
occupational threats to
health

OCM
351

Number of countries and
territorieswith a significant
disparity (>5%)that have
reduced the gap between
urbanandrurgb o pul af
access tamproved water
source

24

OCM
3.5.2

Proportion of the population
with access to improved
sanitation

88%

92%

OCM
3.5.3

Number of countrieand
territoriesin which the
proportion of population
relying on solid fuels is
reduceddy 5%

14

20

OCM
3.54

Number of countries and
territories with capacity to
address wor ke
(occupational) health with
emphasis on critical
economic sectors and
occupationatliseases

11

24

OCM
3.55

Number of countries and
territories with capacity to
address environmental healf

11

24
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Cat egoHeyaldt h Syst ems

Strengthening health systems based on primary care; focusing health governance and
financing toward progressive realization of universal health coverage; organizing
peoplecentered, integrated service delivery; promoting access to and rational use of
health technologies; strengthening health information and research systems and the
integration of evidere into health policies and health care; facilitating transfer of
knowledge and technologies; and developing human resources for health.

1
Scope

200. Universal health coveragdUHC) is one of the most powerful ideas in public
health It combines two fundamental componen{a) access to the quality services
needed to achieve good health for every individual and commumstyding promotion,
prevention, treatment, rehabilitatioand palliative/longerm carealong withactionsto
addess the determinants of health; afig financial mechanisms, policiesand
regulations required to guarantee financial protectiotprevent ill healthfrom leading

to or worseningooverty.

201. Advancinguniversal health coveragaeanspromotinguniversalaccess to well
trained and motivated health care workers and to safe and effective health technologies,
including medicines and other medical produdistough well-organized delivery
networks. It means building and maintaining strong health systems baspdmary
health care and grounded in a sound legal, instituti@mal organizational foundation.
Work in these areas must be guided by innovation, scientific evidanderelevant
knowledge. PAHOMember Statesare diverse in size, resourceand levels of
development; UHC provides a powerful unifying concept to guide health and
development and to advance health equithec o mi ng year s. PAHOOG s
technical and political, will be crucial in championing UHC and enabling cosrttrie
achieve it

Context

4.1 Health governance and financingnational health policies, strategiesand
plans

202. Health systems in the Region face two main organizational challenges:
segmentatiomue to different funding and affiliation schemesdfragmentationdue to
provision of care bynany different institutionand facilities that oftearenot integrated

into networks.Other problems includiack of clear national health prioritiesd goals
absence otomparable dataveak service management émegulatory capacitiesand
deficiencies inthe availability, distributionand quality of the health workforc@hese
problems contribute tmequities in health, inefficiencyp health care serviceand gaps
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in effective access to higiuality healthservicesincluding medical products and other
health technologies.

203. While the 2012 Mid-term Evaluation of the Health Agenda for the Americas
documents important progress in strategic health planning in a great majority of the
countries in the Region, trerengthening of this function in the health sector is critical

for effective leadership and governande.key challengerelated to leadership and
governance of the health sector is insufficient access to and use of scientific knowledge to
better understal the effect of public health programs and services.

204. Access to health services is only on@afumber ofleterminants of healtfThere

is a strong relationship between UHC and the social, environmantheéconomic pillars

of sustainable developme®@@onsequently, millions of people in the Region do not have a
guaranteed right to healtndresources areot usedeffectively to implement proven
interventions to address health priorities and improve health outcdmesnost affected
populations are thse that are most vulnerable, historically excluded, and poor, such as
indigenous and Afralescendant peoplPolicies and legal frameworks promoting equity

in access to health care and health technologies are being addressed throughout the
Region along wth social protection mechanisms to reduce or eliminate financial
barriers.

205. UHC is conceived not as a minimum set of services but as an active process of
progressive realization. thust be advanceid three dimensionga) the range of good
quality services that are effectively available to peoftdethe proportion of the costs of
those services tha covered; andc) the proportion of the population thiatcovered by

the health services. Results of thkd-term Evaluation of the HealtAgenda for the
Americasshow progress in the steering role of national health authorities and suggest
continwed efforts strengtherall threedimensions. The development of good governance

in health as a process to build a common vision and align effrtsssential for UHC.

The proposed political strategyhich links health to broader social and economic goals,
implies the implementation of eviderbased social protection policies with specific
financial mechanismgearedo UHC.

4.2  PeopleCentered Integrated, Quality Health Services

206. In the Americas,fragmentation ofhealth services is a common constraint.
Fragmented systems are characterizetinoiyed coordination across the different levels

and points of care, duplication of services and infuastire, unutilizedand underutilized

productive capacity, and the provision of health services at the least appropriatedpcation
particularly hospitalss r om t he peopl eds perspective, frag
to services, loss of continuity ofa r e , and failure of services t

207. Universal health coverage implies peoplecentered model of care and the
development of comprehensive care networks to meet the needs and demands of the
entire population throughout the life course. Mg@rming the way that care is provided
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will ensure access to effectiveomprehensive health services, including vertical health
programs, across the health care continuum. Pegpieeredjntegrated service delivery
focuseson the health needs and expectations of people and communities, rather than
solelyon diseases. Meanwhile, evidennéormed policieanake use ofthe best scientific
evidence and other forms of knowledge in a systematic manner and pappobderiate

and effcient approaches to improving health care and policies for health. Both aspects
play acrucial role in shaping health policy and health services.

4.3  Access taVledical Products and Strengthening of Regulatory Capacity

208. Health technologies, including methes and other medical products, are
indispensable in the provision of health services, from prevention to pallicdnee
Improving access to health technologiesiisessential step toward achieving UHC, and
an indispensable part of this is developiagd implementing policies to strengthen
governance and management of health technologig®rtantdisparities exist in access

to medicines and other health technologmtweencountries in the Americas and
betweendifferent socioeconomic groups withime same country. In most levand
middle-income countrieshealth technologies constitute the largest public expenditure in
health after personnel cosis well asthe largest household health expenditure. The
inappropriate and irrational use of medig@nand other health technologiast only
inflates health care costs but also diminishes the quality of care, jeopardizes patient
safety, and compromiseserall health outcomes.

209. While some countries of th&kegion have strengthened their capacity for
techhological innovationin health, manyinnovation prioritiesare yet to be addressed.
Newer health technologies are becoming availdile,they often cost more than those
they replace.Therefore health technology assessme(i#TA) should guide decision
making regarding the acquisition of new technologies and their implementation within
health services, and practice guidelines should be prepairegrave quality of care and
optimize resources for healtAppropriateregulatory capacity is required emsure the
availability of safe, qualityand effective medicines and other health technologied
strengtheninguchcapacity has become a priority for countregghe Americas in their
guestto advance towardHC.

4.4  Health Systems Informationand Evidence

210. Health information is a key inpuhat supportsall aspects of health action,
includingresearch, planning, operations, surveillance, monitpand evaluation, as well

as prioritization and decisiomaking. However, disparities persist betweeountries
regarding the coverage and reliability of health information systems and the timeliness
and quality of the information they provide. Countries also differ in their research and
analytical capacities to produce health data and use it to analyzaubes of problems

and the best available options for addressing t@ommunities need to play a more
active role in the generation and dissemination of evidence to better guide actions aimed
at improving the health status of the population.
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211. Improving the living conditions of the population and reducing inequities in
health outcomes requs@ctions to strengthetie capacity for health situation analysis
to improve generation and sharingf evidence and to facilitate its translation into
policies andits application topublic health practice. Scientific evidenead health
informationmust be integrateshto decisioamaking processeat all levels of the health
system in order to achievevidencebased health carand evidenceinformed policy
making PASB will continue todevelopguidelines and toolgroducemultilingual and
multiformat information product@romotesustainable access to-tgdate scientific and
technical knowledge by PASB staff and national heedtle professionalgndcontribute

to the empowerment of patients through reliable information. In addition BR&S
manage and suppdihowledge networks, translating evidence into policies and practices
and promoting the appropriate use of informatiord ecommunication technologies
(ICT).

212. Health information is a basic right of peopléhe development andse ofICT,
thebroadeningf digital literacy and the expansion afccess to scientific knowledge and
training can allhelp increas@ e o pdceests quality health informatiann particular

the developmenand useof eHealth and mHealth, using electronic communications and
mobile deviceshavethe potential to change the way health services are delivEned
development and implementation of national eHealth strategies will be critical for
optimization of the health benebtferedby new information technologies.

4.5 Human Resourcedor Health

213. Human resouesd professionals, scientists, technicians, aaxids amnd
community health workeds are the backbone of health systems and servicesuch,

they are central to the achievement of universal health coverage. Without proper
attention, however, the health workforce can become a principal obstacle to the
achievement of UHC.Many countries in theRegion suffer citical shortages of
health personnel at the national leveefined as fewer than 25 health workers per
10,000 inhabitantsAlmost all the countries havesaarcity of health workers icertain
districts or communities typically urban fringe or rural communities populated by
indigenous people ortleer groupswith socioeconomicr cultural differences In the
medium term, increasing demands related to noncommbieicdiseases and population
aging combined with financial pressures on health systems, will intensify tensions
around the availability, distribution, composition, competencies, managemand
performance otealth human resourcesAn additional problem in many countries is
outmigrationof the health workforce.

214. The health workforce is also a keglitical actor, with enough power to change
the way health policies aréormulated and appliedThe effectivenessof health care
depends greatly on the performamufethe health workforceand ©nsequentlyon its
financing, training, selection, contractirand development by means of comprehensive
career pathways. Highuality, peoplecenteredintegrated health servicegedthe right
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mix of health care workers, with the right skills, in thghti place, at the right time.
Strengthening the management and development of human resources in health should be
part of health public policies. Twenty ofthe 30 countries that participated in the
Mid-term Evaluation of the Health Agenda for the America2012 reportedncluding

this area of work in their national health plans. Because human resourteslitbhcan
significantly affect population health stattisey should be seen as essential workeis

not as a flexible resourdbat can easily beut in response to a budget shortfall. Health
workers are the head, heart, and hands of the health system.

Key Stakehol dersdé Analysis

215. The health sectohas many stakeholders at the global, regional, natioaadl
local leves. Also, in recent yearsn increasing number gflayershave emergeth the
field of international health this has fostered constructiveooperationbut also
competition for resources afar influence on health policy. Improving healihd health
equity in the Americas requires shared vision, a righsased approachand the
alignment of all effortsowardthe achievement of common goals.

216. In championing UHC and supporting Member Statetheir efforts to attain this
goal, PASB will continue its collaboration with the publictee, the private sector, and
civil society. Within the public sector, PASB will continue engaging allies in cooperative
actiors across multiple sectorgjcluding education, agriculture, environment, planning,
finance, the legislature,and the judiciary. To avoid duplication, optimize the use of
resourcesand increase synergies, PASB will contirtoestrengthercoordination with
other agencies of the UN amder-Americansystemsandenhancehe harmonization and
alignment of the three levels of WHO.

217. PASB will engage with a host of strategic partners involved in the different
program areas under thcategory. They includeamong othersthe Bill and Melinda
Gates Foundation, Canadian International Development Agency (CIDA), Caribbean
Public Health Agacy (CARPHA), Escuela Andaluza de Salud Publica (EASP),
GAVI Alliance, Global Fund to Fight AIDS, Tuberculosis and Malaria (GFATM),
Government of Brazil, Health Canada, Iafe@nerican Development Bank (IDB),
Oswaldo Cruz Foundation (FiociyzPublic Health Agency of Canada (PHAC),
RAD-AID International, Spanish Agency for International Development Cooperation
(AECID), UK Department of Health, !S. Agency for International Development
(USAID), U.S. Department of Health and Human Services §JHJ.S. Food and Drug
Administration (FDA), and World Bankinally, PASB will strengthen its relationships
and partnerships with WHO Collaborating Centers related to the categonell asts
relationships with numerous professiorald academi@asso@tions, nongovernmental
organizationsand private sector organizations in the area of health systems.
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Strategies for Technical Cooperation

(@)

(b)

()

(d)

(€)

(f)
(@)

(h)

Establish partnerships and networks with all branches of government, civil
society, universities, research nters, collaborating centers, professional
associations, dongrand others to champiamiversal health coverage

Apply the primary health carpasedapproach tdealth systems transformatias

defined in the2007 PAHO position papefiRenewing Primaryealth Care in the

Americaso A PHC-based health system entails an overarching approach to the
organization and operation of health systems that makes the right to the highest
attainable level of health its main gpalhile maximizing equity and solidarity

Such a system is guided by the principle
quality, government accountability, social justice, sustainability, social
participation and intersectoral coordination.

Translateresearch into public health policies thaipport UHG implementing

P A HOBdicy on Research for Healtlthe WHO Strategy on Research for
Health,and the WHO Strategy on Health Policy and Systems Resd&aritth.and
sustainthe necessary capacity for conducting research on issues of national and
regional interest in the areas of public health, health policies and regulation, and
health systemsandtranslatethe findings into policy and practice.

Build capacityfor strengthening the steering role of national health authorities
and brokering alliares between government institutions and other relevant
stakeholders and partnensorder to enhanceountry ownershipf national goals
and objectives

Build capacity of the national health authoritie®r the definition,
implementation, monitoringand ealuation of national health strategies and
plans supported by multisectoral policies and national investments.

Strengthen parliamentary capacitgt both regional and national levels, for
developing legislation to achieve UHC.

Promote institutionatlevebpment and evidendeformed policy options to build
legal frameworks and financial mechanisms that increase social protection in
health.

Expand the use ahformation and communication technologies and social media
for virtual collaboration and increaseditreach of technical cooperation efforts
making use ofegional initiatives such as ti&imary Health Care Collaborative
Network the Regional Platform on Access and Innovation for Health
Technologies, the Virtual Campufor Public Health, and the Regial
Observatoryof Human Resources Health

Provide advocacy and support to Member States in the reorganization of health
care by applying the Integrated Health Services Delivery Networks framework
(PAHO 2010) and strengthening management and leadeasbgeities.
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(), Strengtheninstitutions at the national, subregionand regional levsl and
promote a public health approach to development, innovation, incorporation,
assessment, regulation, management, and rational use of health techvakbgies
a view b ensuring patient safety and quality of care. Implement the \@tDal
Strategy and Plan of Action on Public Health, Innovation and Intellectual
Property and strengthen the Health Technology Assessment Network of the
Americas and the PAHO Strategic Fund medicinesandpublic health supplies

(k) Develop and applyvidencebased international norms and standards, methods,
analytical tools and policy options for health systems, servicasd health
technologiesincluding health analysis, resear@dnd desin and evaluatiorof
interventionsExpandknowledge translation platforms that introduce a systematic
approach to policy developmeinformed by evidenceUse validated systems to
address unjustified or unwanted variations in health care.

() Consolidate, maitain, and expandegional initiatives forthe strengthening of
information systems and information sharing, such as the RegionabfPation
for Strengthening Vital and Health Statistics (PEWS) the Regional Core
Health Data andCountry Profile Initiative. Promotethe mapping of national
health research systems and other tools to support health research governance and
the PAHO Healthinformation Platform.

(m) Implement theregional strategies and actighans oneHealth and Knowledge
Management and Communications to contriliatthe realizatiorof societies that
are more informed, equitable, competitive, and democratic.

(n) Develop and implemergvidencebased policy options and tools to address the
five challenges in humaresources development for headtt out by the Toronto
Call to Action for a Decade of Human Resources in Health in the Americas

Cross-Cutting Themes and Strategic Approaches in Health

218. Health systems and services are itheansto combat diseas@romote physical

and mental healthand lengthen life. They muguarantee the right to health without
discrimination of any kind. They are also a meangitomote social and economic
development. Building and maintaining strong health systems basednasarnptiealth

care is the way to achieve and sustain better health outcomes, improve equity and
social protection in healthand enhancep e o pl e 6 s s a théirshéalbhacdrd. on  wi t F
Inter-programmatic work and intersectoral collaboration are inherents pafrtthe

PHC strategy.Constraintsat the system and service levalan make it difficult to
improve health outcomesnd understandingnd addressinghese constrainteequires
dialogue and collaboration with experts in all other areas of work. Imprdwiadth
outcomes with equity requires application of the human rights, geaddr cultural
diversity approaches in the development of health systerdsabove all in assessing
their performance.
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219. Integrationof servicesacross the whole health catentinuum and better links
between medical, social, and letegm careoffer significant benefits inaddressing
communicable and noncommunicable diseases, maternal and child health, and the health
of aging populations. The growing burden of noncommunicathleeases will have
devastating health consequences for individuals, famdies communities and threatens

to overwhelm health systems. Public health emergencies, disasters, neglected, diseases
and emerging threats to population health require responkaadth systems.
Multisectoral action isneededto address these burdens and threatd to improve

health outcomes with equity.

220. Bui l ding robust heal th systemsalsbar UHC
means to achi@the expected outcomestime other categories of woé for example to

build capacity and tools for policy coherence in order to mainstream the social
determinants of health, or to develop the core capacities required by Member States to
comply with the International Health Regulatiorssi¢h as national legislation, policy

financing coordination, human resource@sid laboratorigsamong others).

Assumptions and Risks
Assumptions:

(8  Social and political stabilitgontinues in the Region, with priority given to public
investmentsn health.

(b)  All relevant stakeholdersat the national, subregional, and regional levais,
committed to achieving health equity

(c) Dynamic leadership ensures increasecharmonization and alignment of
cooperation in health.

(d) Member States and developmeattpers make increasing use of quality data for
resource allocation, priority settingnd policy and program development.

(e) Countries update their policies, plategislative and regulatory frameworkand
health systemsto support universal health coveeagnd guarantee the right to
health.

() Countries implement a peoptentered model of care as one of the main reforms
to improvethequality of health servicesnd increase user satisfaction

(@)  Access to quality medical products ahedalthtechnologies contingeto be an
important strategic issue for national health authoritegh a focus on
strengthening regulatory frameworks and procurement systems

(h)  Regional, subregionahnd national efforts to promotkevelopment othe health
workforce continue,in line withthe Toronto Call to Action

) Crosssector and interagency partnerships in support of health workforce
development continue to promote the active participation of all direct
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stakeholders, including civil society, professional asdgmns, and the private
sector.

Risks:

€)) Reduction of external funding from donors and limited national fiscal space to
increase public health expetutie compromise the sustainability ofequity
enhancing public policies.

(b)  There is aeduction in the resocesallocated to systewide approachesalong
with weakintersectoral coordination.

(c) Shortterm solutions are prioritized over investments in lemgn sustainable
measures to guarantee universal heal th co

(d)  The persistence afegmentatiomindess the efficiency of the healtbare delivery
system and erodés potential tareduce exclusian

(e)  The persistence of fragmentatiam health servicedimits the achievement of
more equitable health results better adidw i t h p eenpahdeekpectanoas.

() Investments in technology and infrastructuege made without proper
assessments and evaluation of needs.

(9) Negotiation and implementation of free trade agreements hanageess to
medical products and technologies in the Region.

(h) Limited international and national investmeare madein health information
systems, researchnd integration of evidence into practice, especially in middle
income countries, where the majority of t

) Financing of health workforce dde@ment decreasdo such a low level that it
affects budgets and incentives for deployment to underserved areas.

(), Countries affected bg human resources crisis remain unable to take the lead and
manage responses their own

(k) Market forces continue to exert presstoethe exodus ohealthprofessionals to
othercountrie¢ Afbr ai n dr ai ndo) an tbotheyprafessipesn ar eas,
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Category 4. Health SystemsProgram Areas and Outcomes

4.1 Health Governanceand Financing; National Health Policies Strategies and

Plans
. Baseline Target 2019
Outcome ‘ Ind. # ‘ Outcome Indicators ‘ 2013 (baseline+)’
OoCM 4.1 Number of countries and
Increased national capacit] 4.1.1 | territoriesthathave
for achieving universal implemented actions toward
health coverage the progressive realization of

universalaccess to health and
universalhealth coverage
OCM Number of countries and 7 20
4.1.2 territorieswith public
expenditure in healtbf at least
6% of GDP

4.2  PeopleCentered Integrated, Quality Health Services

Baseline Target 2019

Outcome Outcome Indicator 2013 (baseline+)
OCM 4.2 OCM Number of countrieghat have N/A 19
Increasedaccess to 42.1 reducedoy at least 10%
peoplecentered, hospitalizations for
integrated, quality health ambulatory careensitive
services conditions

4.3  Access taMledical Productsand Strengtheningof Regulatory Capacity

Baseline Target 2019

Outcome Ind. # Outcome Indicator

2013 (baseline+)
OCM 4.3 OCM Number of countrieghat 1 14
Improved access to and| 4.3.1 ensure access to medicines
rational use of safe, included in the national
effective, and quality essential medicines list
medicines, medical withoutany payment at the
products, and health point of care/sefice/
technologies dispensing of the medicine
OCM Number of countries and 7 35
4.3.2 territories that havachieved

or increased their regulatory
capacitywith a view to
achieving the status of
functional regulatory authority
of medicines and other health
technologies

" The baseline year is 2013 or the yeanftiich the most recent data are available. The year is listed for those
indicators without 2013 data. The targets for 2019 include the 2013 baseline plus the proposed targets for each
of the biennia ending in 2015, 2017, and 2019. This applies to alltesealnd targets in this category.

" This indicator baseline is not applicable because it is a new indicator. New indicators are those being measured
for the first time in the Strategic Plan and without current baseline data.
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4.4  Health Systems Information and Evidence

Baseline Target 2019

Outcome

(baseline +)

OCM 4.4 OoCM Number of countries and 14 35
All countries have 4.4.1 territories meeting the
functioning health coverage and quality goals
information and health of the PAHO Regional Plan
research systems of Action for Strengthening
Vital and Health Statistics
OoCM Number of countries and 5 26
4.4.2 territories with functional
mechanismafor governance
of health research

45 Human Resourcedor Health

: Baseline Target 2019
Outcome Ind. # Outcome Indicator 2013 (baseline+)

OCM 4.5 OCM Numberof countriesand 25 31
Adequate availability of | 4.5.1 territorieswith at least 25

a competent, culturally health workersdoctors

appropriate, well nursesandmidwives) per

regulated, well 10,000 population

distributed, and fairly  "ocm Number of countrieand 8 23
treated health workforcel 4 5 2 territorieswith national

training programs on public
health and intercultural
competencies for primary
health care workers

OCM Number of countrieand 11 19
45.3 territories that have reduce
by 50%the gap in the
density of health workers
(doctors, nurses and
midwives between
subnational jurisdictions
(province, state, departmen
territory, district, etc.) that
have a lower density of
health workers thathe
nationaldensity
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Cat egoPRryepbar edness,an8uResD

Reducing mortality, morbidityand societal disruption resulting from epidemics,
disasters, conflictsand environmental and foaglated emergencidsy focusing omisk
reduction, preparedness, responaed recovery activities that build resilience and use a
multisectoral approach to contribute to health security

- 000_00000__]
Scope

221. This category focuses on strengthening
reduction, peparedness, surveillance, respoasel early recoverin relationto all types

of human health hazardhat may resultfrom emergencies or disasters. Particular
attention is giverto capacities that come undére requirements of the International
HealthRegulations (IHR2005.Work in thiscategory aims to strengthen hazapecific
capacitybuilding in relation to a range of diseases with the potential to cause outbreaks,
epidemics or pandemicsand also in relation téood safetyrelated eventszoonoss,
antimicrobial resistance, chemical amadiologic emergencies, natural hazardad
conflicts. It considers the human security approsxhuilding coherent intersectoral
policies to protect and empower people to increase community resilierinstagaical

and pervasive threats. In addition, this categmgludes adequate and coordinated
international health assistance help Member States respond to emergencies when
required.

Context
5.1 Alert and Response Capacitiegfor IHR)

222. Asof June2012, 29 of the 35 Sta®arties to the IHRO005in the Region of the
Americas had requested and obtained an extension to implement their core capacities for
the surveillance and responsemponents of thtHR 2005 The status of core capacities

in the Regionis quite heterogeneouacross countriedut the most critical weaknesses
identified in the reports to the 65th World Health Assemidyate to radiation
emergencies, chemical events, points of entry, human respanciegreparedness.

223. The aim of this program area is to ensure that all countries &dpmnhave the
core capacities needed to fulfill their responsibilities under the 2865 prior to the
deadline in 2016. These cover national legislation, pobeyl financing coordindion

and national focal point communications; surveillanged risk communicatign
preparednes&nd responseinfection prevention and controhuman resourcesand
laboratory capacity building and networking. PAHO will provide the countries of the
Region with support for national effostto implementtheir national IHR plans and
maintain their capacities.
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224. In addition, PAHO as the regional contact point for IHR will continue to develop
its ability to detect and verify risland coordinate risk assessmetisseminate accurate
and timely information on potential public health events of international concern; and
coordinate response to outbreaks when they .afibés includes providingechnical
guidance and support through the Global Outbreak Alert and ResplNetwork
(GOARN) andother mechanisms.

5.2  Epidemic- and PandemicProne Diseases

225. Epidemic and pandemiprone diseasgsosean ongoing and continuous threat to
global and regional health security and sustainabléoscgnomic development. The
need for comprehensive surveillance and a collective rapid response Retfien
especiallyto potential pandemics and outbreaks, is a major challenge due to high
population movements, changes in environmental settings ingludiforestation, and
climate change, among oth&ctors. Diseases of animal origin can cause epidemics
and/or pandemic¢greating aneedfor effective risk management of emergingonoses

and highimpact animal diseases that can cause public health enoéeg.

226. Work in this program area wil(a) improve the sharing of knowledge and
information available on emerging and reemerging infectious diseé&segnhance
surveillance and response to epidemic diseases of potential international cenckas
influenza, yellow fever, viral hemorrhagic fevers, SARS, cholera, pneumonic piagle
meningococcal diseasemong others, as well abe surveillance of antimicrobial
resistance(c) support countriedr improving theirpreparedness, responsead resilience
to epidemicsincluding laboratory capacity strengtheniagd networking (d) provide
guidance on evidendeased clinical managemerand infection control toreduce
morbidity and mortality during outbreakge) contribue to global mechanms and
processegsimed at managinthe international dimension of epidemic diseasegshas
the Pandemic Influenza Preparednesameworkand theGlobal Task Force on Cholera
Control

5.3 Emergency Risk and Crisis Management

227. Between 2006 and 2010, almasequar t er of the worl doés
the Americas (442 of 1,915), affecting 48 million people in the Region. The economic
impact of these disasters on the Region exce#tlgd billion, equivalent to 34% of the
worl dés total 00 @sds2009,. mor8 ¢hanwdd enillion 208ople in the
Americas remained without health care for months, and sometimes evenbgeansse

of damage to hospitals and other health faciliti@ssed by natural hazards

228. The health sector has the responsibility tomtor, anticipate and mitigate the
health consequences all types ofemergencies and disastef®ward this end, it must
strengthen its capacity to respomdth effective and timely interventionsA major
challenge igeadinessthe regular operatingfrastructure, personnednd organization of
the health serviceseedthe flexibility and capacity to immediately shift into emergency
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responsg taking into considerationlaboratory, monitoring, personal protective
equipment, human resourcasid commurty participation among other aspects.

229. The Plan of Action on Safe Hospitals aims to protect the lives of patients and
health workersshieldhealth equipment and supplies from disastanslensure that the

health services continue operating effectively during and after emergencies and disasters
in order to save lives, reduce disabilifiesd enable the health sector to fulfill its
continuingresponsibilities.

230. The incorporation of the humaecurity concept into country heafttans aims to
address the root causeisthe multiple interrelated andwidespread threats that endanger
the survival, livelihood and dignity of people. It seeks to increase intersectoral
consistency between natioralel protective measures and otl&tate policies, local
health care, and the empowerment of individuals and communities, especially those in
situations of greatest vulnerability.

231. Work in thisprogram area aims to build the capacity of countries teeprdhe
physical, mentaland social wetbeing of their populatimand recoverapidly from
emergencies and disasters. This requires adeqienal leadershimnd sustained
capacity of the healtbector to build the resilience of countries and tara

5.4  Food Safety

232. In recent times, in both developing and industrialized counthese has been a
growing demand foexpertise inthe control of food safety and zoonotic diseases in
emergency and disaster situations. This knowledgeich is part of the field of
veterinary public healthVPH), is fundamental for preparedness, surveillanaed
effective response to public health emergena&ded to food safety

233. Food contamination with microbial agents and chemicals (including
antimicrobials)is associated with illnessasnging from diarrheal diseases to various
forms of cancerit thus represents an important public health.rBRHO has had a
regional information systeffior foodborne diseadé-BD) outbreaks in Latin America and

the Caribbeanisce 1993. A study otheseoutbreaks reported by 22 countries from
1993 to 2010 found that of the 9,180 outbreaks where the causative agent was identified,
69% were bacteriand9.7% viral 9.5%werecaused by ocean toxins, 2.5%chemical
contaminarg, 1.8% by parasites, and 0.5%y vegetable toxins. Although data on
foodborne diseasesm LAC are limited by underreportingthese figuresshow the
importance of the problenThe United Stateslone accounts fo47.8 million cases of

FBD eachyear WHO also estimates that, depending on the country, 15% to 79% of all
cases of diarrheaorldwide aredue to contaminated foo&tudies in the Region of the
Americas show that the relative frequency of diarrheal diseases attributable to foodborne
pathoges varies from 2% to 36%.
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234. A multisectoral, transdisciplinary approach is necessargnsurefood safety
while effectively managing the health risks for humans, animals, plants, and the
environment. Intersectoral public policies, strategesd plans fothealth, agriculture

and the environment are critical to strengthening food safety systems to ensure safe,
healthy food, fromfarm to fork. This should include consumer protectianth an
emphasis on poor and vulnerable populations.

5.5 Outbreak and Crisis Response

235. The influenza A (H1N1) pandemic in 2009 and the devastating earthquake in
Haiti in 2010, followed by the Haitian cholera epidemic, resulted in enormous emergency
response operations that were among the neostplicated andchallenging ever
undertaken by the countries affected, by first responders, and by the entire international
community.

236. For the most part, the countries in fRegioncan now respond to minor disasters

in a selfsufficient manner. That saidexternal assistance will always be necessary
during major disastersThe Organization will continue to play an important role in
assisting countries and territories in responding to major disasters, guided by the
PASB Institutional Response to Emergesciand Disasterpolicy, thus PAHO must
continuouslyenhance its capacity to initiate assistance in the shortest time possible.
Particular attention should be given to ensuring equitable access to health by the most
vulnerable populations, including chitr and the elderly, indigenogemmunities and
pregnant womeramong others.

Key Stakehol dersdé6 Anal ysi s

237. Participation of stakeholders, particularly the ministries of health and the national
emergency management institutions, is essemiabrder to implement the planned

activities and achieve outputs and outcomes in this categédy national and

international healthelated institutions play a key role n strengthening C (
capacities to reduce the ris@f§ prepare farrespondto, and recoer from public health

emergencies and disasters.

238. The UN International Strategy for Disaster Reduction, the UN Office for the
Coordination of Humanitarian Affair@nd the IntetAgency Standing Committee are in
charge of coordinating global effort® redwce mortality, morbidity and societal
disruption from disasters.They regularly include healthelated priorities in their
deliberations, decisionsand guidelines. Current activities that are part of existing
multilateral, international and regional framworks and mechanisms will be fully
implemented, particularly those of the International Health Regulations (2005), the
Pandemic Influenza Preparedness Framework, the Global Action Plan for Influenza
Vaccines, the Hyogo Framework for Action 202815, the United Nations
Transformative Agenda, the Codex Alimentarius Commission, the International Food
Safety Authorities Network, the tripartite WHBRAO-OIE One Health initiative, the
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International Association for Conflict Management, and the Global Polio Etamhc
Initiative, as well as chemical conventions and global and regional platforms for disaster
risk reduction Major networks such as the Global Outbreak Alert and Response
Network, the Global Influenza Surveillance and Response System, theA¢iecy
Standing CGlolmah Healthe@udter and regional response teams will be
maintained and strengthened.

239. The stakeholders in food safety include all constituencies with an interest in using
food safety information for decision making, research, amnebaaty in relation to
different parts of the food chaifhese include Member Statédateraland multilateral
organizations, the UN and other international organizations, foundations, scientific
networks, research institutions, consumer grotismairstream and scientific media, as
well as the food, agricultural, and pharmaceutical industries

240. Many universities, centers of excellen@ad professional associations, among
others, implement research and training activities m@anagement of public
health emergencie3hese contributéo the development, disseminatj@md application
of policies, strategies,action plans, technical guidelings and publications by
PAHO Member States arRASB.

Strategies for Technical Cooperation

241. The approach tomeergency risk management must be comprehensive, efficient
and effective. Building resilience and protecting populatiorrequires a holistic,
coordinatedmulti-hazard approachkappliedwithin PASB and across Member States and
the international health comumity. For optimal impact, this approach must be integrated
into comprehensive national plans for emergency risk management that involve all
sectors. In additignit will require the development of multisectoral policies and science
based measures to prevexposure to contaminants through the food chaineasdre
thesafety of new technologies.

242. The leadership role of theinistries of healthwill be supported through an
increased focus on capacity building for the incorporation of preparedness, ancexill

and response criteria into national policies, plans, nostasdards, and budgets. New
emphasis will beplaced onthe development of linkages with research and academic
institutions to better understand the potential impacts of specific hazardsasuch
pandemic influenza, earthquakes, floods, hurricanes, chemacal radiologic
emergenciesfoodborne ilinesses, and climate changelntegration of disaster risk
reduction in the health sector is essential in order to protect the health servicesgin term
of both physical infrastructure and functions) and ensure their continuity during and after
emergencies

243. Emphasis will be placed on the use of existing and new health partnerships and
disaster management netwarksthin and external to the health sectowolving other
public sector agencies and the private sec@ollaborative activities will include
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advocacy, information management, resource mobilizadiod national and international

agreements to redudhe risks of disasters and emergencies amdure timely and

effective health interventions during and aftezse event® ASB will foster intercountry

coll aboration, building on couPRABBwillaelso6 speci f
increase politial awareness on the relevance of infection prevention and control
programs within the framework of IHR core capacities.

244, PASB will build internal capacity to further improve its coordinated response
mechanisms to prepare fdisasters and emergenciaad efficiently assist countries
when required. In addition, it will impleme(d) WHO standard operating procedures for
the management of acute public health threats across the Organizatiomaing
strengthening WH®& organizatiorwide event management $ys1 and ensuring
operational capacity at all timeand (b) the policies and procedures set forth in the
PAHO Institutional Response to Emergencies and Disastelsssondearned approach
will be adopted to revise and updateh e Or g aemergeadyandadisaster policies,
procedures, technical guidelin@sd other tools and adjust its strategies when needed.

Cross-Cutting Themes and Strategic Approaches in Health

245. Joint planning and execution between @mbgram areasvithin Category 5 is
essentiato implement the Strategic Plan. Specific refersrioecrosscutting themes and
strategic approaches are reflected in the descrgpteiow of linkages withthe other
categories of worland their specific program areas

246. This category has particularlyreng linkage withCategoryl, which is concerned

with reducingthe burden of communicable diseas€ke surveillance and control of

these diseases a major aspect of PAHBresponse to humanitarian emergencies and of

its responsibilities under the IHR@5) The Or gani zati ondoexpedcontri bu
guidance on the management of pneumodiasrheal diseass, vaccinepreventable

diseases, malaria, dengue, viral hepatitis, tubercubsisHIV infection in such settings.

247. As far as Category 2, coarned with noncommunicable diseases, coordination
with the program area on mental health is necessary to prepare for and respbad to
mental health and psychosocial needs of populations affected by disasters and
emergencies. As injuries and violeneglally increasen emergency contexts, Category
5 has strong links with thiprogram area, which includggevention of injuries and
violenceand provision of trauma car@n adequate disaster response will diminsig
termdisabilities when appropriaterategies are in plac&trategies to prevembodborne
diseases willalso helpavoid chronic disabilities such as reactive arthritis or uremic
hemolytic syndromas well aggrowth retardation associated with diarrhea, an important
contributorto stunting n children undeage5. Close links exist between food safetyd
nutrition in an emergency preparedness context.

248. The Category 3 principles of human rights, equity, gersohel ethnicequality,
sustainable development, human securiand accountability inform all of the
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Organizatios emergency workin times of disaster, collaboratiois required with
program areas addressing the life coumsspecially with respect to protection and
continuous care of pregnant women, children, dred dlderly. Elderly populations, in
particular, may have reduced mobility and capacity to adsder roles require explicit
consideration in emergency plans and progravitweover, risksare distributedalonga
social gradientand interventions shouldspeciallyconsider those populatiorteat are
marginalized, culturally different, om situatiors of vulnerability. The building of
community resources to address emergencies is part of the participatory fratessst
inform a coherentState protecton action.Emergency response needs the institutional
capacity to identify and manage environmental sanitation, chemical and radiologic
threats, and the impact from climate change.

249. The capacities required for risk reduction, disaster preparedness, espwhs
recovery and to comply withthe IHR are fundamental components of Category 4
(Health Systems). A strong link with national health policies, strategras$ plans is
needed to facilitate the implementation of resolutions and mandates regardiitRthe
2005 the Plan of Action on Safe Hospitalepd safetypolicies and regulationgandthe

United Nationsreform in the area of disaster managemefall alignment with the
integrated peoplecentered health services approach is key to providing husmnianit
assistance and outbreak response. Access to medical products and strengthening
regulatory capacity, particularly relation toradiologic emergencies and laboratories

are key aspects in relatida emergency preparedness, IH&d crisis esponseHealth
system information and evidence will provide critical data to elaborate risk assessments,
monitor progress, generate sciet@sed intervention measureand implement
emergency response. One of the pillars of emergency preparednessréngten the
capabilities of human resources in health in order to implement timely and adequate
response to the public health consequences of emergencies and disasters.

250. With respect to Category ®ASB will use partnerships to provide support to
countres in enhancing their emergency risk management capacities. WHO will
strengthen its interaction with other organizations in the United Nations systewitand
multilateral, bilatergland regional agencies. Emergency response requires a specific risk
communication strategy, built by those responsitde management of the responsad

a welldefined set of communication channels, messagesmethod$or reaching target
groups A large part of the work of Category 5 depends on organizational leadership
processes related to strategic planning, resource mobilizaiolhresourcemanagement
(especially access to extrabudgetary resourcésg development, negotiatiorand
implementation of new approaches to financing, designed to increase the predictability,
flexibilty,and sustai nabi | i tisytherefbre derrél © éhe wofkiinthesn c i n g
category. Critical to the effective and efficient functioningCaftegory 5s the existence

and application of flexibleachievemenbriented administrative peesses, especialfgr

work in emergency contexts.
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Assumptions and Risks

Assumptions:

(@)

(b)

(€)

(d)

(e)

(f)

Risks:

(@)
(b)

(©)

(d)
(e)

(f)

Transparent reporting is done on the actual status of national IHR core capacities
in the countriesindependentlpf any political influence.

Sufficient staff,funding and capacitieare in placeat the country, regionaland
Headquarterdevels of PAHO/WHO to enable the Organization &xpand and
integrate a comprehensive, efficierand effective multhazard apmach to
emergency preparednessert and respnsecapacities

Key partners and networks within and external to tlealth sector provide
support to implement inteountry collaboration and increase political awareness
of the importanceof the IHR frameworkand ofthe prevention of exposure to
contamnants through the food chain.

Emergency and disaster risk management resraihealth sector priorityand
ministries of health and other partners are willingengage with PAHO in this
area of work.

Senior manageris country, regionaland global office give sufficient priority to
work in this category, allowing PAH@ build its internal capacity to efficiently
assist countries managingacute public health threats.

National and regional technical departmearticipatein preparation ofsurge

rostas and other readiness activitesd showwillingness to comply with @ore

set of standards required to meet or exceed minimum capacities to manage public
health risks associated with emergencies.

Insufficient priority is given by countries ohé Organization to this category of
work, contributing to loss of funding.

There is a failuréo establish strong partnerships with other ageriniesved in
countrylevel emergency preparedness, gland resporesmechanisms

Weaknesses iwverification mechanismsnake it difficult to assess the actual
achievement of the IHR core capacitiaad States Partiesave limited abilityto
maintainthese capacities

There is an inabilityto recruit strong teactical staff at national and soational
levels to implemenplansand apply the required informatigathering tools

Lack of consensusmpedes the completion @h emergency and disaster risk
management framework for health

Political instability and deterioration tfe security sitation constrairoperations
within the health sector.
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(g0 There is limited contribution by other categories of work and technical
departments to surge and readiness activities.

Category 5- Preparedness, Surveillance, and Responderogram Areas and
Outcomes

5.1 Alert and Response Capacitieffor IHR)

Baseline Target 2019

Outcome Ind. # Outcome Indicators 2013 (baseline+)’
OCM 5.1 OCM | Number ofStates Parties 6/35 35/35
All countries have the 5.1.1 | meeting and sustaining
minimum core capacities InternationaHealth
required by the Internationa Regulation2005 requirements
Health Regulations (2005) for core capacities
for all-hazard alert and
response

5.2  Epidemic- and PandemicProne Diseass

: Baseline Target 2019
Outcome Ind. # Outcome Indicators 2013 baseline+)

OCM 5.2 Number of countries with

All countries are able to 5.2.1 | installedcapacity to effectively
build resilience and respond to major epidemics ar
adequate preparedness to pandemics

mount a rapid, predictable,
and effective response to
major epidemics and
pandemics

5.3  EmergencyRisk and Crisis Management

Baseline Target 2019

Outcome Outcome Indicators

2013 (baseline+)

OCM 5.3 OCM | Number of countries and 19 36
Countries have an all 5.3.1 | territories that meet or exceed
hazards health emergency minimum capacities to managg
risk management program public halth risks associated
for a disasteresilient health with emergencies
sector, with emphasison | OCM | Number of countries and 11 35
vulnerable populations 5.3.2 | territories implementing

disaster risk reduction

interventiondor health

facilities

The baseline year is 2018 ihe year for which the nsb recent data are available. The year is listed for those
indicators without 2013 data. The targets for 2019 include the 2013 baseline plus the proposed targets for
each of the biennia ending in 2015, 2017, and 2019. This agpl&l baselines and targets in this category.

The denominator for this indicator is the 35 States Parties to the IHR.
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5.4  Food Safety

Baseline Target 2019

Outcome Outcome Indicators

2013 (baseline+)

OCM 5.4 OCM | Number of countries and 4 20
All countries have the 5.4.1 | territories that have adequate
capacity to mitigate risks to mechanisms in place for
food safety and respond to preventing or mitigating risks tq
outbreaks food safety and foresponding

to outbreaks, including among

marginalized populations

5.5  Outbreak and Crisis Response

Baseline Target 2019

Outcome Ind. # Outcome Indicators .
(baseline+)
OCM 5.5 OCM | Percentage of countriesd N/A 100%
All countries adequately | 5.5.1 | territoriesthathave
respond to threats and demonstraté adequate
emergencies withublic response to an emergency fro
health consequences any hazard with a coordinated
initial assessment and a health
sector response plan within 72
hours of onset

” This indicator baseline is not applicable because it is a new indicator. New indicators are those being measured
for the first time inthe Strategic Plan and without current baseline data.
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Cat egoeQoyr peor at éE nSaebrlviincge sF u

Fostering and implementinthe organizational leadership and corporate services that
are required to maintain the integrity and efficient functioning of the Organization
enabling it to deliver effectively on its mandates.

]
Scope

251. This category includesunctions and services that contribute to strengthening
PAHOG6s | eadership and governance, as wel |l é
management. It also seeks to enhance strategic planning, resource coordination, resource
mobilization and reporting, management and administration, and strategic
communicatonsThe wor k i n this category wil/| conti
role in the Region to enable the many different actors to play active and effects/ia role
contributing to the health of lapeople It will also result in an Organization that is

responsive and transparernd will enhance the work dPASB in supporting the

delivery of technical cooperation in all categories in an effective and efficient manner.

The work in this category wil be important to improve coordination with national
authorities, UN agenciesand other intergovernmeait organizations, publiprivate
partnershipsand civil society in line with the UNQuadrennial @Gmprehensive policy

review of operational activities falevelopment of the United Nations system

Context
6.1 Leadership and Governance

252. I n the Organizationb6s efforts to champi or
of the Region PASB must exercise keen leadership in collaboration with countries and
partners. Consequently this program area addresses the followifignctions

(a) reinforcing leadership in health to support Member States in their governance role
within the framework of WHO and UN refornfl) coordinating and convening relevant
stakehatlers in health to ensure good governance and accountability to Member States;
©reinforcing Me rnodufil redgiohahpri@ises in leedlth, ag detailed in

this Plan as well as within the Health Agenda for the Americas -2008; and

(d) strengthening country presence to efficiently and effectively address national health
needs. These efforts should letdintersectoral actiorthat movesfrom a focus on
disease toa focus onwell-being and sustainable developmeunsing a rightdbased
approach

253. Political leadership and stewardship will continue to be required to effectively
manage the increasingly complex relationships with the growing number of actors and
stakeholders in the international health environmgné increasing number ofgters in
health is acontinuing trend thais not expected tavanein the foreseeable futuré. has

led tonew partnerships, alliances, financing chanresl sources of technical support.
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At the same timeif creates challenges related to duplicatiorefédrts, high transaction
costs, varying accountability requiremengd inconsistentalignmentwith approved
national and regional priorities, such as those defined in the Health Agenda for the
Americas 2008017. In this complex context, access tpality health services and
productswill necessarily require an understanding of national and local laws and a
formulation of those laws to include economic, sqcadd cultural factors (such as
education, housing, social security, conservation of fdalpr, the enjoyment of
scientific progress, etc.At the same timegonsistency with international law and treaty
obligationsmust be ensured

254. Someemerging economies are increasing their finarama technicasupportfor
health beyond their nationgbrogramsas part ofa growing trend inSouthSouth and
similar forms of cooperationRecognizing the rich expertige be foundin Member
States, PAHO is increasinglgrawing upon this resource to support technical
cooperation.This Pan American approadd key in reinforcingthe work of Member
States and of th@rganization.

255. PAHO must be able to respond to thelvingneeds of the countries and adapt to
external changes such as those stemming from WHO and UN réfdimarefore needs

to continue efforts to increase the effectiveness itef engagement with other
stakeholders, strengthen the negotiation capacity of health actors, invest in health
diplomacy and utilize its leadership position to enhance coherence athengiany
actors involved in health at the global, regional, subregi@ma national levelsThis
coherence may be evident, when appropriate, within the UN Development Assistance
Framework(UNDAF) or other similar initiatives. In this regard, the Orgatian will

need to reinforce and refine its work across the three functional dematsonal,
subregiongland regiona and increase the harmonization and coordination with WHO.

256. The following nine overarchingPASB leadershippriorities will ensure that
necessary emphasis is given to key areas i8Eh20142019, enabling the Plao attain

its anticipated results in an effective and efficient manRASB will advocate for these
priorities to be addressed at the highest politeatisand for the necessary actiongeg
national, subregionabnd regional levelsin doing so, the Bureau will refine existing
strategies, including the implementation of new modalities of technical cooperation, and
build capacity in health diplomacy anedith governance?articular attention will be
given to strengthenindie mb e r  &paaitte® ® @enerate alliances and strategic
partnerships to includelealthin All Policies and to manage horizontal cooperation in
health. The effectiveness of thesadership priorities will be measured through the
progress made toward the achievement of the outcomes and impact goals set in the
Strategic Plan.

(@ Strengthenthe health sectdr sapacity to address the social determinants of
health utilizing the Health in All Policiesstrategy andpromoting increased
community participation and empowerment
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atalyze the progressive realization whiversal health coveragencluding
b Catal th lization o | health lud
promotion and preventive interventigngith emphasis on the eight key countries

(c) Increase intersectorahnd multisectoralaction for prevention and care of
noncommunicable diseases.

(d) Enhancethe core capacitie®f countriesto implement the International Health
Regulationg2009.

(e)  Accelerate actions for the elimination of prioritpmmunicablediseasesn the
Region

() Conclude work on the healtelated MDGs and influence the integration of
health in thgpost2015 agada for sustainable development.

(9) Strengtherthe healths e c tcapaditysto generate information and evidence to
measureanddemonstrat progreson healthy living and welbeing

(h) Leveragethe knowledge and expertise in countries of the Refgiothe provision
of technical cooperatigrsharing successful experiences and lessons learned

) Increase accountability, transpargncefficiency and effectiveness of the
Bureaw s operations

257. To ensure that PAHO remaimslevant as a leading public heatttganizatiorthat

is responsive to its Member States, strengthening the governance of the Organization is
an ongoing priorityThis requires the continuous engagement @aretsight of Member
States through thi®ermal mechanisms of the PAHO Governing Bodies and throlage
collaboration at country level.

258. The Or g asniigsiart wi nbé strengthened and promoted while
safeguarding its privilegesmmunities and status as an interra@ial public health
organization Promoting good governance aadsuring respect for and compiee with

t he Or g a rConstigution, oralgs and regulations will serve to proteche
Orga n i z anameandintegrity.

6.2  Transparency, Accountability, and Risk Management

259. Managerial transparency, accountabjléyd risk management are key aspe€ts
effective and efficient management aingtill trust and confidence in the work of the
Organizationon the part ofour Member States, donors, stakeholdersd partners.
Toward this end, PAHO will strengthen existing mechanisms and introduce new
measures designed to ensure tlia@ Organizationcontinles to be accountable,
transparentand adept at effectively managing risks.

260. Evaluation is a key aspect of addressing transparency and accountaiitity
facilitates conformity with best practicAHO/WHO will work to foster a culture of
evaluation andts proactive use throughout the Organization. Emgails providing a
consolidated institutional framework for evaluati@eross the differerevels in keeping
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with the norms and standards of the Unifddtions Evaluation Group.PAHO will
addressts specific needs in this areaithin the context of the WHO evaluation polidg
addition, PAHO will continue tostrengthena culture of evaluationas an integral
component of operational planning, backed by a quality assurance system to promote best
practices. A coordinated approacto and ownership of the evaluation function will be
promoted at all levels of the Organization. Objective evaluation will be facilitated, in line
with a proposed PAHO evaluation policgnd will be supported by tools such as clear
guidelines.

261. Theinternalaudit function in PAHO has been significantly strengthened in the

past few yearsThe Organizatiorwill continue to perform audits afs operations, at
Headquartersaand in the PAHO/WHO Representative Officethat take into accont

specific risk factorsThe Ethics Office will continue to focus on strengthening standards

of ethical behavior by staff and will perform risk assessmentsdémtify any

vulnerabilities that mayaffect the image and reputation of the Organization. Hipgec

emphasis will be giveno the elaboration of a new conflicts of interest and financial

disclosure programAs the coordinatoro f PAHOG6s I ntegrity and Con
System, the Ethics Office will also lead efforts to further strengthen the internal justice

system in PAHO.

262. Managing risks is an important area of focBR&AHO is continuouslyexposed to

risks of varying typesincluding thoserelated to its technical work in public health; its

financing; its procurement activities on behalf Member Statesits relationships with

the private sector, nongovernmental organizatiand other institutionsandthe political

and goernance contexiA | | have the potenti al to affect
and reputation. This approach requires established processes to be put in place and
monitored to ensure that all risks are properly identified and managed and reported

regd arly to PAHOGO6s senior management to enabl
takenon a timely basis

263. To ensure the effective working of the risk management sysiech of
compliance and control activities, PAHO will operationalize an Enterprise Risk
Management (ERM) system at all levels of the Organization. This is aligitedhe
work being done by the WHO Independent Exg@arersightAdvisory Committee.

6.3  Strategic Planning, Resource Coordinationand Reporting

264. This program area encompasgesicy development, strategic and operational
planning, budget management, performance, monitoring and assessment, and reporting at
all levels. It also covers the financing and management of resources to ensueaamh
synergy and alignment between tldifferent parts of the Bureau in response to the
priorities established in the Strategic Plan. PASB continues to advance and consolidate
ResultsbasedManagements the central operating framewdik the improvement of
organizational effectiveness, efBacy, alignment with results, and accountability.
Especially important is thelevelopment, negotiatipnand implementation of new

107



OD345

approaches to resource mobilization and partnerships, designed to increase the
predictability, flexibility and sust ai nabi |l i tugsingafprogeafaida@ld s f i na
approach whil e respecting the Organizationds no
6.4  Management and Administration

265. This program areacovers the core administrative services that underpin the
effective and efficient functioning of PAHO: finance, human resources, information
technology, procuremenand operations suppoffhe Bureau will seek tanplementa
modern management information systdrat cansimplify administrative processes and
improve perbrmance controls and indicators. This will result in improved efficiency,
transparency, accountability, decentralization, and delegation of authority. FothBer

it will ensure that decisiormaking and resource allocation occur closer to where
programs e implemented. In addition, managerial and administrative capacities and
competencies will be strengthened at all leo¢BASB.

266. The adequacy of the financial control framework, as a specific aspect of risk
management, is a particular priority. PAHO tthprove and enhance mechanisms that
will allow it to state, with confidence and on time, how all resources invested in the
Organization are being utilized to achieve the anticipated resultsowgetn the
Strategic Plan anthe correspondingrogram and@udget.

267. The focuson human resources is also in line with the overall management reform
This seeks to ensure that PAH® able to recruit the right staff and deploy them where
they areneeded; manage staff contracts in line with existing rules andays what
encourage mobility and career development; use succession planning to promote the
continuity of essential functions; and ensure that Organizatiorhas human resources
policies and systems in place that alldwo respond rapidly to changingraumstances

and public health needs.

268. Procurement is a key compon@fthe mission of the OrganizatioAmong other

things, it supportsechnical cooperation through the procurement of goods and services
on behalf of Member Statesnsuring theiaccess to affordable drugs, vaccines, and other
public health suppliesThe Organization has procurement policies and procedures and
organizational planning systems in place to ensure appropriate management of strategic
and transactional activities andatbow rapid response in case of emergencies.

269. PAHO will ensure a safe and healthy working environment for its staff through
the effective and efficient provision of operational and logistics support, infrastructure
maintenance and asset management, umihg compliance with United Nations
Minimum Operating Security Standards (MOSS) and Minimum Operating Residential
Security Standards (MORSS).
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270. Finally, the development and implementation of policies and services for
information technology will continue toensure fully functional infrastructure,
applications, networks and communications,-aadr support, and business continuity.

6.5 Strategic Communicatiors

271. Work in the area of strategmommunicatios will be based on two interlinked
objectives. Oronehand PAHO playsa crucial rolein providing the public with timely
and accurate health information, including during emergen©ieshe other handbAHO
needs tabettercommunicate itown work and impact including regional progress on
health issues andontinuing regionalneeds to increase its visibilityand strategic
positioningas aleadinghealth organizatian

272. The evergrowing demand for information on healttequires PAHO to
communicate internally and externally in a timely and consistent way. It also requires the
provision of essential health knowledge and advocacy material to Member States, health
partnersand other stakeholders, including civil society.

273. PAHO will takea more proactive approach to workiwih its staff andwith the

media to better explaih he Or gamolzeatamec d6smpact on peopl eod
be achieved through implementation of the Knowledge Management and
Communications Strategy acrosslailels of the Organization. Furthermore, PAHO will

enhance its capacity to provide health informatigrusing innovative communications

to reach a broader audience.

274. Key elements of this program area includkveloping, managing, and sharing
evidencebased information and knowledge produced by PAMN@mber States and
PASB; providing technical cooperation on knowledge management and communications;
facilitating communications between PAHO andptstners andgtakeholders, including

the UN andinterAmerican systems,the general public, and specialized audiences,
enhancing the imagand protecting the reputatioaf the Organization; and using
communications to promote the individual, social, and political changes necessary for
improvements and maintenanafehealth and weibeing.

Key Stakehol dersé Anal ysi s

275. Participation and engagement of a broad spectrum of stakeholders is necessary to
achieve many of the outcomes and outputs in this categoryt@mslpport the
implementation of the Strategic PIaRASB must ensure continuous interaction and
communication with health authorities, government seaiatside healthdevelopment
partners, civil society, the news media, and other public and private sector stakeholders,
while providing them with clear and comifing information aboutP A H O éoke,
achievements, and accountabilifyhis is critical to motivating and enabling them to
effectively support and collaborate with the Organization. In addition, these stakeholders
look to PASB to provide leadership in dehg, explainingand promoting public health
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principles and goajsvhich in turn willenhance their own ability to support and promote
these principles and goals.

276. Recogni zing the Organi zatUnitediNamonsit sl e wi t h
anticipated that there will be ongoing and increased coordination, harmonization, and
communication witithese systemd he Organizationwill make positive contributions to
successfuimplementation of thénstitutional reforms being undertakenWHO and the

UN. With specific efforts underway on programmatic priority setting and managerial
reform, the Organizationds interactions witdt
important. At the country level this will include activegagement witithe UN Country

Team; at the regional levelt will also include the ongoing collaboration between

UN agenciedo provide synergistic suppoidnd at the global level PAHO will continue

to participatein the rich policy and technical dialoguds. order toadvance collective

health outcomes, it Wi be important to continue tstrengthen relationships with

subregional integration entities amdth otheragencies and specialized organizations of
theinter-rAmericansystem

277. With a viewto implementing new maalities of technicatooperation, country
based and inteountry collaboration and partnerships wplfomote intersectoral and
multisectoral approache$hese will involve not only the ministries of health but &y
public and private sector stakehalsleoutside of the health sector. Reaching out to
involve these other actors will be key to ensure sufficient attention to gbeial
determinants of healtéind support efforts toward universal health coverage

278. PAHOO sactivities are carried owvithin a challenging economic environmeint

which there is significant competitiofior resources Nonetheless, the Organization
continues to demonstrate important results to pastnThis contributeso ongoing
engagement and collaboratidhat in turn helpsenswe sustainable resources for the

i mpl ementation of i Airté Qviihsthe BBMr faarmesvgrk 1o thi® | a n
regard, the Organization must be poigedbroadencountrybased and inteountry
collaboration foster new partnershipsna reinforce existig alliancesn support of the
regional public health agenda.

279. Taking into account the persistdmalthinequitiesbetweenand within countries

in the Region,the Organization will continue to reinforce and develop financing
modalities with Member Stateboth to support collaboration within individual countries
andto focus strategic attention on regional public health isdtegagement with key
regional and subregional financial institutions will be important to this process.

280. PASB shouldcontinueengaging Member tates toensurethatthey fully benefit

from the Organizationds procurement service:
In the processthere is need tensure an understanding tbfe procurement strategy,

rules andprocedures, including th@r g a n i zdoketas astraiegic interloyr in the

elaboration of countryhealth and procurement programét the same time, PAHO

should continue its support and full engagement with the UN family through continued
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collaboraton on initiatives and joint projects, such as participation in the gldbal
management refornmharmonization of processes and good practices for procurement of
goods and serviceand enforcement of UN agency collaboration at country level by
implementingcommonprocurement guidelines.

Strategies forDelivering Corporate ServicegEnabling Functions

281.

The main strategies for delivering the corporate services and enabling functions

include the following:

(@)

(b)

(©)

(d)

(€)

(f)

(9)
(h)

(i)

()

Lead, directand coordina with WHO, Member Stategndthe UN andinter-
American systems, and with other partners, stakeholders, and the general public
to ensure greater responsiveness to the health needs of Member States, while
advancing regional and global health mandates.

Coninue to support and coordinate the development of Country Cooperation
Strategiesthat are closely aligned with national health policies, strategiad
plans, andwith UN Development AssistancErameworks to reflect greater
harmoniz&ion.

Promoteintersectoral and multisectoral approaches to build institutional capacity
and leadership among Member States for their role in health governance.

Guarantee that Membe$Btates and other partners are fully engaged and
committed tothe effort toensure susiaable resources for the implementation of
PAHOOGs St r arbughg pragramrhaticrapproach based on RBM.

Strengthen the appropriate competencies among PAHO staff for launching new
approaches in health diplomacy arelvpartnerships.

Ensureimplemenation of a modern management information system so that
administrative processes are simplifiaxd performance indicators and controls
improved, resulting in increased efficiency, transparency, accountability,
decentralization, and delegation of authporit

Build institutional capacity for implementing the ERdyistem

Strengthen managerial and administrative capacities and competencies at all
levels of PASB.

Strengthen human resources strategic planning, focusing on succession planning,
staff placementbased on competency and needsaff mobility, and staff
development.

Build and sustainthe capacity of the Bureau to implement internal
communications and knowledge management strategies.
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Cross-Cutting Themes

282. Building on existing policies and practicese ttrosscutting themesof gender,
equity, human rights, and ethnicityill be applied throughout the work of this category
as necessary, but especially in matters related to human resources managerttent and
internal justice system. In addition, the Organization will apply the Sysitiele Action

Plan onGender EqualityandWo me n 6 s E mprecentyradoptedtby the United
Nations (UNSWAP).

283. Through the work included in this category, the Bureau will supgperivork of
the other categories to enable achievement of their resultbis way Category 6 is
linked to all other categories.

Assumptions and Risks
Assumptions:

(@  The Organizationis able to mobilize the necessary contributions from Member
States and from traditional and nmiaditional partners in a timely manndthe
level of funding received frovHO is in line with theapproved budget

(b) Clear policies and rules of governance, responsip#ity accountability are in
place toeffectivelyimplement programs in an increasinglgcentralizesnanner

(c) There is successfiuhplementation of the WHO and UN institutional reforms and
an increased coordination and harmonization whhse systemat the global,
regiona) and country level.

(d) Clear legal agreements with Member States and stakehaddelis placdo avoid
conflicts of interest, high transaction cqosisd legal risks to the Organization,
governments, international organizations, partnargl donors while ensuring
accountability.

() Thereisanincreasinglposi ti ve per cepasiateaderarikeyP AHOOG s
partner for health development in the Region

() TheOr gani zati onds a c cbestrengtleebed Inithe gontextooh t i nu e s
the Resultshasedvianagement framework

Risks:

(@ Further reductions in the assignment of resources from Wéé@erely
compromisethe ability of PAHO to deliver the resultet out inthe Strategic
Plan.

(b)  There is a continuindeclinein the level of internationassistancéo the Region
(© There is a shordll of political will to implement the SP in the Region
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(d) Limited PAHO presence in strategiorums underminesthe coordination with
national authorities, UNagenciesand other intergovernmeiit organizations,
public-private partnershipsand civil society in line with the UN Quadrennial
Comprehensiv@olicy Review

(e) Resources mobilized have limitdkxibility, compromisingg he Or gani zati o
ability to focus on the priorities agreed by Member States in the SP

() Potential conflics of interest with private partners affect the image and reputation
of the Organization

(9) Failure to implementa modern management information system deline
simplification of administrative processand prevers the useof more efficient
andcostsavingmeasurs.

(h)  The limited availability and reliability of informatiormpedestimely decision
making.

Category 6.Corporate Services/Enabling FunctionsProgram Areas and
Outcomes

6.1 Leadership andGovernance

: Baseline Target 2019

Outcome Ind. # Outcome Indicator 2013 baselne +)
OCM 6.1 OCM Level of satisfaction of High High (basedn
Greater coherence in | 6.1.1 stakeholdersvith (based on the Stakeholder
regional health, with PAHO/WHOG s | eokedni | composite rating] Perception
PAHO/WHO playing a global and regional health from Stakeholder| Survey 20D)
leading role in enabling issues Perception
the many different Survey,
actors tocontribute November 2012)
effectivelyto the health| OCM | Number ofcountries that N/A™ 20/35
of all people in the 6.1.2 reflect in their national health
Americas and/or development strategieg

or plans the regional health
priorities defined in the PAHO
Strategic Plan 2012019
OCM | Number of regional initiatives N/A™ 8
6.1.3 or action plans of thinter
American and United Nations
systemddealing with health anc
development designed and/or
implemented with PAHO
support to advance threealth
priorities of theRegion
" This indicator baseline is not applicable because it is a new indicator. New indicators are those being measured
for the first time inthe Strategic Plaand without current baseline data.

The baseline year is 2013 or the year for which the mosttrdegs are available. The year is listed for those
indicatorswithout 2013 data. The targets for 2019 include the 2013 baseline plus the proposed targets for each
of the biennia ending in 2015, 2017, and 2019. This applies to all baselines and targets in this category.

113



OD345

6.2

Outcome Indicator

Outcome

Transparency, Accountability, and Risk Management

Baseline

Target 2019

OCM
6.2.1

OCM 6.2

PAHO operates in an
accountable and
transparent mannand
has wellfunctioning
risk management and
evaluation frameworks

Proportion of corporate risks
with approved respongs#ans
implemented

(baselinet)
100%

" This indicator baseline is not applicable because it is a new indicator. New indicators are those being measured

for the first time inthe Strategic Plamndwithout current baseline data.

6.3  Strategic Planning, Resource Coordination and R

eporting

Baseline
2013

Target 2019
(baseline+)

Outcome Ind. # Outcome Indicator

OCM 6.3 OCM | Percentage of approved PAH( 90% (based on 100%
Financing and resource | 6.3.1 | budget funded Program and
allocation aligned with Budget
priorities and health need Assessment
of the Member States in g 20122013)
Resultsbased OCM | Percentage of outcome 91% (based on #0%
Managementramework | 6.3.2 | indicator target®f the PAHO the final
Strategic Plan 2012019 assessment of
achieved the Strategic
Plan 20082013
as a proxy)
6.4 Management andAdministration

Outcome Indicator

Outcome

Baseline
2013

Target 2019
(baseline+)

OCM
6.4.1

OCM 6.4

Effective management
and administration acrosg
the three levels of the
Organization

Proportion of management ang
administration metrics (as
developed irService Level
Agreementsachieved

N/A™

95%

" This indicator baseline is not applicable because it is a new indicator. New indicators are those being measured
for the first time inthe Strategic Plaand without current baseline data.

6.5  Strategic Communication

Outcome Indicator

Outcome

Baseline
2013

Target 2019
(baseline+)

OCM 6.5 OCM | Percentage of Member States 7% 100%
Improved public and 6.5.1 [ and other stakeholder (WHO
stakeholder® representatives evaluating Stakeholder
understanding of the wor PAHO/WHOb performance as Perception
of PAHO/WHO excellent or good Survey 2019)
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VI EnsurEifimgan@gmftecti ve | mpl ¢

Pl an

284. This sectionnotesseveralbroad factors that may have a bearing on efficient,
effecive implementation of the Plan: technicaboperation strategies, roles and
responsibilities of PAHO and Member States, funding, and risk management.

285. In an effort to remaimelevant andesponsive to Member Statesiile continuing
to play a leadership rolen the Region, the Organization will employ innovative
approaches itits collaboration with Member States apdrtners The SP 20142019is
the reference frameworthat will guideP A H Oigtarventions for advancing the public
health agenda of the Regidm order to achieve the anticipated results in Sti@tegic
Plan the Organization wilkexplorenew modalitiesof technical cooperatioand expand
its partnership base #te national subregiona) and regional levelsSpecial attention will
be given to hilding and everagng nationalexpetise in countries of the Regicend
sharing successful experienaeyd lessons learned. PAHO wpltomote and support the
implementation otosteffective interventims, availabldest buysand appropriate togls
accoding to the context of the countries

286. As outlined in the results chain, the commitment and collaboration of Member

States, PASBand partners will be required smccessfullyachieve the results setitin

the SP 20142019 Emphasis will be placed oclarifying the joint actions necessary to
achieve the Plands outcomes and bring about

287. Basal on historicallevel of funding availablefor the SP 2002013 and on
projectionsgoing forward theresource envelop@r the implementationf the SP 2014
2019 is estimated &1.8 billion. This estimateis presented tgive Member States and
partnersa sense of the magnitude of resoartteat will be required over the styear
periodof the Planto enable achievement @$ anticipated resudt In order to obtain the
necessary resources to implement the Plan, PAHO will neddvieea robust resource

mobilization strategy.Toward this endspecialat t enti on wi | | be paic
programmatic approach, as guidedthg Plan, with a view to diaining the necessary
resources with sufficient flexibility to al
outcomes.

288. Regular Budget (RB), Voluntary Contributions (VC), National Voluntary
Contributions (NVC), and funds from WHOwill be included in the Programand

Budgets It is important to note that the SP 262@19 is being implemented undie

new PAHOBudget Policywhich incorporates the principles of equity dPah American
solidarity and places special emphasis on countrgemee and resultsased budgeting.

An important consideration tsow to incorporate NVCs and deal with thenrefation to
funding the Planbdés categories and outcomes.
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289. PASB will apply its Enterprise Risk Management framework to identify the risks
and implement mitigation meares that increase the likelihood of achieving the
anticipated results of the SP 262@19. The ERM framework is based on the ISO 31000
international standarénd includes a methodologipr integrating risk management
across all levels of the Organizationa proactive, continuous, and systematic process.
The aim isto enablethe Organization to identify and manage rigks timely fashion
andto successfully take advantage of opportunities that may diteERM framework

will be applied tothe Strategc Plan 20142019, to Program and Budgets 202015,
20162017,and20182019 andto operational planning across all PASB offices.
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V1 IMo.ni t AArsisregs,samedntReporti ng

290. Monitoring, assessmentnd reporting is am nt egr al part -of PAHO
based Managementframework. In keeping with this framework and with the
Organi zationds commit ment to i mprsseationng acco

outlinesthe joint procesgor monitoring implementation ofhe PAHO Strategic Plan
20142019 andts corresponding Program and Budgets.

291. PAHOOG s perf or manc ey measuringprbgeess dowadc thes e d
attainment of the impact goals and outcomes sanhdbe Strategic Plan 2012019.

292. The overall performance difie Strategic Plawill be assessd usingthe defined
indicators. Such an assessment will require monitoring and reporting by both PAHO
Member States and PASB. The amended version of the Strategic Plan includes a set of
revised indicatorstheseare the result ofallaboration with Membe6tatesthrough the
Countries Working GroupGQWG), established by the 153i8ession of théexecutive
Committee andcomposed ofl2 Member Statesand PASB. The CWG and PASB
refined the definition and baseline and target vabfethe indicators. This builbn the
consultative process undertakeith countries and territoriei; the development of the
original Strategic Plar20142019approved by the 52nd Directing Couniail2013

293. A compendium of indicators which provides standarddefinitions and

measurement criterigor all indicators, has been developed order to standardize

moni toring and reporting of progress toward
The compendium also reflects the joint responsibility of MembeteStand PASB for

the monitoring and reporting of the Strategic Plan and Program and Budget indicators. A
commitment from all countries and territories to reporfpoogress towaréchievement

of the indicators will be required in order to effectively monthe implementation of the

Strategic Plan anis Program and BudgetPASB will work closely with the countries

and territories in the monitoring, assessmant reporting process.

294. Impacts, outcomesand outputs will be assessed jointly based on datdlable

from Member Stateandreported to PAHO or any other official source of information.
The impactlevel indicators will be monitored using the regional PAHO Core Health Data
and will not requirandividual country monitoring. In addition, the PAHSKtrategic Plan
Monitoring System (SPMS) is being developed with input from the CWG in response to
the mandate of Member States for joint monitoring of the outcome and output indicators
(Resolution CD52.Rg2013)). The system will facilitate analysis of orfnation by
category, outcome, and output indicators.

2 Members of the CWG included the Bahamas,zBr&anada, Chile, Costa Rica, Ecuador, El Salvador,
Jamaica, Mexico, Paraguay, Peru, and the United States of America. The CWG was ghBirazil b
and coechaired by El Salvador.
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295. Monitoring and assessment for the Plan will be conductedbtemnaialbasis and

a report will be presented the Governing Bodiest the end of each bienniufhe end
of-bienniumProgramandBudges assessment will provide a comprehensive appraisal of
PAHOG6s performance and will Il nclude an asse:-c
the stated outcomeand achievement of output§he eneof-biennium assessments will

form the basis for informindylember States on progress madehaimplementation of

the Strategic Plaand guide interim adjustments

296. Considering the timelines of thpost2015 development agenda miderm
assessmerdf the Plan is proposed to inform the necessary adjustmer@sparnse to the
health aspestof the newagendaA final assessmentill also be conducted at the end of
the Strategic Plan period.
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Acronyms and Abbreviations

Spanish Agency for InternationBevelopment Cooperation

Acronym

AECID
AIDS
ALBA

acquiredmmunodeficiencysyndrome

Bolivarian Alliance for the Peoplesof Our America

>
Pu)
3

antiretroviraltherapies
BMGF
BMI body mass index

BRICS Brazil, Russia, IndiaChing and South Africa
BWP Biennial Work Plan

Bill and Melinda Gates Foundation

CAF Development Bank of Latin America
CARPHA Caribbean Public Health Agency

Countries Consultative Group

Country Cooperation Strategy

CCTs crosscutting themes

U.S. Centers for Disease Control aRdevention

CIDA Canadian International Development Agency

(@) 0| O
O 0| O
(@) 0l o

CKD chronic kidney disease

CSDH Commissiomn Social Determinants of Health

CSIH Canadian Society for International Health
CVvD cardiovasculadisease
cVDPV circulatingvaccinederivedpoliovirus

W

®

@

Countries Working Group

DALYs disability-adjustedife years

DPAS diet, physical activity and health
EASP Escuela Andaluza de Salud Publica

m

Executive Committee

eHealth electronichealth
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ERM Enterprise Risk Management

FAO Food andAgriculture Organization of the United Nations
FBD foodbornedisease

FCTC WHO Framework Convention on Tobacco Control

FDA U.S. Food and Drug Administration

Fiocruz Oswaldo Cruz Foundation
GARC Global Alliance for Rabies Control

GASP GorococcalAntimicrobial Surveillance Programme

GDP grossdomestic product

GFATM Global Fund to Fight AIDS, Tuberculosis and Malaria
GLC Green Light Committee

GOARN Global Outbreak Alert and Response Network

GPW WHO General Programme of Work

HIN1 pandemidnfluenzaA
HAA Health Agenda for the Americas 208817

hepatitis B virus

hepatitisC virus

Human Development Index

United States Department of Health and Human Services
humanimmunodeficiency virus

Health Needs Index

iI

humanpapillomavirus
human resources for health
health technology assessment

International Association d?roviders ofAIDS Care

interagency coordinatingpmmittee

informationandcommunication technologies
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Acronym

Inte-AmericanDevelopment Bank

IHR
[ICA
IMR

International Health Regulations

Inter-American Institute for Cooperatiam Agriculture

Infant Mortality Rate

IMS -Dengue Integrated Management Strategy for Dengue Prevention and Con
LAC Latin America and th€aribbean

MAHR Mortality Amenable to Health Care

MDG Millennium Development Goal
MDR-TB multidrugresistant tuberculosis
MERCOSUR Common Market of the South

mHealth mobile health (via mobile telephogetablets etc)

<
<
Py

Maternal Mortality Ratio
maternal, neonatal, and child health

Minimum Operating Residential Security Standards

Minimum Operating Security Standards
menwho have sex with men
noncommunicabldisease
neglectednfectiousdisease
NationalVoluntary Contributions
outcome

OECD Organisatiorfor Economic Ceoperation and Development

OCM

OIE World Organisation for Animal Health

OIRSA Regional International Organization for Plant Protection and An
Health

OPT output

PAFNCD Pan AmericarForum for Action on NCDs

PAHO Pan American Health Organization

PASB Pan American Sanitary Bureau
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Acronym

Program for Appropriate Technology in Health
PAHO Program and Budget 202915
United States Presi deieliégfs Eme

PATH

PB 20142015
PEPFAR
PHAC

PHC

PMA

PMIS

Public Health Agency of Canada

primaryhealth care
performancenonitoring and assessment
PASB Management Information System

PNMR premature noncommunicaldéseasenortality rate

PRS Priority Rating System
Regular Budget

RBM Resultsbased Management
REMSAA Meeting of Ministers of Health of the Andean Area

RER Regionwide Expected Result
SP 20142019 Strategic Plan 2012019

SRH sexualand reproductive health

S Strategic Objective

i

STI sexually transmitted infection
SVi Sabin Vaccine Institute
B tuberculosis

HIV -associateduberculosis

technicalcooperatioramong countries

Task Force for Global Health

-
@)

universalhealth coverage

United Nations

C
pd

Joint United Nations Programnoa HIV/AIDS
Union of South American Nations
United Nations Development Assistance Framework

United Nations Development Prograra
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<
(@)

Voluntary Contributions

United Nations Population Fund

Uni ted Nations Childrenés Fun
UN-SWAP UN Systerawi de Acti on Pl an on Gert
- Empowerment

United States Agency for International Development
I

VPD vaccinepreventable disease
VPH veterinary public health
WHA World Health Assembly
World Health Organization

World Society for the Protection of Animals
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Annexes

Annex |. Key LessonsLearnedfrom PreviousPlans

1. The PAHOSP2012019 builds on PAHOG6s experience
previous plans, prograsn budgets and other higHevel planning instruments and

processes, includingyHO planning and budgeting processes. Particalaphasishas

been placed oareview of lessontearnedirom the PAHO SP 2008013 given that this

was the firsplanto beimplemented using thResultsbasedVlanagemenapproach.

2. The main lessonsthat were considered in the development of the
PAHO SP 2014019 areoutlinedbelow. To guide their application to key aspects of the
Plan, they have beendivided into three categ@s: (a) political and strategic,
(b) programmatic and technicand (c) managerial and administrativ€he application
of these lessons will be essential for the successful implementation of thengldor
continued improvement ithe efficient and effective management of the Organization.

Political and Strategic

3. The PAHO SP 2002013 was the first plan that was aligned with
WHOO s pl anning and budget p r Medianstarma s (spect
Strategic Plan 2008013 and its arresponding Programe Budgets). Even though the
decisionwas madeto align, for the first time, the work of the Organization with the
WHO General Programme of Warkhe alignment was not fullimplemented across
different strategic objectivesThese variaces with the WHOGPW created some
challenges in reporting at the global level. The Strategic Plan-201% is aligned with

the WHO 12th General Programe of Work, preservingregionalspecificities and this
alignment should facilitate monitoring and reporting on global indicators included in the
12th GPW.It will also facilitate the management of resources received from WHO and
the contribution of th&®egionto the global health agenda.

4. The Stratgic Plan 2014019 should be flexible enough to easily adapt to
changing circumstances. The processnodifying the SP 2002013 required Member
State$approval for all changescluding but not limited to setting baselines and targets
that were establshed for the whole period of implementation. The new Rlefines
clearer roles and responsibilities of Member States and PASB. In this ,régait
incorporate mechanisms for making necessary adjustrtethis different components of
the Plan duringts implementation.

5. Although a strategic document shoulddicate the priorityareas where the
Organization will direct its resources, further prioritization within areas is required to
effectively address key issues. When the SP 2008 was preparedhe prioritization
criteriawerenot evidencebased and were not develogbdough wide consultation; this
limited subsequent acceptance of the plarnthe 20142019 Strategic Planthe criteria
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were developed based on a scientific method and with thelakgent of staff from
across PASB. The criteria and methodology were also reviewed and applied by Member
States through the Countries Consultative Group (CCG).

6. Achievement of the results of the Strategic Plan should be a joint responsibility of
PASB andthe Member States. There is a need for a stronger engagement of Member
States during all phasefsom the inception othe Planthrough its implementation and

final evaluation. In this regard, the PAHO Strategic PR0142019 should be
implemented withinother strategic framewosk i ncl udi ng WH Otfes GPW
Health Agenda for the Americaas well as other relevaftameworksn the Region.

7. National Voluntary Contributions(i.e., voluntary contributions from Member
States solely for technical cooperation in their own countgre a significant portion of

the Voluntary Contributiongeceived by the Organization during implementation of the
Strategic Plan 2008013 Althoughan effort was made to ensure appropriate linkages
with the strategic priorities established Member States, there iseed toexplicitly
identify these contributions to the overall achievement of the rediissProgram and
Budget 2014015 will indicate National Voluntary Contributionsinder each category

and their effect on other funding sources for the Organization, as well as on the overall
balance between resource levels and programmatic achievements.

Programmatic and Technical

8. The Organization hasadvanced in promoting and supporting the mter
programmatic work among different categories, particularlythet country level.
Challengs remain atthe regionallevel, where a fixed functional structure seems to
hamper horizontal collaboration. The retloe in the numbelrof strategic objectives
now categoried and a more flexible managerial approask intendedo address this
challenge. Additional changes will be required at the operational level to encewodge
across categories

9. The strategy of cqmerating through networks for the improvement of governance
and leadershiphas beerfound appropriate and cesfficient; however it requires an
institutional commitment for medium/lorgrm sustainabilityThe creation of networks
should includesustainability mechanisso ensure their successthe long term.

10.  Technical cooperation projects among countries using flexible soofré@sding,

such as the countyariable portion of the budget, proved to be more effective than
comparable projects without such flexibility. There are many cotsmtegific factors
(political will, economic constraints, and health priorities) that affect the viability of such
projects,and funds therefore need to be adjusted to the specific needs of the Member
States.However, this also requires the establishment of criteria to ensure an equitable
approach to resource allocation amaagintries.Member States expressed tieed for
enhanced knowledge sharing among public health practitioners as well as international
cooperation agencies, which led to a crosgnizational effort to create \Web-based
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knowledge sharing platform where experiences and good practices in public health can be
shared. The growingmportanceof SouthSouth and triangular cooperation in the
international dialogue has led the Organization to develop a political framework for the
facilitation of cooperation among countries. Thasll be reviewed by the Governing
Bodies in 2013 and potentially incorporated into the &xategic Planif approved.

11. The subregional level of technical cooperation was introduced with the
Regional Program Budget Policy in 2006was designed to enable tlganizationto
support thehealth plans of the subregional integration processes in the Americas,
providing an additional space for cooperation and advocacy iReégen Work at this

level has givenPAHO the flexibility to respond to Member Stat@sieeds while
simultaneously encoaging intercountry cooperation, which is a topic of growing
importance among countries in tRegion Technicalcooperatiorat the subregional level
also facilitateshealth policy debates #he subregional, regionahand globallevels by
creating a variy of diplomatic forumsin which countries can contribute to
supranational health policy dialogue and diplomacy. Each subregional proffessa
platformfor common interests and concerns, as well as a space where innovative policies
and practices caemerge through dialogue and collective exchange.

Managerial and Administrative

12.  The quantity, qualityand measurability of indicatoposed challengatroughout

the implementationof SP 2008013 The assessment in most cases focused on
guantitativeindicators,with limited qualitative analysis. The improvement over the years

in the performance monitoring and assessment of SP-2008 demonstrated the value

of conducting comprehensive qualitative analysis to better demonstrate results. However,
the praess was considereglite burdensomeAs a result,it has been simplifiedthe
number of indicatordlas beenmeduced and their quality improved. The indicators in SP
20142019 focus on measuriraglvances towaronprovedhealth statuin relation tothe

impact indicatorsrather tharon the assessment @mfocesses.

13. The performance monitoring and assessm@mlA) processfor SP 2008013
although itwas conducted d@he PASB level, alsocoveredprogress by Member States.
The new assessment process widtarly define the different levels of accountability.
Impacs and outcomg will be assessed based on official available information systems
from Member Statesand output and deliverables will be und®A S Brésponsibility.
PASB has reviewed the PMAand a new process that combines efficiencies with
flexibility for identification of challenges and performance of adjustmédrs been
identified. A process for periodic independent evaluations should also be incalgorate
ensure continuous improvement abgramming and contribute to accountabijliyith
information made available to all levels of management and to stakeholders.

14. The PAHO SP 2002013 was the first plan to be fully implemented using the
RBM framework. The implementation of RBM allowed theg@nization to better
demonstrate results and focesource allocatiowhile alsoincreasing transparency and
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accountability. This approach hbseninstitutionalized in PAHCo a significant extent,

as reflected in the latest UN Joint Inspection Umiport. PAHO will continue to
consolidate its RBM framework in order to enhance transparency and accountability,
while simplifying the planning, budgetingnd PMA processes, by increasing capacity
building. The newPASB Management Information SystefRMIS) will further enhance

the implementation of RBM across PASB. The system will generate and use performance
information for accountability, reporting to external stakeholdexsd providing
information to internal management for monitoring, learnargl deci®n making.
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Annex Il. Programmatic Priority Stratification Framework

1. The Strategic Plan establishégs framework toserve as a key instrumefdr
guiding the allocation of all available resources to the Pan American Sanitary Bureau,
including human and financial resources, and for targeting resource mobilization to
implement the PAHO Strategic Plan 262@19. This framework is in line with the
principles @ the PAHO Budget Policy and with the PAHResultsbasedManagement
framework Generaprinciples, including criteria and a scientific methade set out to
guide the application of this framework in an objective manner

2. This framework builds on the prognmatic prioritization process ¢ie PAHO
Strategic Plan 2008013 andonthe one used in thdraft WHO 12th General Programme
of Work 2014-2019.

3. Thef r amewor kés met ho dhe PAH® YRBM famewarkandi n e
thusshould contribute to enhancing accountability and transparency in the allocation and
mobilization of resources using a programmatic approach.

4, The criteria and method will bappliedacross the program areas (approved by
Executive Managemermindthe Courries Consultative Groygdo identify priority levels
(e.g., priority levels 1, 2and 3).

5. Given that Category 6Cprporate ServiceBhabling Functions supports the
delivery of technical cooperation @ategoriesl through5, including country presence

and that it is dependent dhe Regular BudgetRB), it is important to ensurthat the
necessary funds are available to cover such functions. The level of funding for this
category will be determined based on analyses of essential costs, efficiandie®st
effective measures, among others (PASB to undertake such anaBeszs)se the cross
cutting themes iprogram area 3.3yénder, equity, human rights, and ethnicapply to

all categoriesthe same criteria used for funding the program are@siegory &pply to

this program area.

6. Taking into consideration that the Organization has already established the
program areas, representing the prioribéshe SP2014-2019, a Regular Budgetloor
should be set for each program area. This will Bnsa minimum coverage of the
Organization to maintain the gains and institutional response capacity. The historic RB
expenditure over the last two biennia will be a key input for determining the budget floor
by program area (average to be determined byB}AS

7. After the items in paragraph® and 6 have been coveredhe allocation of
remaining funds will be guided by the priority stratification method #relcriteria
defined in this framework. This will be complementadthe criteria established in the
resource coordination mechanisnmcluding the outcome indicator gap (the distance
between the baseline atite expected target to be achieved by the end of a biennium),
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based on the costing of the Program and Budgglscation of flexible resources
mobilized will be done according to the priority level and programmatic Gas
methodology provides means to compare different health issues in a relative, not
absolute, framework, as equally as possible, and in a somewhat objective manner.

8. The methodologys qualitative in nature, and this senset involves individual

value judgments used to generate consensus. The results reflect the collective perception
of topics, issuesor problems assessed. Therefore, its application benefits from a
multidisciplinary approach.

Methodology

0. The methodology is based on the wealbwn and widely acceptetianion
Methodfor health priority setting.

10. The method is based on the following componenfa) magnitude

(b) seriousness(c) effectiveness,and (d) feasibility (see definition below of each
component)Weighting is doneccording tahe Hanlonrmodified Priority Rating System
(PRS) method (APEXPH/NACHO 1991). These four components take into consideration
the public sector, particularly the health secto addition, theinstitutional strategic
positioning of the Organization is considered as a fifth component, including criteria
proposed by Musgrove (1999).

Magnitude of the issue (size of the issue/problem)

€) Relative contribution to the regional burden of disease or relative importance
the regional health agenda (based on the P/AR4Qional Core Health Data and
Country Profile Initiative Health in the Americas 2012, and the Global Burden of
Disease Study 20 main results)

(b) Relative contribution to the global burden of disease or relative importartice
global health agenda (based on the PAR@gional Core Health Data and
Country Profile Initiative Health in the Americas 2012, and the Global Burden of
Disease Study 2010 main results)

(c) Public goods (critical for improving public health and not necessarily attractive to
markets)

Seriousness of the issue (severity and urgency of the issue/problem)

(@ Emergent nature of the problem

(b) Burden to the health services

(© Potential tacausepremature mortality and disability
(d) Contribution to global and regional health security
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(e)
(f)
(9)
(h)

Threatto sustainable human development

Disproportional impact on population groups living in conditions of vulnerability
Threatto universal access health

Potential economic lossasthe individual and community levels

Effectiveness of the interventions for addressing the issue (how well the issue can be
solved, if at all)

(@)
(b)

()

Availability of costeffective interventions (includes best practiaagdbestbuys)

Potential to work with other sectors, organizations, and stakeholders to have a
significant impact on health

Public demands (includes political aspects, public opinion, pressures for public
expenditure, among others)

Feasibility of addressingthe issue (the PEARL criteria)

(@)
(b)

(©)

(d)

(e)

Propriety: Does the issue fall within the heakbter mandate/responsibility?

Economicfeasibility: Does it make economic sense to address the issue; are there
economic consequences if the issue is not addressedl@déa proximity to
elimination or eradication of a disease or infection)

Acceptability: Will the Member States and/or target population accept the issue
being addressed? (includes existence of evidbased knowledge, scienand
technology for improwvig health and the capacity to apply it

Resources: Are resources available to address the issue? (includes national
institutional capacityinvolvement of other agencies/partners addressing the issue
and availability offinancial resources from national external sources)

Legality: Do current laws, regulationand mandategt global, regional, and/or
national levelspllow the issue to be addressed?

Institutional strategic positioning

(@)

(b)
(©)
(d)

PAHOOSs -adallede (i ncl udes P AH Q@daseeffettieenelsn i c a |
to attain the health outcomes defined in PAHO Strategic Plan-2019)

Key for PAHOGO6s governance and | eader shi
P A H O dikty tacontribute to capacity building in Member States

Issue explicitlydesignateds a priority in PAHO CountrZooperatiorStrategies
(CCS) or national health strategies or plams §tateor provincial strategies or
plansin the case ofederated countries)
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Application

11. A HanlonPRS PAHQadapted Priority Stratification Matrix Toalvas used to
assign scores by alwators in initially independent scoring iteratiohext, an overall
score for each programmatic amgasdetermined by computing the trimmed mean of the
individual scores distributiofi.e., excluding minimum and maximum valueBhe CCG
validated the rathodology in a pilot exercise conducted jointly with PASB. The
methodologywasapplied by Member States as part of the national consultations for the
SP 20142019. A Priority Stratification MatrixTool was used to capture the scores of
each Member Stat@ll scoreswereintegrated to obtain the regional average scores by
program areas (trimming extreme valyeshich resuled in the threepriority strata or

tiers as outlined in the methodology above.

12. PAHO/WHO Representativ®ffices facilitated the national consultations in joint
collaboration with the health authority.

13.  The resultsvereincluded in the SR014-2019, and its application in the Program
and Budgetweresubmitted for approval by Member States.
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