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Editorial on the Research Topic
 WHO African region reforms: aligning country offices to strengthen health systems to meet global health objectives





Introduction

The attainment of the global health development and humanitarian goals such as the Sustainable Development Goals (SDGs), Universal Health Coverage (UHC), and the Sendai Framework for Disaster Risk Reduction (SFDRR) amongst others require innovative approaches, organizational reforms and efficient management of resources to effectively address existing and emerging public health problems (1, 2). Furthermore, it creates opportunities for global and regional health institutions involved in shaping such agendas to strengthen their internal capacities to deliver cutting-edge technical assistance to their Member States (MS) and stakeholders. In Africa, weak health systems, fragile institutions, recurrent public health emergencies, and limited access to the social determinants of health highlight the urgent need for stronger regional public health capacity to support African countries to address the legitimate health needs of their populations (3). The unprecedented Ebola Virus Disease (EVD) outbreaks in West Africa (2014–2015) and the COVID-19 pandemic further exposed critical weaknesses in health system capacity (4, 5). These events underscore the urgent need to realign and strengthen both national and regional capacities in order to build resilient health systems.

Against the backdrop of the foregoing and growing concerns from stakeholders about the ability of the African Regional Office of the World Health Organization (WHO/AFRO) to adequately fulfill its normative functions (6), Dr Moeti, Regional Director (RD) of the WHO African Region (2015–2025) embarked on internal institutional reforms known as the Transformation Agenda (TA) at the inception of her term of office in February 2015 (7). The aim was to reposition the organization to support its MS in their drive to achieve the global health development and humanitarian goals. The goal of the TA was to enhance the health of the citizens of the WHO African Region (WHO/AFR).

The TA was an opportunity to improve internal management and capability of the WHO/AFRO and its 47 Country Offices (CO) for strengthening national health systems and enhancing global health security in Africa. As part of the TA, WHO/AFR undertook a Functional Review (FR) of all its 47 CO, which identified and realigned its workforce, plans and systems to the public health priorities of its MS (8). The FR which, was conducted from 2017 to 2019, and its results were implemented from 2019 to 2023,1 also generated evidence for context-specific strengthening of all 47 CO in line with the needs and priorities of each country; and introducing new ways of doing business.

The FR provided evidence on the usefulness of the TA and how the agenda can be improved on and sustained for the benefit of the WHO/AFR and its MS. The evidence and lessons learnt are important elements of evidence-based management (EBM) that is focused on “helping people, teams and organizations make better-informed decisions to help them achieve their goals by using intentional experimentation and feedback” (9).

Given the importance of the TA and FR as one of the key flagships and legacy projects of Dr. Moeti, it is important to translate the numerous opportunities, challenges and lessons learnt during the exercise into a scientific body of knowledge, especially within the framework of EBM. As articulated in the TA and FR, both frameworks were based on the underlying understanding that management decisions are optimally hinged on the best available evidence and reflections on the best way forward based on individual experiences.

The outputs from the various components of the assessments and realignment exercises were distilled into scientific articles that will inform a wider audience and hopefully lead to the adaptation and use of TA and FR in other WHO regions and contexts. The lessons learnt are useful and provide practical guidance to other African or global organizations that wants to conduct similar organizational reforms.



Highlights of published articles

This Research Topic showcases nine empirical papers that were generated from examining various aspects of the FR. The papers that cover research articles, policy briefs, community case studies and commentaries are timely, evidence-informed and relevant to both country- and global-level organizational reform agendas. The foci of the papers reflect the identified management, implementation challenges and solutions in each of locus of the FR. The empirical data were derived from the evaluation of the FR by the different teams that contributed to the design of the FR. The papers cover a wide range of topics, within the ambit of FR.

To kick off, Petu et al. wrote an inspiring commentary titled “Consolidating the gains and alleviating the pains of the World Health Organization Africa Region Workforce Reform: a viewpoint.” The article showed that the FR produced several positive results within WHO/AFR's CO and that its benefits should continue to be nurtured to full realization and sustained. The article emphasized that this should be done as a long-term developmental framework that empowers the organization and its workforce to achieve its strategic goals effectively.

Langat et al. using a narrative synthesis approach, examined the literature to trace the temporal and contextual patterns underpinning Africa's pursuit of “health for all,” culminating in the ongoing drive toward UHC. They concluded that African countries have followed comparable contextual and chronological trajectories in implementing health reforms aimed at achieving healthcare for all, with a predominant focus on revitalizing primary health care (PHC). They recommended sustained investment in strong PHC infrastructure as indispensable, even as many countries adopt complex health insurance schemes as their principal UHC pathway.

In a case study titled, “Transforming technical assistance for more effective health services delivery in Africa: the WHO multi-country assignment teams experience” Ba et al. assessed the effectiveness of an innovative public health technical assistance delivery model called the Multi-Country Assignment Teams (MCATs). The MCATs, which was a product of the TA and FR aimed to provide quality and timely technical assistance to WHO/AFR MS. The case study showed that although several challenges persist that hinder the model's accelerated implementation, it is crucial to build on the successes so far achieved by the MCATs while addressing the challenges, particularly by improving awareness of their functions and ensuring adequate staffing and funding.

Ogundiran et al. conducted an evaluation of the Situations of Concern (SOC) classification system, developed by WHO/AFRO within the framework of the TA to assess and monitor COVID-19 epidemiological risk across the 47 MS of the Region. The review demonstrated that the SOC classifications informed timely operational decision-making in more than 70% of documented support cases. Moreover, the findings indicated that the application of SOC assessments facilitated the efficient management of limited resources and promoted a more equitable distribution of COVID-19 response support across affected communities.

Taderera examined the health policy lessons derived from the implementation of the TA and their potential contribution to strengthening health systems governance in Africa. The study found that training and mentorship enhanced the competencies of health leaders, thereby improving the effectiveness of TA outcomes. Additionally, the findings highlighted that collaboration with governance partners across all levels expanded the resource base for the TA while fostering stronger partnerships and improved communication. The author recommended sustained investment in leadership training as a means of reinforcing health systems governance to better meet population health needs.

Rwamatwara et al. documented the challenges associated with managing the workforce during the FR and its implementation process. Amongst other things, they outlined the processes undertaken to consolidate the human resources capacities of CO to actualize the aspirations of the FR. They described the challenges, good practices and lessons learned in managing the workforce during a period of uncertainty due to a robust reform of the magnitude of the FR. They concluded that major organizational reforms carry challenges such as uncertainty and anxiety among the workforce which should be carefully managed.

Usman, Cabore, et al. analyzed experiences and lessons from the FR process to provide insights, policy options, and recommendations for future reforms. Their findings indicated that stakeholder expectations were broadly consistent with WHO's mandate; however, meeting these expectations required additional technical expertise, increased staffing, and higher operational costs. Despite stakeholder support, limited donor funding necessitated modifications to implementation strategies. The study further highlighted that large-scale organizational reforms are both time- and resource-intensive, underscoring the need for clear communication and sustained commitment. The authors concluded that WHO/AFRO should prioritize the full implementation of FR outcomes to strengthen its capacity for evidence-based policy guidance, coordination, and high-level technical support at the country level.

In another paper, Usman, Olu, et al. evaluated health sector coordination mechanisms across the 47 Member States of the WHO African Region, with emphasis on WHO's role in facilitating coordination. The study identified generally weak and ineffective coordination platforms, often fragmented and programme-specific, and frequently characterized by parallel humanitarian and development systems with limited linkage to overarching frameworks. The authors emphasized the need to strengthen national coordination capacities and to clearly define WHO's coordination role in line with stakeholder expectations. They recommended context-specific approaches by CO, tailoring coordination mechanisms, functions, and tools to national circumstances to improve effectiveness.

Olu et al. assessed stakeholders' perceptions, expectations, and recommendations regarding WHO/AFR CO through a study conducted between 2017 and 2020. Findings indicated that while stakeholders expressed generally positive views of the CO, several negative perceptions persisted, potentially undermining the organization's credibility and effectiveness. The authors recommended a comprehensive reform programme to consolidate positive findings and address identified shortcomings. Key priorities include strengthening communication on WHO's roles and public health information, as well as establishing structured frameworks for engaging donors. Such efforts are essential to mitigate negative perceptions and enhance resource mobilization for health initiatives.



Conclusion

Overall, the evidence presented in this Research Topic demonstrates that the FR has yielded several positive outcomes within WHO/AFR and its CO. These benefits should be further consolidated and sustained, particularly as part of a long-term developmental framework to strengthen the organization and its workforce in achieving its strategic objectives. The contributions in this Research Topic are expected to stimulate broader policy dialogue and encourage further research on health systems reforms among public health policymakers and researchers in Africa.
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Footnotes

	1The massive implementation of FR outcome was officially concluded in June 2023, however, WCOs continue to fill vacant positions as and when resources are mobilized.
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At the 58th World Health Assembly in 2005, the international community charted a course for universal health coverage (UHC), aiming to ensure access to health care for all in need, of sufficient quality, and without causing financial hardship. At the time, barriers to accessing health care were overwhelming, particularly in low-and middle-income countries like Africa. Currently, 50 of Africa’s 54 countries are in various phases of UHC implementation. Some are developing national UHC agendas, while others have made significant progress but still face gaps in meeting UHC targets. This mini review comprehensively examines the literature to understand the temporal and contextual patterns of Africa’s pursuit of health for all, leading up to universal health coverage (UHC). We applied narrative synthesis to identify the patterns, themes, and trends in the literature. Our findings indicate that African countries share similar contextual and chronological patterns of health reforms towards healthcare for all, which mostly emphasized the importance of revitalizing primary health care (PHC). As such, with Africa striving for UHC, continued investment in a robust infrastructure for primary healthcare is essential even as countries implement complex health insurance programs as their UHC approach. This is particularly critical given the severe impact of economic crises and debt burdens on primary healthcare infrastructure four decades ago.
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1 Introduction

In 2015, the international community through the 2030 agenda for Sustainable Development, charted a course for global development with commitments to universal health coverage (UHC) (1). UHC is defined as ensuring access to quality health care for all who are in need, without causing financial hardship for those receiving care (1). The concept of “health for all” was endorsed by African countries and the world in 1978 (2). However, Africa faced significant challenges in achieving this goal due to the economic crisis of the 1980s, which led to growing disparities in public healthcare quality and access (3).

In the twenty-first century, there was a renewed commitment to the health for all agenda. This commitment was witnessed through the UHC resolution at the 58th World Health Assembly in 2005 (4), the Ougadougou Declaration in 2008 (4), and the Astana Declaration in 2018 (5). These progressive goals called for the revival of primary healthcare and the recognition of healthcare access as a human right. While these declarations emphasized the importance of reducing financial, physical, and other barriers to quality health care, global macroeconomic factors continue to significantly impact how healthcare and UHC approaches are organized and implemented at both the continental and individual country levels in Africa.

In this paper, we explore the four evolutionary periods that played a role in how Africa adopted the concept of health for all, including UHC. We applied narrative synthesis to identify the patterns, themes, and trends in the literature Using examples from various countries, we demonstrate how Africa’s health systems responded to these periods and the progress made towards achieving UHC. Our review highlights the shared challenges and successes across the continent, emphasizing the ongoing need for investment in a robust primary healthcare infrastructure to ensure equitable access to quality healthcare for all citizens.



2 The evolutionary periods that shaped healthcare systems in Africa


2.1 The 1978 Alma-Ata Declaration—health for all through a primary health care approach

Following the Second World War, the Declaration of Health for All in Alma-Ata in 1978 was launched (6). Alma-Ata was considered a socialist approach to healthcare, as it aimed for the socialization of healthcare with a primary healthcare (PHC) focus (6). PHC was then defined as “essential healthcare based on practical, scientifically sound and socially acceptable methods and technology made universally accessible to individuals and families in the community through their full participation and at a cost that the community and country can afford to maintain at every stage of their development in the spirit of self-reliance and self-determination” (7). Although the health for all approach was noble and sound, it faced criticism from the World Bank and International Monetary Fund (IMF) for being overly ambitious and expensive (8). As a result, several alternative strategies for achieving health were proposed and adopted. One such strategy was selective primary healthcare, which focused on a smaller range of high-impact activities, such as promoting childhood growth, breastfeeding, and immunization (8).

Focusing on PHC is arguably one of the cost-effective ways that some countries have carved their path to increasing service coverage and access to care for its population (9–13). Provision of PHC involves improving the supply of health services through the construction of primary health care facilities, recruiting more staff to run the facilities, ensuring access to medicines and technologies to diagnose and treat medical conditions, and establishing training programs for the human resources serving the primary health care facilities. However, despite the broad vision of UHC, countries in Africa have often focused on the establishment of state-funded insurance as a dominant approach to UHC (14, 15).

Seychelles is an example of an African country that has invested significantly in primary health care. Seychelles adopted the PHC strategy advocated by the WHO a few years after gaining independence in 1976 (16). By the 2000s, two decades after implementing PHC, Seychelles experienced notable improvements in healthcare, including increased service coverage, and significant decreases in infant, child, and maternal mortality rates, as well as better control of communicable diseases (16). These achievements were largely attributed to the government’s unwavering political will, strong citizen advocacy, universal free access to primary healthcare, and substantial government funding, which saw a 65% increase from 2009 to 2015. Additionally, Seychelles benefited from a highly literate population (92%) and a significant healthcare workforce. The country’s consistent investments in the health sector further enhanced service accessibility. Beyond improved health outcomes, the Seychelles’ economy flourished, leading to higher living standards, a benefit the nation continues to enjoy (16).



2.2 Introduction of user fees for health under the structural adjustment programs

International development began as a conscious goal in the 1950s, following the Second World War (17). High-income nations provided monetary and technical aid through United Nations (UN) organizations to promote economic growth, which was expected to benefit the general public. The World Bank and IMF were established to monitor this process, together with the UN, which identified the first Development Decade (1961–1970) (17). In the 1980s, the World Bank and IMF became increasingly involved in health system reforms in low-and middle-income countries (LMICs). This marked a shift in focus from investments for economic growth to investments in basic health, nutrition, and education (18).

Due to LMICs’ ballooning debts related to rising interest rates and the global recession of the 1980s, many countries needed loans from the World Bank and IMF to run their economies. Countries receiving these loans were required to comply with the World Bank and IMF’s Structural Adjustment Programs (SAPs), which imposed neoliberal austerity measures. Among other components, SAPs included the introduction of user fees, cutting taxes on upper-income brackets, slashing social spending, privatization of public institutions, deregulation of business sectors, and reduction of public spending on government services (3, 19–21). Within the same decade, the BAMAKO Initiative was launched in 1987 (22), introducing user fees for primary healthcare as a financing approach aimed at increasing the availability of essential drugs and healthcare services in sub-Saharan Africa. User fees for health has however been shown to increase inequity in accessing care in Africa (23), with the poor being pushed into catastrophic and impoverishing states when accessing care (24). Egypt and Tunisia to the north, Ghana and Nigeria to the west, and Tanzania to the east are examples of countries affected by SAPs.

By the late 1980s, Egypt’s health-care system had severe budgetary shortfalls, leading the government to seek aid from international financing bodies (19). These bodies advocated for investing in basic needs such as health, nutrition, and education, while also encouraging privatization and reducing the role of the public sector. Simultaneously, there was a push to improve macroeconomic stability and integration with the global economy through public spending redirection, tax reforms, interest rate adjustments, competitive exchange rates, financial and trade liberalization, and the imposition of user fees (3, 19, 21). During the same time period, Tunisia saw a progressive withdrawal of state funding for social welfare and a diminution in the government’s role in social welfare programs (18). This resulted in lower government health spending and higher out-of-pocket costs, which lowered the quality of health care. Privatization and an injection of foreign direct investment were also observed. Poor quality public health services and health disparities also increased (18).

In Ghana, SAPs had detrimental consequences on access to healthcare, especially for the poor (21). The introduction of user fees put enormous financial pressure on the poor and served as a major barrier to healthcare access, leading to widespread healthcare inequalities. Tanzania, which had aimed to provide free health services through taxation and banned private for-profit medical practice in the late 1970s, suffered greatly following the economic crisis of the 1980s (25). Through SAPs, the country was forced to lift the ban on private for-profit providers and introduce user fees in public health facilities, affecting access to healthcare services for the vulnerable population. In Nigeria, the 1980s economic crisis, coupled with falling oil prices and dwindling public resources, negatively impacted healthcare services (26). The federal government could no longer afford to provide free healthcare and opted to introduce user fees to complement other sources of healthcare funding for all Nigerians.

While the SAP impacted various African countries in the 1980s, its implementation differed across the region based on the country’s debt burden at the time. For example, Seychelles did not experience an increasing debt crisis until 2008, when its foreign debt default made repayment unsustainable, leading the country to seek a bailout from the International Monetary Fund (IMF). Despite taking place in a different decade, the bailout entailed a SAP that also introduced severe cuts in public expenditure, privatization of public services to parastatal companies, and the liberalization of foreign trade, including the removal of restrictions on foreign investment in land and other property (27).



2.3 The 58th session of the world health assembly resolution to move towards universal health coverage

Universal health coverage (UHC) became a global priority following the resolution of the World Health Organization (WHO) member states in the 58th session of the World Health Assembly in May 2005 (28). The WHO has provided three dimensions for countries to focus on as they progress towards UHC (24): (i) service coverage, which involves expanding priority services and defining which services to expand first and why; (ii) population coverage, which includes more people and describes who to include first and why; and (iii) financial coverage, which aims to reduce out-of-pocket payments by shifting towards prepayment with clear strategies and rationale.

The UHC resolution also urged member states to restructure their financing to make prepayment the dominant method of financial contribution, thereby discouraging the use of user fees for health (28). In Africa, social health protection schemes through community-based insurance schemes, National Health Insurance (NHI), and social health insurance (SHI) have since dominated as prepayment reforms towards UHC (15, 29). This approach contrasts with the initial approach of “health for all” through primary health care (PHC), which recognizes health as a multisectoral issue and emphasizes community participation, local resources, and trained health workers to tackle health and its social determinants (7).

Nigeria, Gabon, Morocco, Tanzania, and South Africa are examples of countries that have taken up health insurance or are attempting to roll it out as a mechanism for moving towards UHC. In Nigeria, the National Health Insurance Scheme (NHIS) was established in 1999 under Act 35 of the Constitution, and became operational in 2005 as the main vehicle for Universal Health Coverage (UHC) in the country. By 2022, the NHIS had achieved a population coverage of only 39% (30). Additionally, the scheme had accredited just 31% of health facilities, leading to access issues even for insured individuals. The operationalization of the NHIS faces several challenges, including inadequate infrastructure for data monitoring, insufficiently trained staff in health insurance management, limited financial resources, and fragmentation of benefit packages. These factors continue to hinder the effective implementation of the NHIS. In response to the numerous challenges facing the Nigeria’s UHC, in 2022, Nigeria passed the National Health Insurance Authority Act. The act aims to promote, regulate, and integrate Health Insurance Schemes, enhance private sector participation in healthcare service provision, mandate health insurance for all residents of Nigeria regardless of their employment status, and enforce a minimum package of health services that meets national health regulatory standards across all health insurance schemes (31).

In Morocco, UHC was designed using three health insurance schemes introduced in phases: a compulsory health insurance scheme for formal employees, the RAMED scheme for the poor and vulnerable, and a scheme for the self-employed (32). Despite these schemes, collective health financing is limited, with households covering more than half of out-of-pocket health expenditures. The design of the schemes has also led to fragmentation of resource pooling and increased administrative costs (33). Tanzania initially adopted a free healthcare policy but introduced fees for services in health facilities through the structural adjustment program. The National Health Insurance Fund was established in 1999 (34) by the Act of Parliament No. 8 of 1999, and the Community Health Funds act was introduced in 2001 (35). Despite these efforts, health insurance contributes only a small percentage of total health expenditure, with out-of-pocket fees and donor support taking a larger share. In 2022, the government proposed mandatory health insurance, but the bill was withdrawn from parliament twice (25).

In Gabon, UHC began in 2008 with an insurance coverage scheme funded by government tax levies on mobile phone companies and money-sending services, targeting the entire population (36). By 2011, Gabon was close to reaching its entire population, but the scheme is not comprehensive, requiring co-payments for most services. Challenges include false billing by service providers and slow uptake of the insurance by the poor (36). In South Africa, discussions on health care financing have been ongoing since the 1944 Gluckman Commission proposed a fully tax-funded National Health Service to provide free healthcare at the point of service through establishment of primary health care centers (37). Despite numerous policy recommendations from 1994 to 2002 (37, 38), the National Assembly only approved a landmark bill in June 2023 to pave the way for a National Health Insurance (NHI) (39).

Although health insurance is described to be gaining popularity in Africa as the UHC reform of choice, the insufficient supply of health professionals in African countries, the stock-outs of medicines and healthcare equipment, the late payment of rebate payments to health professionals, chronic funding shortfalls to sustain prepayment options, systematic corruption, and implicit rationing in the health system have frequently led to poor or suboptimal outcomes of this approach (12–15, 25, 26, 28–36). Table 1 summarizes the current progress towards UHC made by the African countries mentioned in period 2.1 and 2.2 of this review.



TABLE 1 Current progress towards UHC by country.
[image: A table compares four countries' approaches to Universal Health Coverage (UHC). Seychelles employs a primary health care approach, showing significant health funding growth. Egypt uses Social Health Insurance, with ongoing reforms to increase health insurance coverage. Tunisia combines a primary healthcare approach with National Health Insurance, achieving high coverage. Ghana implements a National Health Insurance Scheme, facing challenges in expanding access.]



2.4 Refocusing on primary health care for UHC in Africa: the 2008 Ougadougou Declaration and the 2018 Astana Declaration

In 2008, African countries signed the Ougadougou Declaration, revitalizing primary health care (PHC) (4). The goal of the declaration was to re-entrench the principles of achieving health for all, as committed at the 1978 conference in Alma-Ata. Ten years after the Ougadougou Declaration, the 2018 Astana Declaration emphasized the continued relevance and importance of primary healthcare for universal health coverage (UHC) in Africa (40). The Astana Declaration reaffirmed the need for PHC efforts to ensure that everyone enjoys the highest attainable standard of health, regardless of location.

With evidence highlighting the difficulties of providing health insurance without equitable access to good-quality health care services (12–15, 25, 26, 28–36), African countries are now organizing their health systems around primary healthcare principles. These principles include not only a focus on the primary levels of care but also an entirely new conception of health as a key objective across government policies. This includes addressing the social determinants of health, as challenges outside the health sector inherently influence the health of the people and are arguably more expensive to manage. Examples of economies that have focused on strengthening primary healthcare systems as vehicles for UHC include Mali in the west, South Sudan to the east, and Zambia to the south.

In Zambia, following the signing of the Ougadougou Declaration, the Ministry of Health focused on strengthening PHC as a UHC approach, which was formalized in 2008 (41). With a new government coming to power in 2011, the vision for healthcare through this approach was further strengthened, with urban health facilities offering services free of charge. The new government launched a new health policy aimed at providing quality health services to all Zambians as closely as possible to their families. The government also increased the health budget to 15% in line with the 2001 Abuja Declaration (42). South Sudan gained its independence in 2011. Despite the weakening of their health system due to persistent intercommunal conflicts, South Sudan is making positive progress towards UHC. In 2019, it ratified the Health Sector Strategic Plan (HSSP), which includes a plan to roll out the Boma Health Initiative (43). This initiative aims to provide health care at the community level, increase the training and absorption of the health workforce, and develop a health benefit package. Although progress in implementing the HSSP is slow, it has been described as a positive move towards UHC.

Mali, one of the 25 poorest countries in the world, defined a new UHC approach in 2022 (44). Mali has committed to advancing the UHC agenda through the use of a community-based model that aims to take service delivery closer to the doorstep of community members, particularly those in rural and underserved areas. Healthcare services are offered free of charge for children, pregnant women, and those over 70 years of age. This approach is largely funded through government allocation and donor support, including contributions from the World Bank, GAVI, and global funds. This community-based approach has been successful in reducing child mortality by 95% over a seven-year period in Mali. This approach is particularly pivotal for Mali, as it was the country where the Bamako Initiative, which introduced user fees within the Africa region and beyond, was launched. The government plans to introduce tax-based financing and innovative technologies for providing care (44).




3 Reflection and conclusion

Reflecting on the journey of health for all and the ongoing quest of UHC in Africa, a complex tapestry of progress, challenges, and lessons learned becomes apparent. Significant efforts have been made in the region to advance health for all, with particular emphasis on revitalizing PHC. This emphasis began with the 1978 Alma-Ata Declaration and continued with initiatives such as Universal Health coverage, the Ougadougou Declaration in 2008, and the Astana Declaration in 2018. The 1980s economic crisis, however, made it extremely difficult for many African countries to meet their 1978 PHC commitments. As a result, there are now widening gaps in the quality and accessibility of public health care, and international policies now play a greater role in determining the African health agenda.

Current evidence indicates that 1.4% of Africa’s population is pushed into poverty due to OOP payments, which is double the global average (45). On average, less than half (48%) of the population in Africa is able to access essential health care services (46), with varying performance between countries (Kenya-55%, Tanzania 46%, Ghana 45%, Rwanda 57%, Nigeria 44%, Gabon 49%, Zambia 54%, Benin 38%). In terms of catastrophic health expenditure, Africa’s performance is promising and better (8.2% at the 10% threshold annually) than the global average of 8.8% (45). However, this needs to be interpreted carefully, as people may be forgoing health care due to unavailability or unaffordability, hence the lower catastrophic expenditure (47, 48).

Despite certain countries like Zambia increasing their public funding for healthcare to 15% (41) as was set in the Abuja declaration (42), its share in most African countries remains considerably below the target. In Nigeria, for example, it is 4.2% (31), 10.5% in Ghana (49), 6% in Tunisia (50), 3.89% in Senegal (51), and 6% in Swaziland (52). With these poor trends, there has been a recent shift to move away from the Abuja target, to a target of government health spending as a percentage of GDP, recommended to be at least 5% of GDP for countries to progress towards UHC (20). According to a study conducted across 10 countries in Africa (53), Rwanda, Kenya, Nigeria, Tanzania, Ghana, Tunisia, Democratic Republic of Congo, Zambia, Egypt and South Africa, the government spending as a percentage of GDP averaged at 4.75% ranging from 3.2% in Ghana to 8.1% in South Africa depicting a commitment from different African countries to channel resources to health in the whole economy.

Findings from this review highlight the need for ongoing investment in the primary healthcare system even as countries work towards implementing more extensive and complex health insurance reforms. Research shows that a well-funded and resourced public primary healthcare system can provide equitable access to high-quality healthcare and address financial barriers to accessing care (9–13, 24, 54–58). This is through investments in: Strengthening the leadership and governance structure in the health care system, investing in an effective and efficient health information system that will support monitoring of the UHC implementation process, reducing financial barriers to access while allocating funds to promote efficiency and equity, strengthening health service delivery to ensure it is of quality, equitable, and meets the priority needs of its people, providing a sufficient and well-trained health workforce motivated enough to provide services that meet patients’ needs, and ensuring access to medicines and technologies to diagnose and treat medical conditions and prevent disability.

In conclusion, the journey of health care evolution in African countries underscores the significant challenges posed by economic constraints and international financial policies. Despite these challenges, notable progress in UHC has been achieved, although disparities persist across different countries. As African countries continue to pursue UHC, it is crucial to address the historical and ongoing impacts of these policies. By drawing on lessons from past experiences, our findings advocate for sustained investment in primary healthcare infrastructure, alongside comprehensive health system reforms, to ensure equitable access to high-quality healthcare for all citizens.
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Introduction

Within the framework of the World Health Organization's (WHO) 13 General Programme of Work (GPW13) and its “triple billion” targets, the African Regional Office (WHO/AFRO) aims to support countries in the African region to ensure that by 2025, an additional 120.6 million Africans will enjoy improved health and wellbeing compared to 2018 (1). Additionally, the WHO/AFRO seeks to ensure that by 2025, ~106 million people gain access to essential services without suffering financial hardship, and 232.3 million are protected from the impact of health emergencies within the same timeframe (1).

Achieving these targets requires an organization that is agile, distinct, and exceptional in the quality of its structure, workforce, operations, and services. Moreover, the importance of fostering a self-evolving organization with a clear competitive stance in resource management and positioning within the health development and humanitarian landscape, considering Africa's significant health challenges, cannot be overstated. Additionally, the increasingly complex development and humanitarian context in the region requires sustained cutting-edge technical assistance which utilizes innovative technologies to improve efficiency, effectiveness, and adaptation to the landscape. The foregoing highlights the importance of a competent and ethical workforce as a critical element in the efficiency and effectiveness of any organization (2).

To achieve its ambitious targets, WHO/AFRO launched a Transformation Agenda (TA) in 2015, with a vision for change and a strategy for institutional regeneration (3, 4). The agenda aimed to deliver products and services that meet the needs and expectations of its Member States (MS) by fostering a culture of excellence, deploying cutting edge technical assistance and aligning organizational resources to member states priorities and ensuring effective partnerships and communication.

As part of its major organizational reform, WHO/AFRO undertook a bold and innovative functional review (FR) and restructuring of its 47 country offices (WCOs) between 2017 and 2020 (5). The review which is the workforce reform stream of the TA sought to ensure an optimal workforce capable of delivering the organization's strategic priorities, improve its managerial practices, and ensure sustainable funding. Not least is a view to improve the functioning of the organization in the areas of governance, policies, procedures, and all its internal systems thereby improving public health outcomes in the Region. The FR represents one of the methods by which WHO/AFRO evolved to embody a distinctive culture and assure that its operational efficiency aligns with the dynamic landscape of health development globally and in the African Region.

In this commentary, we examine the effect of the FR on WHO/AFRO's workforce, managerial practices, and technical cooperation capacity. By analyzing the strengths, weaknesses, opportunities, and threats associated with the FR, we offer recommendations for consolidating and sustaining its outcomes, while also outlining an agenda to address ongoing workforce challenges within the organization. We conclude by highlighting that achieving the objectives set forth in the WHO triple billion objectives will require WHO/AFRO to fully leverage its unique technical and human resources capabilities. This will demand a deliberate focus on utilizing its competitive advantages and harnessing the potential of its workforce, all while incorporating emerging management principles.



The functional review, its gains and pains

The FR identified four key areas of technical assistance required by WHO/AFRO's MS (4). These are: support to effective coordination of the health sector, generation of evidence to drive prioritization of health activities, health system strengthening, and timely and effective emergency preparedness and response. Nevertheless, the development context of Member States (MSs) varied considerably across the Region, necessitating a tailored approach to ensure the provision of fit-for-purpose technical assistance. To this end, MSs were categorized into four groups based on a set of criteria, including progress toward achieving Universal Health Coverage (UHC), the maturity of national health systems, the presence of public health or humanitarian emergencies, and the status of Disability-Adjusted Life Years (DALYs). Six MSs, characterized by significantly high DALYs, fragile health systems, and the presence of large-scale emergencies, were designated as requiring an operational WHO presence. Conversely, 10 MSs with low DALYs, substantial progress toward UHC, and no major ongoing emergencies were classified as requiring only a strategic WHO presence. The remaining MSs, representing varying levels of need, were categorized as either requiring full technical presence (17 MSs) or moderate technical presence (14 MSs).

Appropriate workforce models to suit each category were also developed and implemented. While such strategic differentiation may not create a mutually exclusive division for countries, it ensured that WHO/AFRO could provide unique and fit-for-purpose technical assistance to its Member States.

Complementary to the FR, a WHO global level organizational reform, which was adopted from the WHO/AFRO TA, also resulted in a more country-focused approach, which aimed to ensure sustainable, predictable, and fit-for-purpose workforce at the country level (6). Within this framework, a task team called the Action Result Group (ARG) was formed to propose actions to further strengthen WHO country offices. The ARG made several proposals to strengthen the country level workforce including a workforce mobility policy and Core Predictive Country Presence (CPCP) model to further ensure that the required workforce is placed at the country level.

The FR achieved several successes (4). First, the introduction of a strategy of mandatory inclusion of one fully qualified female candidate in all recruitment processes resulted in appreciable improvements in the gender balance across all cadre of staff particularly the senior professional cadre with percentage of female staff in the International Professional Officer category (IPO) rising from 25.1% in 2015 to 34.6% in 2024 (7). Second, the introduction of a mentorship initiative as part of expanding the dynamic capability of the organization, led to an increase in younger cadre of staffing, for example junior professional officers and United Nations volunteers (8). Third, the introduction of new staffing cadre such as deputy WHO Representatives, Programme Management Officers, Multi Country Assignment Teams (MCATs) and External Relation Officers in selected countries offices culminated in improvements in the capacity and management of the WCOs, increased partnerships, resources mobilization and visibility of the organization (9). Fourth, the introduction of leadership training and mentoring initiatives equipped senior leaders and mid-level staff members with the skills required to manage their work and programmes more effectively (5).

Nevertheless, the FR came with challenges which are inherent to major workforce reforms. It stretched over a long period with the associated heavy demand on the organization's financial and human resources. Generally, it is desirable that transformation, as a change that leads to improvement in the organization, concludes in good time for impact and minimizes unintended consequences such as widespread job insecurity, demotivation, and poor commitment.

The longer the process, the more apparent the differences in interests and goals of individuals that make up the organization can become, and these conflicts can negatively influence organizational behavior.



The unfinished workforce reform agenda in World Health Organization Africa region

While several benefits have accrued from the implementation of the FR, several workforce challenges persist in the organization. First, while the FR has attracted a younger cadre of workforce, the clarity about their seamless career transition to managerial positions is unclear. Experiences and models from other organizations that have created such pathways could be useful in addressing this challenge (10). Second, the advent and application of digital technologies to public health also requires a technologically savvy workforce. It is anticipated that internal capacity development will build the requisite staff technological competencies. Hence the need for deliberate opportunities to upgrade staff capacity in this regard. Third, by design, there are limited opportunities for career growth in the organization as staffs are appointed to contract positions with defined characteristics and duration. These could be unfavorable contractual arrangements to staff who would prefer long-term, secure and tenured jobs, thus resulting in inadequate staff commitment and high turnover rate. Fourth, lack of systematic staff succession planning and high turnover rate may result in a lack of institutional memory in programmes. Fifth, it is crucial to periodically define the boundaries of responsibility yet ensure synergy between the MCATs and country level CPCP deployments that both act on the overall behalf WHO/AFRO at the country level. Sixth, the organizational staff performance and evaluation system is inadequate in objectively addressing staff performance. Lastly, the aspects of the FR which should nurture a process of institutionalization of a change in culture will need to be fostered.



Moving forward: consolidating the gains of the functional review and addressing the outstanding workforce challenges

It is critical for organizations to deploy dynamic capabilities to adapt and succeed in challenging and changing environments. These capabilities involve integrating, building, and reconfiguring internal and external competencies to respond to rapidly evolving circumstances. In the context of WHO/AFRO, aligning its country offices requires sustained leveraging of these dynamic capabilities to enhance operational performance and drive organizational reforms (11). Hence, the gains from the FR should continue to be nurtured and used as a foundation to strengthen the organization's workforce capacity.

Specifically, WHO/AFRO should continue reviewing, refining, and improving the WCO categorization model to ensure that MSs receive fit-for-purpose and context-specific technical assistance. The newly introduced staff cadres should be fully integrated into the system, while additional investment is needed to establish a systematic approach for recruiting, training, mentoring, and gradually promoting young professionals into senior roles. Improving career pathways and opportunities to appropriately reward high-performing staff, while mentoring and guiding low performers, will be critical. Strengthening the elevation of skills and knowledge as central to capacity building should be synchronized with the establishment of a more objective staff performance evaluation system that fosters high performance.

Additionally, staff recruitment procedures should include identifying and head-hunting top performers in the employment market, along with establishing a staff succession plan. This will enhance the staff's ability to interpret and understand the external environment, including institutional rules, norms, and expectations. Such measures will also promote a system that ingrains the organization's values on all staff, reinforcing their belief in its goals, objectives, and principles (12).



Conclusion

We believe the FR has produced several positive results within WHO/AFR's country offices. Therefore, its benefits should continue to be nurtured to full realization and sustained. The FR should not be seen merely as a process of incidental change but rather as a long-term developmental framework that empowers the organization and its workforce to achieve its strategic goals effectively. However, there remain several unfinished structural challenges in staff career pathways, contractual arrangements and performance management that need to be addressed to ensure optimal organizational performance. In this regard, we advocate for the development of strategies aimed at consolidating and sustaining the gains of the FR, while also addressing the outstanding issues outlined earlier. This can be accomplished within existing frameworks, such as the WHO Regional Committee for Africa's resolution on strengthening country presence for universal health coverage. Additionally, we believe that the recommendations provided in this commentary will contribute meaningfully to the ongoing discourse on this issue. We urge the WHO/AFR leadership to offer the necessary guidance and create an enabling environment to support these efforts.
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The importance of technical assistance in fast tracking countries’ progress to the attainment of global and regional public health goals cannot be overemphasized. In this regard, the World Health Organization Regional Office for Africa, piloted a new, innovative, and stepwise technical assistance delivery approach from 2022 called the Multi-Country Assignment Teams. Given the experimental nature of this approach, this case study assessed its effectiveness in enhancing the quality and timeliness of technical assistance in the region, as well as identifying and addressing any initial challenges. The progress of MCAT activities were assessed using secondary data sourced from the MCAT monitoring and evaluation database, along with travel data from WHO’s Global Management System (GSM) covering April 2022 to September 2023. The findings highlight the potential of the Multi-Country Assignment Teams as a promising solution for providing quality and timely technical assistance to African countries. Most (67%) of the 928 technical support activities planned between April 2022 to December 2023 were successfully implemented. In general, most Multi-Country Assignment Teams host countries received more support than non-host countries except for Mozambique, Zimbabwe, and Kenya Multi-Country Assignment Teams where the technical support was greater in non-host countries. Data on the Multi-Country Assignment Teams duty travels revealed that there was a total of 185 missions in 2022. Out of this, 65 (35%) were within the Multi-Country Assignment Teams’ host country, 27 (15%) were in non-host countries, and 93 (50%) were not Multi-Country Assignment Team-related. Despite these achievements, several challenges that hinder the model’s accelerated implementation persist. These include delays in implementing the approach’s activities due to delayed recruitment of staff and inadequate funding and maldistribution of the approach’s activities between host and non-host countries. Additionally, many of the approach’s activities were non-related to its core function which hampered the effective and timely delivery of their support. Moving forward, it is crucial to build on the successes so far achieved by Multi-Country Assignment Teams while addressing the challenging issues, particularly by improving awareness of their functions and ensuring adequate staffing and funding.
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Introduction

Technical Assistance (TA) is the process by which an expert provides the knowledge, skills, and competencies to meet an individual’s or organization’s goals. Effective TA should be collaborative, systematic, targeted, flexible, and result oriented (1). Well-planned and delivered TA could result in stronger, more resilient health systems, and ultimately contribute to improved health outcomes and well-being for all (2–4). The critical role of rapid, tailored TA in achieving public health programmatic aims and objectives cannot be overemphasized. This became more evident during the unprecedented epidemic of Ebola in West Africa in 2014–2016 and the coronavirus (COVID-19) pandemic (5) when African national health authorities were overwhelmed by the outbreaks and sought support to effectively and timely prepare for and respond to these outbreaks.

Furthermore, several African countries continue to struggle to achieve the health-related Sustainable Development Goals (SDGs) such as goals 2, 3, 5, 6, 10, 13 and 17 due to limited capacity, expertise, and resources (6, 7). Despite financial support from initiatives such as the Global Polio Eradication Initiative (GPEI), the President’s Emergency Plan for AIDS Relief (PEPFAR), the Global Alliance for Vaccines and Immunization (Gavi the Alliance), and the Global Fund to Fight AIDS, Tuberculosis, and Malaria (GFATM), these countries often rely on TA from United Nations (UN) organizations such as the World Health Organization (WHO) and international non-governmental organizations to enhance their abilities to meet regional and national health targets (8).

Against this backdrop and recognizing the need to enhance its capacity to support its member states with effective TA, the WHO Africa Regional Office (WHO/AFRO) launched a major organizational reform called the Transformation Agenda starting from 2015. As part of the reforms, WHO/AFRO conducted a Functional Review (FR) of the 47 WHO country offices (WCOs) in the WHO Africa Region (WHO/AFR) from 2017 to 2019. The objectives of the FR were to ensure that the WCOs were fit-for-purpose and receive cutting edge TA from the WHO/AFRO to implement national and regional health strategies and programmes. Feedback from stakeholders such as the national health authorities, UN system partners, non-governmental organizations, and bilateral partners that were consulted during the FR highlighted the need for WCOs to provide timelier and better-quality TA. Specifically, the partners sought among others for better quality TA to implement their health priorities, coordinate the health partners, provide health information for evidence-based decision making and better integration of TA. Additionally, the lessons learned from the FR demonstrated the need for a paradigm shift to ensure that the work of WHO/AFRO and its WCOs is aligned with country priorities and that the best TA delivery modality is used (9–11).

Hitherto, WHO/AFRO provided TA to its member states through three Inter-Country Support Teams (ISTs) based in Burkina Faso for West Africa, Gabon for Central Africa, and Zimbabwe for Eastern and Southern Africa. However, this strategy faced significant challenges, including ad-hoc, vertical, short-term TA that was often delayed and limited capacity to meet the growing demand for TA across a diverse and geographically expansive region of 47 countries. Additionally, political, immigration, and bureaucratic barriers, along with insufficient funding, further complicated the delivery of TA. The three IST locations were far from most of the countries that they were assigned to support, which does not align with the WHO’s country-focused approach. Additionally, the IST system did not have a formal monitoring and evaluation system which could be effectively used to monitor its progress and achievements. To address these challenges, WHO/AFRO piloted a new, innovative, and stepwise TA delivery strategy called the Multi-Country Assignment Teams (MCATs) starting from 2022. Such new strategies require formative evaluation of their achievements and challenges to guide effective implementation. To the best of our knowledge, there are no studies that have done this.

Therefore, using the early information generated from the MCAT’s monitoring and evaluation system, we reviewed and evaluated whether the strategy is achieving its goals of enhancing TA quality with a view to identifying and addressing the initial challenges (12). This is in line with the best global practices in assessing the effectiveness of interventions that are geared toward improving organizational cohesiveness and functionality (13). To assess the progress of MCAT activities, secondary data were sourced from the MCAT monitoring and evaluation database, along with travel data from WHO’s Global Management System (GSM) covering April 2022 to September 2023. The data were consolidated in an Excel-based master database and analyzed using Excel formulas to track key indicators, including the overall and disaggregated progress by location and programme area, type of technical support, and equity in support distribution between host and non-host countries. Results were presented using various chart types, and qualitative information from programme reports were summarized to highlight common challenges and lessons learned.



The context: the WHO Africa region and its public health status

WHO is the specialized health agency of the UN, divided into six regions, namely Africa (WHO/AFR), the Americas (PAHO), Eastern Mediterranean (EMRO), Europe (EURO), Southeast Asia (SEARO), and Western Pacific (WPRO). WHO/AFR consists of 47 member states1 that are primarily located in sub-Saharan Africa and is governed by a Regional Committee made up of Health Ministers from these states. The secretariat, known as WHO/AFRO, carries out the organization’s six core functions in the region, which include providing regional leadership in public health, fostering collaborative partnerships, shaping research agendas, establishing, and monitoring norms and standards, formulating ethical and evidence-based policies, and offering technical support for national health priorities while monitoring public health trends.

WHO/AFR member states face significant public health challenges compared to other WHO regions. With less than six years remaining to achieve global and regional development goals such as the SDGs, the Sendai Framework for Disaster Risk Reduction, and the African Union Agenda 2063, the region is currently off track. For instance, the Universal Health Coverage (UHC) service coverage index in the region is estimated at 48.71, significantly lagging other regions (14). There are stark disparities within the continent, with many low-income countries falling below the continental average (14). As of 2023, the coverage rate of fully immunized children stands at about 70%, which is insufficient to meet targets for eradicating vaccine-preventable diseases (15). Additionally, maternal and child mortality rates are far below what is required to achieve the SDGs (16).

Communicable diseases like HIV/AIDS, malaria, and tuberculosis continue to be prevalent, compounded by a growing burden of non-communicable diseases, resulting in a dual disease burden (17). Recurrent outbreaks of diseases such as viral hemorrhagic fevers, yellow fever, Mpox, cholera, measles, and poliomyelitis further strain the health systems of African countries (18). These challenges underscore the urgent need for effective, timely, and high-quality TA to support public health planning, implementation, monitoring, and evaluation in the region.



The multi country assignment teams: definition, roles and current programmatic elements

MCATs are small teams of five to six health experts who provide technical oversights to a group of three or four WCOs based on geographical proximity, public health similarities, and language considerations (Table 1). Large countries such as the Democratic Republic of Congo, Ethiopia, and Nigeria, which require continuous high-level expert health support due to their significant health challenges, budgets and complexities, are excluded from the MCAT arrangements, as are countries in emergency situations like the Central African Republic and South Sudan. The Republic of Congo is also excluded due to a special memorandum of understanding with WHO/AFRO to provide direct TA to the country.



TABLE 1 List of MCATs, their location, coverage, technical capacity and support functions and achievements.
[image: Table depicting countries hosting MCAT, number of experts, portfolio coverage, technical capacities, and activities status. Burkina Faso leads with the most planned activities, while South Africa has the fewest. Overall, 67% of activities are in progress or completed, with 33% not started.]

The primary aim of the MCAT is to provide high-level, integrated public health TA to WHO/AFR member states in their drive toward the attainment of the health-related SDGs particularly food security, good health and wellbeing, water and sanitation and climate action. Additionally, the MCATs aims to support the adaptation of global and regional health development goals to national contexts, policies, and priorities to achieve these objectives. MCATs focus on key functional areas such as Reproductive, Maternal, Neonatal, Child, and Adolescent Health (RMNCAH), HIV/TB/Hepatitis (HTH), Tropical and Vector-Borne Diseases (TVD), Non-Communicable Diseases (NCD), Health Financing (HF), and Nutrition, along with crosscutting areas like Diagnostic and Laboratory Services (DLS) and Service Delivery Systems (DSD). Addressing these areas is crucial for reducing morbidity and mortality and achieving SDGs and UHC in Africa.

The MCATs’ key roles include helping countries to consolidate health data and information to track progress and identify challenges, ensuring timely and integrated public health support, fostering cross-border collaboration, and sharing best practices and impact case studies. Additionally, MCATs are expected to mainstream gender, human rights, equity, the social determinants of health, culture, climate change and multi-sectoral collaboration into their TA. Contrary to the previous TA mechanism of WHO/AFRO, a monitoring and evaluation tool was developed to assess the quality of technical support provided by the MCAT teams. This tool includes various indicators to track functional areas and country portfolios, types of support offered, progress in implementing planned activities, and fund utilization. It also measures the achievement of their outputs as documented in their work plan in relations to the broader organizational Thirteenth Global Programme of Work (GPW13).

The MCAT concept note, and operational guidelines were approved and rolled out in February 2021 and the first batch of 22 MCAT members deployed to 11 countries in November 2021 (Figure 1). The second batch reported for duty in August 2023 (Figure 1). As of September 2024, 11 MCATs comprising 37 staff covering 41 countries in 6 out of 8 MCAT functional areas have been established (Table 1). Two functional areas, namely integrated services delivery and diagnostic and laboratory services are not yet functional in any of the MCATs. RMNCAH functional area has the highest representation in the MCAT with a presence in 10 out of 11 host countries, while the lowest is nutrition in 4 of 11 host countries (Table 1).

[image: Timeline detailing key events for MCAT implementation from February 2021 to August 2023. Highlights include concept approval, recruitment, coordinator reporting, planning meetings, and the addition of new functional areas.]

FIGURE 1
 Timeline of MCATs establishment.




Achievements of the multi country assignment teams

A total of 928 technical support activities involving 6 of 8 MCATs’ programme areas were planned between April 2022 to December 2023. Of the 11 locations, Burkina Faso had the highest number of activities (139) followed by Cote d’Ivoire 134, compared to South Africa, which had the lowest of 26. Three locations (Gabon, Cote d’Ivoire, and Madagascar), each planned more than 100 activities. Most of the activities (621, 67%) of the activities have either been successfully completed or are in progress while 307 (33) have not started (Table 1). Cote d’Ivoire, Senegal, and South Africa MCATs have more than 80% of planned activities in progress or successfully completed.

In terms of achievements by technical programme areas, the HTH programme has the highest achievement of 37% of successfully completed activities followed by TVD and HF at 23% each and RMNCH at 20% (Figure 2). The NCD programme has the most uncompleted activities at 44% followed by health financings HIV/TB/Hep (34%) and TVD (33%) programmes (Figure 2). The successfully completed or in-progress activities are four key areas namely: (1) capacity building to enhance health system performance, (2) revision and elaboration of health strategic documents, policies, and frameworks across multiple countries, (3) cross-border collaboration to expand the reach of interventions and (4) coordination with Ministries of Health and partners engagement to mobilize resources.
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FIGURE 2
 Achievements of MCATs by technical programme area.


In general, the majority of MCAT host countries received more support than non-host countries except for Mozambique, Zimbabwe, and Kenya MCATs where the technical support was greater in non-host countries. Most TA activities did not start in non-host MCAT such as Mali (37%) Equatorial Guinea (52%), Sierra Leone (47%), Kenya (73%), Comoros (52%), STP (44%), Algeria (23%), Botswana (33%), Eritrea and Tanzania (each 50%), Zambia (64%). Data on the MCATs duty travels revealed that there was a total of 185 missions in 2022. Out of this, 65 (35%) were within the MCAT’s host country, 27 (15%) were in non-host countries, and 93 (50%) were not MCAT-related.



Discussion

This discussion focuses on the key issues, lessons learned and future directions for MCATs. The available MCAT data shows that it has made considerable progress in increasing the quantity as well as the quality and sustainability of WHO/AFRO’s TA to its member states. This is in line with the literature that has explored effects of organizational changes (19). The successful deployment, planning and implementation of a significant number of programme activities by the MCAT within a period of 18 months demonstrates its feasibility and capability to improve the quantity and timeliness of TA to the countries of the region. The fact that the MCAT location with the highest number of health experts implemented the highest number of activities underscores the importance of ensuring optimum staffing for the MCATs.

Nevertheless, the approach experienced a few challenges. First, the finding that several of the activities of the MCATs’ activities were not started or are uncompleted could be attributed to the long period that it takes to recruit and deploy teams. These delays placed additional pressure on existing resources, leading to an uneven distribution of TA across the region. Additionally, recruitment was compounded by inadequate funding. The financial constraints also hampered the execution of planned TAs, especially in non-host countries which left many activities either incomplete or not started. The lack of funding is generally due to a general shift in the development aid architecture in Africa from multilateralism to bilateralism (20). Second, as shown by the available evidence, many of the MCATs’ activities have been focused on the host countries at the detriment of the non-host countries such as Mali and Equatorial Guinea, experiencing significant delays or non-implementation of planned activities. Perhaps this is due to the proximity and convenience of providing TA to those in their immediate environment. However, this could also be attributed to the host countries monopolizing the MCAT’s support. Third, the fact that half of the MCATs duty travels were for non-MCAT related activities is a critical challenge which could hamper the effective and timely delivery of their support. This finding is largely due to a shortage of human resources in the WHO/AFRO thus MCATs staff members are often called upon to fill the gaps. Fourth, given that it is a recently implemented approach, there is inadequate understanding of its role among the staff members in host WCOs. In some instances, staff members view the MCATs as duplicating their roles resulting in anxiety and rejection, while in other instances they are well received and seen as additional capacities to implement the day-to-day activities of the office as opposed to the TA functions (21).

A few important lessons were learned from the implementation of the MCATs. Its modest success in delivering effective TA was largely dependent on the expertise and proximity of the teams involved to the countries that they support. Contrary to the previous TA provision system, the proximity of the MCATs not only aligns to the country-focused approach of WHO but has also facilitated easy access to the countries and eased travel logistics and bureaucracies. Experts with extensive international experience and deep knowledge of both global health issues and local contexts were instrumental in enhancing the capacity of the WCOs and Ministries of Health (MOHs). Thus, it is crucial to maintain high standards in selection of MCATs staff to sustain and improve their effectiveness (22). Additionally, the importance of coordination between the WHO Representatives and Country Directors (WRs) in both host and non-host countries emerges as a key lesson. Locations where WRs facilitated active dialogue and facilitated cross-country collaboration saw better outcomes, underscoring the need for continued joint coordination efforts.

Since it was found that joint coordination meetings and retreats played crucial roles in building team cohesion, streamlining priorities, and clarifying roles, strengthening such coordination will be key to future success. The ability of MCATs to leverage their expertise to mobilize additional resources was another key lesson. In cases where this was done successfully, the impact of limited funding was mitigated. Strengthening strategies to harness MCAT expertise for resource mobilization will be essential to ensure sustainable funding for the initiative. Furthermore, MCATs have proven highly effective in fostering cross-border collaboration, enabling countries to address shared public health challenges through joint projects. This approach not only strengthens regional cooperation but also expands the reach of interventions, yielding significant results.

Moving forward, several key areas of the MCATs activities require attention to further enhance the approach. Ensuring an equitable distribution of support between host and non-host countries is critical. Improved planning, resource allocation, and proactive engagement with non-host countries will help close the gaps in TA. Addressing recruitment and deployment delays is also vital. This can be achieved by streamlining recruitment processes and securing adequate funding from the outset. Additionally, more stringent assessment of candidates for MCAT positions would ensure that highly skilled experts are recruited. Clear communication of the roles of MCATs is through orientation sessions for both WCO and MCAT staff members will help ensure seamless integration of MCAT teams and the smooth implementation of their technical assistance mandates.

Additionally, reducing the number of non-MCAT-related duty travels will allow teams to focus on their core responsibilities, enhancing their effectiveness. This could be achieved by ensuring that WHO/AFRO have a full complement of staff and putting in place mechanisms that deter WHO/AFRO programme managers from assigning MCATs staff to non-MCAT related activities. Future efforts should also prioritize cross-country and cross-sectoral collaboration, particularly in underrepresented areas such as DSD and DLS. These sectors are key to advancing broader health system strengthening and achieving the health-related SDGs. By ensuring that all functional areas are operational, MCATs can provide more comprehensive and integrated support to member states. Finally, there is a need to ensure the sustainability of the MCAT system through the provision of predictable and flexible funding and its entrenchment into the organigrammes of WHO/AFRO and all WHO/AFR WCOs.

The findings and recommendations of this study should be interpreted in light of several limitations. First, all authors are affiliated with WHO, either as staff or consultants. While this provides valuable insight into the internal workings of the MCATs, it may introduce bias. Second, the predecessor to the MCATs, the ISTs, lacked a monitoring and evaluation system, leaving no quantitative data or indicators for comparison. Third, as the MCAT system is still in its early stages, assessing its impact remains challenging. Fourth, the findings are not generalizable; however, they offer useful insights that could help improve the MCATs and similar systems. These limitations were partially addressed by involving an independent consultant (HK) in the evaluation and including authors not directly engaged in MCAT implementation. We have also ensured that both the achievements and challenges of the MCATs were presented and discussed. A more comprehensive mid-term evaluation is required to address these limitations more thoroughly.



Conclusion

WHO/AFR Member States are still falling short in achieving global and regional development and humanitarian goals, hindered by weak health systems and recurring infectious disease epidemics. Unfortunately, the TA delivery models from regional public health organizations are suboptimal, prompting WHO/AFRO to develop the MCAT model. Preliminary data from this case study highlight the potential of the MCATs as a promising solution for providing quality and timely TA to African countries. However, several challenges persist that hinder the model’s accelerated implementation. The findings provide useful insights which could guide future interventions and initiatives aimed at strengthening health systems in Africa and TA effectiveness toward the attainment of regional and global health development goals in the region. Nevertheless, the findings should be interpreted within the context of limitations such as the authors’ affiliation with WHO, lack of baseline data from the the previous system for comparison, early-stage implementation, and limited generalizability.

Moving forward, it is crucial to build on the successes so far achieved by the MCATs while addressing the challenges, particularly by improving awareness of their functions and ensuring adequate staffing and funding. Additionally, future research should focus on more quantitative evaluation of the outcomes and impacts of the MCAT system on the public health outcomes of the African member states. Furthermore, implementation research is required to define effective modalities for the implementation of all the aspects of the MCATs’ work.
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Footnotes

1   Algeria, Angola, Benin, Botswana, Burkina Faso, Burundi, Cameroon, Cape Verde, Central African Republic, Chad, Comoros, Ivory Coast, Democratic Republic of the Congo, Equatorial Guinea, Eritrea, Ethiopia, Gabon, Gambia, Ghana, Guinea, Guinea-Bissau, Kenya, Lesotho, Liberia, Madagascar, Malawi, Mali, Mauritania, Mauritius, Mozambique, Namibia, Niger, Nigeria, Republic of the Congo, Rwanda, São Tomé and Príncipe, Senegal, Seychelles, Sierra Leone, South Africa, South Sudan, Eswatini, Togo, Uganda, Tanzania, Zambia, Zimbabwe.
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During a public health emergency, early implementation of response activities is crucial for saving lives and protecting livelihoods. The COVID-19 pandemic, declared by the World Health Organization (WHO) on March 11, 2020, posed a global public health crisis that required timely decision-making despite limited data and capacity. In this context, WHO’s Regional Office for Africa (AFRO) developed the Situations of Concern (SOC) classification system to assess and monitor epidemiological risk across its 47 Member States. We conducted a retrospective analysis to evaluate the performance and operational utility of the SOC system. Using weekly country-level COVID-19 surveillance data, we found that the system demonstrated strong alignment with epidemic wave patterns, with a sensitivity of 83% and specificity of 88%. SOC classifications supported timely operational decision-making in over 70% of documented support instances. Effective management of limited resources through SOC assessments also helped ensure fair distribution of support across communities. Our findings suggest that adaptable classification systems like SOC can provide effective decision-support under conditions of limited data availability, improving outbreak preparedness and response in resource-constrained settings.
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Introduction

The COVID-19 pandemic, caused by the sudden emergence of SARS-CoV-2 from an animal reservoir (1), posed unprecedented challenges for modern health emergency response systems worldwide (2). At the onset of the pandemic, with response systems still being established and the potential impact of the virus largely unknown, countries implemented sweeping measures such as travel bans and the interruption of major societal functions. These actions, while necessary to curb transmission, led to significant economic and social disruptions (3–5). In addition to these technical interventions, many countries emphasized behavioral non-pharmaceutical interventions (NPIs)—such as mask-wearing, hand hygiene, and physical distancing—sometimes referred to as “behavioral vaccines” (6). These practices played a vital role in reducing transmission regardless of geographic or socioeconomic context. In the World Health Organization (WHO) African Region (AFR), where many Member States (MS) had limited preparedness capacities, reliance on such blanket measures was pronounced. In contrast, countries with more advanced capacities were able to lift restrictions earlier, leveraging strategies such as widespread testing to limit viral spread (7–9).

Decisions regarding when and how to act, as well as how to allocate limited resources, were critical in containing SARS-CoV-2 transmission. By 2021, the second year of the pandemic, most AFR Member States had emerged from initial lockdowns. However, new waves of COVID-19 driven by variants with distinct transmissibility and severity profiles began affecting populations at different times (10). One of the core responsibilities of the WHO Regional Offices during the pandemic was to rapidly assess the needs of Member States, make evidence-based recommendations for response activities, and support these efforts through resource mobilization. Although individual countries maintained their own monitoring and evaluation systems for national and sub-national operations, these systems varied widely in their objectives, data quality, and ability to account for unique local contexts. Crucially, no unified system existed to enable cross-country assessment of the pandemic’s impact within a region while accounting for such variations. This gap highlighted the need for a regional operational classification system capable of informing decisions about scaling response activities up or down in line with each country’s changing epidemiological landscape. While a global system was under development by a WHO Headquarters team in Geneva to coordinate efforts across all six regions (11), the Regional Office for Africa (AFRO) developed an interim system tailored to the immediate needs and specific contexts of its 47 Member States.

In June 2021, the Incident Management Support Team (IMST) for the AFR Regional COVID-19 response introduced a set of indicators using basic epidemiological data from Member States to track the pandemic’s trajectory. These indicators, collectively termed Situations of Concern (SOC), enabled systematic classification of Member States into epidemic categories (“low incidence,” “very high incidence,” “alert,” and “resurgence”) based on national disease burden and public health impact. Classification assignments were informed by criteria such as recent trends in new cases and deaths, incidence per capita, COVID-19 test positivity rates, and vaccination coverage. These indicators were assessed weekly to categorize each Member State, providing a foundation for operational decision-making regarding resource allocation.

Following the emergence of the SARS-CoV-2 Omicron variant and subsequent changes in transmission dynamics, the SOC indicator criteria were adjusted in September 2022 (12). These adjustments allowed the system to remain relevant and operationally useful, and several Member States adopted the SOC classification for subnational early warning and decision-making. At the global level, the classifications informed international efforts to monitor and prioritize epidemic situations across WHO regions (11).

Retrospective evaluations of decision-support systems are essential to assess their real-world impact, identify opportunities for improvement, and inform the design of future outbreak preparedness tools (13). Although future pandemics may differ from COVID-19, many of the systemic, logistical, and information-related challenges observed are likely to recur, particularly in resource-constrained settings (14).

This study retrospectively reviews the implementation of the WHO AFR’s SOC indicator-based decision-making system. It evaluates the system’s utility as an early warning and decision-making tool and its effectiveness in raising timely alerts about concerning epidemic situations across WHO AFR Member States. Conducting this retrospective analysis provides a critical opportunity to learn from past experience. Understanding the strengths and limitations of the SOC classification during the COVID-19 pandemic can inform the design of future surveillance systems and decision-making tools—especially in regions with limited resources and high epidemiological uncertainty.



Methods


Study design

This study utilized a retrospective analysis to assess the operational utility of the Situation of Concern (SOC) classification system in predicting and signaling observed COVID-19 trends across WHO African Region Member States. The analysis period covered the period from Epidemiological Week (EW) 23 of 2021 (June 7, 2021) to EW 6 of 2023 (February 6, 2023), corresponding to the timeframe during which the SOC classifications were implemented and used to guide operational decisions.



Participants


Inclusion criteria

All 47 Member States within the WHO African Region (15) were eligible for inclusion in the analysis. These Member States submitted COVID-19 surveillance data to the WHO Regional Office for Africa in compliance with the International Health Regulations (2005) (16). Each Member State served as an individual unit for SOC classification and epidemic wave assessment.




Procedure


Definitions

Confirmed COVID-19 cases were defined as individuals testing positive for SARS-CoV-2 by polymerase chain reaction (PCR) or antigen rapid diagnostic test (AgRDT), meeting either probable or suspected case definitions per WHO guidelines, or as an asymptomatic contact of a probable or confirmed case with a positive test result (17). COVID-19 deaths were defined as fatalities attributable to a clinically compatible illness in probable or confirmed COVID-19 cases, excluding deaths caused by unrelated factors (17).

National epidemic waves were identified retrospectively by examining weekly incidence trends. A COVID-19 epidemic “wave” was defined as a period of sustained and significant week-on-week increases in new cases, followed by a decline until weekly incidence returned to pre-wave levels. Wave events were characterized by two milestones. The “start” week was the epidemiological week when cases began rising, and the “peak” week was the week with the highest incidence, signifying the highest transmission period of SARS-CoV-2. For irregular data reporting, a 3-week moving average of incidence rates was used to determine peaks.



Data source

Primary epidemiological data on confirmed COVID-19 cases, deaths, testing rates, and vaccination coverage were obtained from Member State submissions to WHO’s Regional Office for Africa and published on the WHO’s global COVID-19 dashboard (18), in compliance with International Health Regulations (2005) (16). The data were aggregated by epidemiological week (Monday through Sunday) according to international standards of epidemiological data reporting (19).



COVID-19 Situation of Concern (SOC) classification

SOC classifications were assigned weekly to Member States based on the defined criteria. Initially, three criteria were used:


	(i) A 20% or more increase in the weekly incidence or mortality over two consecutive weeks (or over four consecutive weeks for irregular reporting).

	(ii) A 30% or more increase in weekly incidence compared to the previous peak and.

	(iii) A weekly incidence ratio of 500 or more cases per 100,000 population.



A Member State was classified as being in “Resurgence” for the week under review if it met the first two criteria. For those classified as “Alert,” at least one of the first two criteria had to be met. Member States meeting only the third criterion were categorized as having “Very High Incidence.” If none of the criteria were met, the Member State was classified as “Low Incidence,” even if no new cases were reported. In cases where sufficient data were unavailable by the evaluation date, the existing classification was retained.

In September 2022, WHO AFRO began revising the methodology for the SOC classification in response to the unprecedented surge in COVID-19 cases and the altered transmission dynamics associated with the emergence of the Omicron variant. This period was marked by very high transmission rates and incidence levels, coupled with relatively lower mortality compared to earlier phases of the pandemic. During this transitional phase, Alert classifications were issued for suspected new epidemic events based on contextual assessments and patterns observed during pre-Omicron waves, even when official criteria were not met. However, Resurgence classifications were used less frequently due to uncertainty and challenges in maintaining consistent messaging while the criteria were under review.

By Epidemiological Week 1 of 2023, the following revised criteria were officially adopted for SOC classifications:


	(i) A 20% or more increase in transmission indicators such as per-capita incidence ratio or test positivity rate (TPR).

	(ii) A 20% or more increase in severity indicators such as new hospital admissions or mortality.



An “Alert (Rising) Concern” classification was issued when one of the two parameters increased over a two-week period. “Resurgence Concern” was assigned if one parameter increased over a three-week period. “Critical Concern” classification was designated if both parameters increased over a three-week period. An additional phase was introduced to the classification to account for an “Alert (Reduced) Concern,” to classify Member States showing a decline in either parameter over a two-week period. If none of the parameters were met, the Member State was classified as being of “No or Low concern” (Figure 1).
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FIGURE 1
 COVID-19 epidemic Situation of Concern (SOC) alert classifications as they relate to observed case incidence (here, shown for daily timesteps).





Data analysis


Calculation of epidemic indicators

The percentage change in incidence and mortality were computed as the week-on-week percentage difference in confirmed COVID-19 cases and deaths, respectively, (20). The test positivity rate was calculated as the proportion of positive tests among all SARS-CoV-2 tests conducted (21). The per-capita incidence ratio was expressed as the number of new cases per million population of the Member State (22). The vaccination coverage was calculated as the proportion of individuals who received at least one dose of a COVID-19 vaccine, using UN population estimates as the denominator (23, 24). Data analysis was conducted using R (version 4.0.3) (25).



Evaluation of the operational utility of the SOC classification

The operational utility of the SOC classification system was evaluated based on five hypotheses focusing on the ability of Alert and Resurgence classifications to signal or predict the growing or re-emerging burden of COVID-19. The analyses assessed:


	(1) The capacity of Alert or Resurgence classifications to signal the occurrence of an epidemic wave. This hypothesis addresses the specific purpose for which the SOC classification system was designed. The following hypotheses test for additional utility of the system by addressing timeliness and adaptability of the classifications.

	(2) The ability of Alert classification to signal the start of a wave.

	(3) The ability of Alert classification to predict or signal the peak of a wave.

	(4) The ability of Resurgence classification to predict or signal the peak of a wave.

	(5) The impact of Omicron-driven changes on classification utility, tested by evaluating performance pre- and post-criteria adjustments.



The term predict refers to instances where an SOC classification (Alert or Resurgence) was issued at least 2 weeks prior to the event of interest, providing early notice. In contrast, signal refers to SOC classifications issued within 2–3 weeks of the event, indicating an imminent or ongoing situation. Both measures were designed to evaluate how effectively the SOC indicators could guide preparedness and resource allocation within the WHO African region.

The evaluation of operational capacity began with an analysis of the ability of SOC classifications to signal the occurrence of a COVID-19 wave. This involved examining the success of issuing an Alert or Resurgence classification during periods extending from 3 weeks before the start of a wave to 3 weeks after its end. Recorded weekly SOC classifications were cross tabulated with documented epidemic wave events to compute performance metrics, including sensitivity, specificity, and positive predictive value (PPV).

The operational utility of the SOC classifications in predicting and signaling the start and peak of COVID-19 waves in a timely manner were then evaluated. Predictive ability was evaluated by determining whether an Alert or Resurgence classification was issued at least 2 weeks prior to the wave’s peak. For signaling ability, performance metrics (sensitivity, specificity, PPV) were calculated for Alert classifications issued within 3 weeks before or after the start of the wave; and for Alert or Resurgence classification issued within 2 weeks before or after the peak of the wave. Instances where no Alert or Resurgence classification was issued during the specified epidemic event periods represented false negatives (FNs), while false positives (FPs) referred to cases where an Alert or Resurgence classification was issued outside of these periods. FN and FP classifications were based on the hypotheses under evaluation and did not necessarily indicate errors in classification. In instances where epidemic events occurred in close succession, a single classification could align with the detection window of one wave while falling outside the window for another. To prevent counting a single alert as both a true and false positive, we conservatively classified such cases as true positives. This approach acknowledges the alert’s relevance in signaling ongoing or imminent transmission.



Time-stratified analysis

To assess the impact of the September 2022 adjustments on the operational utility of the SOC indicators in the context of the Omicron variant’s emergence, the study period was segmented into three distinct time strata:


	• T1: Epidemiological Week (EW) 23 of 2021 to EW 7 of 2022, representing the period prior to the Omicron-driven changes in COVID-19 dynamics.

	• T2: EW 8 of 2022 to EW 35 of 2022, corresponding to the Omicron surge period during which no adjustments were made to the SOC system.

	• T3: EW 36 of 2022 to EW 6 of 2023, encompassing the period after the modified SOC criteria were introduced in response to the Omicron variant (Figure 2).
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FIGURE 2
 Temporal trends in number of SOC epidemic concern classifications (Alert or Resurgence classification) and epidemic waves over time stratified by time period during the COVID-19 pandemic.


The SOC classifications were reassessed for each period using the same analytical methods as the main analysis. Performance metrics, including sensitivity, specificity, and positive predictive value (PPV), were calculated and compared across the three time periods to assess differences in the system’s ability to predict and signal epidemic events. For this time-stratified analysis, the Critical Concern classification was categorized as a Resurgence classification, while only the Alert (Rising Concern) classification was considered as an Alert classification. The Alert (Declining Concern) classification was excluded from predictive and signaling performance analyses to maintain focus on rising epidemic trends.





Results


Descriptive analysis

Over the 88 epidemiological weeks analyzed, the WHO African Region recorded 146 national COVID-19 epidemic waves across its 47 Member States, as depicted in Figure 2. During this period, WHO AFRO issued 98 Resurgence and 204 Alert classifications, illustrated in Figures 2, 3. The relationship between national COVID-19 waves and SOC epidemic concern classifications is detailed in Figure 4 further shows the distribution of SOC classifications in relation to the start and peak of COVID-19 epidemic waves.
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FIGURE 3
 Weekly SOC classification of Member States from epidemiological week 23-2021 to week 11-2023. The red vertical line signifies when SOC criteria were revised to adapt to the shift in epidemiological characteristics provoked by emergence of the Omicron variant. The following colors signify the SOC classification in place for each week: Green = no or low concern, Yellow = Very High Incidence, Orange = Alert (rising or reduced concern, prior to revised SOC criteria; rising concern following revised SOC criteria), Red = Resurgence, and Blue = Alert (Reduced Concern), White = No classification.


[image: Three histograms display the lead or lag time in weeks between wave events and signals. The first histogram shows the start of the wave versus alert signal, indicating most alerts occurred around zero to two weeks. The second histogram compares the peak of the wave to the alert signal, with most events clustered around minus two to minus one weeks. The third histogram depicts the peak of the wave versus resurgence signal, showing a more even distribution across minus four to one week. Percentages of waves not triggering signals are noted above each histogram.]

FIGURE 4
 Lead (negative) and lag (positive) times (in weeks) for issuance of SOC Alert and Resurgence classifications compared to epidemic events (start or peak of national COVID-19 epidemic waves).


Among the 146 COVID-19 waves observed during the study period, over half were associated with a Resurgence classification issued within 5 weeks before or after the wave’s start, and more than 70% were linked to an Alert classification issued within the same time frame. Of these waves, 26.0% had an Alert classification issued either prior to or during their start week, with a median lead or lag time of 0 weeks (interquartile range [IQR]: 0–2 weeks of lag). Regarding wave peaks, 56.5% had an Alert classification issued either preceding or concurrent with the peak, with a median lead time of 2 weeks (IQR: 1–3 weeks). Similarly, 51.0% of peaks were preceded or simultaneously accompanied by a Resurgence classification, also with a median lead time of 2 weeks (IQR: 1–3 weeks).



Operational utility of the SOC classifications

Table 1 provides an overview of the operational utility of SOC Resurgence and Alert classifications in predicting and signaling national COVID-19 epidemic events. Overall, the SOC classifications demonstrated high specificity and low sensitivity for predicting epidemic events. Their performance was notably stronger in signaling epidemic events, as reflected by higher sensitivity and positive predictive value (PPV) metrics (Table 1).


TABLE 1 Summary of operational utility of the SOC classifications in comparison to the COVID-19 epidemic events (start and peak of national waves).


	Utility measure
	TP
	TN
	FP
	FN
	Sensitivity (95% CI)
	Specificity (95% CI)
	PPV (95% CI)

 

 	Alert classification vs. start of wave 	Signaling (within +/− 3 weeks) 	91 	1768 	71 	44 	67.4% (59.5–75.3%) 	96.1% (95.3–97.0%) 	56.2% (48.5–63.8%)


 	Alert classification vs. peak of wave 	Signaling (within +/− 2 weeks) 	64 	1746 	81 	83 	43.5% (35.5–51.6%) 	95.6% (94.6–96.5%) 	44.1% (36.1–52.2%)


 	Predicting (at least 2 weeks prior to wave peak) 	40 	1,472 	133 	333 	10.7% (7.6–13.9%) 	91.7% (90.4–93.1%) 	23.1% (16.8–29.4%)


 	Resurgence classification vs. peak of wave 	Signaling (within +/− 2 weeks) 	57 	1819 	24 	90 	38.8% (30.9–46.7%) 	98.7% (98.2–99.2%) 	70.4% (60.4–80.3%)


 	Predicting (at least 2 weeks prior to wave peak) 	39 	1,552 	59 	344 	10.2% (7.2–13.2%) 	96.3% (95.4–97.3%) 	39.8% (30.1–49.5%)





TP = True positive; TN = True negative; FP = False positive; FN = False negative; PPV = Positive predictive value; CI = Confidence interval.
 

More than 90% of the SOC classifications effectively signaled or predicted one of the two epidemic events (start or peak of a wave). Specifically, 67.4% of waves were signaled by epidemic concern classifications within 3 weeks of their start. However, the classifications exhibited comparatively lower effectiveness in signaling or predicting wave peaks (Table 1).



Time-stratified analysis

Figure 5 highlights changes in the operational utility of SOC indicators across three defined time strata.
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FIGURE 5
 Time-stratified operational utility of the SOC epidemic concern classifications.


The emergence of the Omicron variant during T2 significantly impacted the performance of the Resurgence classification, particularly in predicting and signaling wave peaks. During T2, the sensitivity of Resurgence classifications to predict wave peaks dropped to 0% (95% CI: 0–0%) with a PPV of 0% (95% CI: 0–0%), compared to T1, where sensitivity was 14.4% (95% CI: 10.3–18.6%) and PPV was 43.8% (95% CI: 33.5–54.1%). Similarly, the sensitivity of Resurgence classifications to signal wave peaks declined to 17.1% (95% CI: 5.6–28.6%) during T2, with a PPV of 100% (95% CI: 100–100%), compared to T1’s sensitivity of 54.5% (95% CI: 44.1–64.9%) and PPV of 66.7% (95% CI: 55.8–77.6%).

Despite the modifications to SOC classification criteria during T3, the sensitivity of the Resurgence classification did not improve. However, the two resurgence events that occurred during T3—in Zambia and Zimbabwe—were accurately captured using the revised SOC methodology.

In contrast, the operational utility of the Alert classification demonstrated resilience during the emergence of Omicron and showed notable improvement over time, particularly in signaling the start and peak of epidemic waves. During T2, the sensitivity of Alert classifications to signal the start of a wave increased to 70.7% (95% CI: 56.8–84.7%) with a PPV of 64.4% (95% CI: 50.5–78.4%), compared to T1’s sensitivity of 62.2% (95% CI: 51.1–73.2%) and PPV of 47% (95% CI: 37.5–57.4%). Similarly, the sensitivity of Alert classifications to signal wave peaks improved to 65.9% (95% CI: 51.3–80.4%) during T2, with a PPV of 67.5% (95% CI: 53.0–82.0%), compared to T1’s sensitivity of 28.4% (95% CI: 19.0–37.8%) and PPV of 27.5% (95% CI: 18.3–36.6%).

During T3, the Alert classification’s ability to signal epidemic events showed significant enhancement. The sensitivity to signal the start of waves within 3 weeks before or after increased to 80% (95% CI: 62.5–97.5%), with a PPV of 80% (95% CI: 62.5–97.5%). Additionally, the sensitivity to signal wave peaks within 3 weeks before or after rose to 67% (95% CI: 44.9–88.4%), with a PPV of 85.7% (95% CI: 67.4–100.0%). The sensitivity of Alert classifications to predict wave peaks within 3 weeks before or after also improved during T3, reaching 15.4% (95% CI: 1.5–29.3%), with a PPV of 23.5% (95% CI: 3.4–43.7%).




Discussion

This study aimed to assess the implementation, operational utility, strengths, and limitations of the COVID-19 Situations of Concern (SOC) classification system in the WHO African Region. Our findings provide clear evidence on the system’s overall performance in signaling epidemic waves and guiding resource allocation, while also highlighting challenges related to data quality and contextual variability. The impact of evolving epidemiological dynamics, notably the Omicron variant surge, and subsequent system adaptations were critically evaluated. The following sections elaborate on these key themes, beginning with an overview of the SOC system’s performance.


Overall performance of the SOC classification system

The SOC classification system was designed to inform decisions that support the adequate mobilization and distribution of resources to various Member States by the WHO Africa Regional Office during the acute phase of the COVID-19 pandemic. This approach aligns with evidence from the African Region showing that real-time situational analysis and early warning mechanisms were critical in shaping timely and effective COVID-19 responses (26). A retrospective review of the system’s predictive ability and operational utility revealed high specificity but low sensitivity in forecasting the start and peak of epidemic waves of COVID-19 in the African region. While both the Resurgence and Alert signals displayed specificity above 90%, the Alert signal exhibited the highest sensitivity in predicting the peak of the COVID-19 wave following the re-adjustment of SOC criteria and classifications after the emergence of the SARS CoV-2 Omicron variant.



Challenges and contextual factors

The low sensitivity primarily stemmed from the inherent limitations of the SOC indicator criteria, which relied on the assessment of epidemiological developments in preceding weeks, often complicated by delayed and incomplete reporting. While the definition of an “epidemic wave” can vary across settings and remains a subject of debate in the scientific literature (27), our use of the term was operationally defined to support the structured application and evaluation of the SOC classification system within the WHO African Region. Consequently, as illustrated in Figure 3, most signals (52.6%) were issued with a median lag of 1 week (IQR: 0–3 weeks). In some instances, delays in reporting from Member States to the regional office exacerbated the problem of extended lags. For example, notable missed events in Chad and Lesotho underscored the critical reliance of the methodology on prompt data reporting. Delays in reporting from these countries led to delayed signals issued after peak periods, highlighting the imperative for enhanced data transmission mechanisms and a more robust review process to mitigate such occurrences.

Additionally, systematic delays observed in countries like Cameroon underscored the importance of integrating contextual information with epidemiological data for a comprehensive assessment of the epidemic situation. Contextual factors such as health worker strikes, exemplified by those in Equatorial Guinea, could significantly influence the interpretation of data and the classification of signals. As highlighted in the outbreak analytics literature, the integration of contextual information with quantitative signals enhances situational awareness and supports more nuanced public health decision-making (28). In countries like Cameroon, contextual nuances such as regional conflicts or resource constraints were critical in maintaining or issuing alerts despite apparent epidemiological improvements. These factors emphasize the necessity for a flexible system that considers real-time operational contexts alongside raw epidemiological data.

Importantly, every week, the WHO AFRO IMST was informed of where data reporting was delayed, allowing the identification of countries needing support despite an absence of an epidemic concern classification. This proactive approach was crucial, as the global situation classification system developed by WHO headquarters often down-classified countries without consulting the regional office, overlooking nuanced local realities.



Impact of the omicron variant and system adaptations

As anticipated, the predictive performance of both Resurgence and Alert signals declined during the period (T2) heavily impacted by the Omicron variant. However, subsequent adjustments to the SOC classification criteria managed to restore and, in some cases, enhance its compromised performance. These adjustments underscore the significance of operational agility in fast-evolving health emergency response systems, necessitating adaptive strategies to uphold effectiveness amidst dynamic challenges.

One of the major adaptations was the addition of the “Alert (Reduced) Concern” classification. This category allowed limited resources to be redirected without giving a false signal of “low or no risk.” It also clarified the need to continue some reduced non-pharmaceutical interventions (NPIs) and vaccination campaigns.

However, one major drawback of the SOC indicators was their inability to capture nuanced variations in health systems capacity and the actual impact of epidemiological situations across countries, particularly during prolonged waves with high peaks such as those due to Omicron variants. While the criteria demonstrated reasonable effectiveness in categorizing countries based on their needs to receive support, the indicators had an inherent bias toward prioritizing countries with stronger health systems and better coordination in response activities that supported timely data reporting to the regional office. Conversely, in countries with relatively small populations, certain criteria proved insufficient in accurately reflecting changes in the epidemiological landscape over time.

A notable example is Seychelles, an island nation with an estimated population of less than 100,000 people. Throughout the study period, Seychelles consistently remained in the “Very High Incidence” category for most weeks, as its incidence rate exceeded 500 cases per 100,000 people. However, this classification was predominantly influenced by Seychelles’ proactive approach to detecting COVID-19 cases and its small population size, which posed challenges to achieving lower incidence rates. This misclassification created political tensions due to the negative economic and social impacts of what was actually a highly effective response to the epidemic. A similar, though less pronounced, issue was observed in Mauritius, but not in Sao Tome and Principe or Comoros, all of which are relatively small island countries. Differences in COVID-19 testing and case management capacity, sociodemographic characteristics influencing disease dynamics, vaccination rates, and the implementation of NPIs contributed to these variations (29).

A key limitation of this analysis is the lack of a retrospective sensitivity assessment examining the impact of changes in SOC classification criteria over time, particularly the fixed threshold of >500 cases per 100,000 population. Given that the epidemiological context and data availability evolved during the pandemic, it is possible that earlier or alternative thresholds may have yielded different performance outcomes. A formal comparison of historical data against alternative thresholds and indicator combinations could provide useful insights into the robustness and adaptability of the SOC approach. This type of retrospective modeling would help to inform optimal threshold setting in future applications of the system.

Another limitation of this analysis is the variability in country-level data completeness and timeliness, which likely influenced the performance of the SOC system. Countries with irregular reporting patterns—due to technical challenges, personnel turnover, or shifting priorities—were more prone to mismatches between alerts and on-the-ground epidemic trends. These mismatches typically manifested as delays in alert issuance or missed signals. In contrast, countries with consistent and timely data reporting yielded more reliable alert classification. While a formal exclusion-based sensitivity analysis was not feasible due to the dynamic and continuously updated nature of the database, we recognize that performance metrics are partially contingent on data quality. Similar challenges in timeliness and data completeness have been documented in other settings (30), highlighting the critical role of reliable reporting and the need to invest in robust data systems to ensure the effectiveness of real-time surveillance tools, particularly in resource-constrained settings.



Implications and recommendations for future surveillance

In summary, implementing SOC indicators during the COVID-19 pandemic has yielded several key insights. Firstly, to effectively support resource allocation within constraints, operational systems must comprehensively capture the myriad factors contributing to countries’ successful pandemic responses. This necessitates a holistic approach that goes beyond basic epidemiological data to include factors such as testing rates, health systems capacity, and data reporting capacity. Secondly, as the pandemic transitioned from emergency to routine surveillance, a sustainable, long-term strategy for assessing ongoing epidemic situations became critical. While the SOC indicators were effective in identifying countries requiring emergency support during the global crisis, adapting the methodology and criteria for unique local contexts is essential, particularly with the shift toward sub-national surveillance. This shift underscores the need for real-time epidemiological tools that are adaptable to evolving surveillance contexts, particularly at subnational levels (31). Continuous and timely updating of classification criteria to reflect changing epidemiological realities and pressures on surveillance and case management capacities is paramount.

Moreover, the SOC tool has demonstrated the pivotal importance of enhancing data quality, flow, and surveillance capacity across countries. For any regional assessment to adequately prioritize countries in need, collective motivation among countries to enhance surveillance practices is indispensable. Lastly, evaluation studies assessing the impact of such tools on public health outcomes, including morbidity and mortality, are crucial for advocating their continued utility. By demonstrating the tangible benefits of SOC classifications, policymakers and stakeholders can make informed decisions regarding their integration into ongoing pandemic response efforts and future public health strategies.




Conclusion

This retrospective analysis of the implementation of the SOC indicator-based operational decision-making system during the COVID-19 pandemic demonstrates its valuable role in supporting timely decision-making and resource allocation across the WHO African Region during the pandemic. Despite inherent challenges such as data delays and evolving epidemiological dynamics, it showed high specificity and reasonable operational utility, particularly after adapting to the Omicron variant context. By addressing its limitations and incorporating contextual adaptations, the system holds promise for enhancing epidemic intelligence and support data-driven responses in both national and sub-national settings, especially in resource-limited environments.
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Introduction: The World Health Organization African Region (WHOAFRO) Transformation Agenda initiated in 2015 has emerged as an important health leadership strengthening initiative in pursuing the 2030 health Sustainable Development Goals (SDGs) and universal health coverage. However, there remains need for research narrating health policy lessons from implementing it with a focus on Pro-Results Values, Smart Technical Focus, Responsive Strategic Operations, and Effective Communications and Partnerships, for just and sustainable public health systems in pursuing universal health coverage.
Aim: This study explored health policy lessons from the implementation of WHOAFRO Transformation from 2020 to 2023, and how this may help reinforce health systems governance on the continent.
Methods: This paper is generated from a wider study commissioned by WHOAFRO. The study design used was exploratory and qualitative. Secondary data were collected from publicly available purposively selected WHO documents. Narratives were first generated from the data, followed by coding and then thematic analysis.
Results: Training and mentorship helped strengthen skills levels amongst health leaders which helped contribute efficiently toward Pro-Results Values. Interventions were directed to align with continental health system leadership goals for Smart Technical Focus. Leadership structures and systems were streamlined to strengthen organizational functions for the delivery of desired outcomes to achieve Responsive Strategic Operations. Collaboration with donors and health system governance partners at all levels helped broaden the resource base, which was complemented by the adoption of digital tools and hybrid work arrangements for Effective Partnerships and Communication.
Discussion and conclusion: Transforming health leadership in the Africa Region requires sustained effort to train health leaders to help strengthen health systems governance toward meeting the healthcare needs of the population. There is need for continued reinforcement of ethics values amongst health leadership to maintain a high moral standards for health workforce protection. There is also a need to sustain innovativeness in incorporating digital tools and hybrid work models into health governance for effective and efficient communication in health system leadership work. Strengthening partnerships between actors at all health governance levels helps contribute toward resource mobilization required for health system functioning for just and sustained pursuit of universal health coverage.
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1 Introduction

Transformation of the World Health Organization (WHO) Secretariat in the African Region, is a health leadership strengthening initiative launched by the WHO Africa Regional Director in 2015, and endorsed by the Sixty-fifth session of the Regional Committee for Africa. The aim of this health governance capacity strengthening intervention is to help reinforce healthcare systems across the continent in pursuing the 2030 Sustainable Development Goals (SDGs), with a particular focus on Goal 3, and toward the realization of universal health coverage (1). The vision behind transformation is the emergence of a capacitated, adequately resourced, appropriately equipped, foresighted, results-driven, effective, efficient, transparent and accountable WHO that staff and stakeholders want, and one that is a primary leader in the preparation for and response to Public Health Emergencies of International Concern, and in delivering its mandate to strengthen country-level health systems on the continent toward meeting the healthcare needs and expectations of the population in a just and sustainable manner (2–4).

There has so far been four phases through which Transformation of the WHO Regional Office for Africa has been implemented. In the initial phase, implemented between 2015 and 2018, the focus was on creating the WHO that stakeholders want and deserve (5, 6). This was followed by a second phase, from 2018 to 2020, which focused on placing people, staff and populations in Member States at the center of change with the aim of transforming the Secretariat's organizational culture for country-level impact. In phase three (2021 to date), the aim is to consolidate the transformation through institutionalization of change (1, 3, 7). These three phases resulted in the formulation of four integrally connected focus areas within which progress in the transformation process was to be made. These four focus areas, outlined in Table 1, include Pro-Results Values, Smart Technical Focus, Responsive Strategic Operations, and Effective Communications and Partnerships (3–6).

TABLE 1  The four focus areas of the transformation agenda of the WHO Secretariat in Africa.


	Pro-results values
	Seeks to enhance an institutional culture characterized by values of excellence, teamwork, accountability, integrity, fairness, innovation and openness through six workstreams namely: (i) strengthening change management processes and enhancing a value-based culture; (ii) enhancing the country focus approach for greater impact; (iii) delivering quality results and value for money; (iv) promoting efficiency and accountability; (v) broadening the engagement with Member States and partners; and (vi) ensuring more effective communication of the work of the Secretariat toward improving health outcomes in the Region



	Smart technical focus
	Aims to ensure that the technical areas of the WHO Secretariat in the Africa Region's work are in line with regional priorities and commitments, and interventions that are based on evidence, innovations and lessons learnt from experience

 
	Responsive strategic operations
	Was adopted to help the WHO Secretariat to evolve into an organization with enabling functions that efficiently support the delivery of goods and services



	Effective communication and partnerships
	Has the goal to foster a more responsive and interactive organization, internally among staff members and externally with stakeholders. This has to do with enhancing effective communication internally between staff members and externally with stakeholders, build lasting relationships and strengthen transparency and trust







Source: World Health Organization (3–6).



However, whilst transforming the WHO Secretariat in Africa has made considerable progress, the outbreak of the Coronavirus Disease of 2019 (COVID-19), declared a Public Health Emergency of International Concern (PHEIC) by WHO on 30 January 2020, and a pandemic on 11 March 2020 affected implementation (3, 7). Even though the WHO Director General through the 15th meeting of the International Health Regulations (2005) (IHR) Emergency Committee on the COVID-19 pandemic held on 4 May 2023 ended the WHO PHEIC declaration, taking effect from 5 May 2023, there remains room for research exploring the health policy lessons from the implementation of WHO Transformation during public health emergencies of international concern with a particular focus on the Africa Region Secretariat (2020–2023) and how this may help in health leadership strengthening in pursuing healthcare system goals (7, 8). In this regard, this paper explores the emerging health policy lessons focusing on the four focus areas of the WHO Transformation Agenda, and how this may help reinforce health systems in pursuing Sustainable Development Goal 3, Good Health and Well-Being, to ensure healthy lives and promote wellbeing for all at all ages, and universal health coverage. For this purpose, health policy is defined as purposive course of action and interventions undertaken by health leadership with the goal to enable health systems strengthening and functioning so as to achieve desired health outcomes. Health governance in the context of this paper is defined as health systems leadership to enable the strengthening and functioning of the healthcare system, structure and processes for the achievement of health goals (3).



2 Methods


2.1 Study design

An exploratory qualitative research design was used. In this, the aim was to explore the health policy lessons which emerged in the four focus areas from the implementation of the Transformation Agenda of the WHO Africa Secretariat (9).



2.2 Research setting

This paper is generated from a study commissioned by the WHO Regional Office for Africa titled “The Transformation Agenda of the WHO Secretariat in the African Region 2020–2023: Reflecting on health policy lessons from COVID-19 toward reinforcing health system strengthening for achieving universal health coverage by 2030.”



2.3 Units of analysis and data collection

Secondary data were sourced from a publicly available dataset accessed from the Transformation Section of the WHO Regional Office for Africa website (10, 11). In this, the units of study were WHO Africa policy documents, annual reports and committee reports narrating the implementation of the Transformation Agenda by the WHO Regional Office for Africa between 2020 and 2023 (11). These policy documents were purposively selected for this study. Thereafter, a documentary search was carried out to establish the health policy lessons which emerged from implementation and how they may help reinforce health governance for the realization of healthcare system strengthening in the WHO Africa Region and beyond (9).



2.4 Presentation and analysis of data

Narratives of the qualitative data collected were first generated manually before being coded. Thereafter, the coded narratives were then subjected to interpretive thematic analysis. However, we established that there were quantitative figures in the dataset and we used these to support qualitative narratives (9, 10).




3 Results


3.1 Pro-results values

It was established that the Diversity, Equity and Inclusion (DEI) initiative was implemented during this period (2020–2023). DEI implementation resulted in the number of Female Team Leads, Heads of Country Offices and Directors increasing by 6.6% from 24.2% in 2020 to 30.8% at the beginning of 2022. Additionally, a second exclusive female staff cohort of the WHO Africa Pathways to Leadership Programme, an intensive 3-month programme launched toward the end of 2021 to help strengthen leadership skills for teamwork, communication and coaching, and enabling the trainees to create a leadership vision aligned with WHO or ministries of health values, outlined in Table 2, resulted in an increased percentage of female staff equipped with the requisite leadership competencies to effectively transform Africa's health from 38% in 2019 to 48% in 2022 (12). In 2023, this Pathways to Leadership for Health Transformation Programme was also extended to other regions of the WHO and health ministries. In that, a cohort of 20 senior staff from the European Region, a joint WHO Africa/Europe Cohort of 23 senior staff, and another joint Africa/Europe Cohort of 20 WHO Representatives (WRs) and staff on their roster were trained. Benin also launched its first Cohort of Directors during the same period whilst WHO Ghana devoted its fourth cohort to women thereby resulting in an all-female cohort for the leadership programme at country-level with the goal. In this, Ghana sought to enhance the leadership skills of women in the health sector and to align its interventions with the agenda of the Ministry of Health in order to allocate 60% of leadership training opportunities to women (13).

TABLE 2  Main lessons and summary of results (2020–2023).


	Lesson
	Interventions
	Summary of results





	Pro-results values

 
	Reinforcing leadership helped sustain the WHO Regional Office for Africa's Transformation
	Implementation of the Diversity, Equity and Inclusion (DEI) initiative
	• 6.6% increase in the number of Female Team Leads, Heads of Country Offices and Directors from 24.2% in 2020 to 30.8% at the beginning of 2022 (11)



	
	WHO leadership programme for member states in the Africa Region
	• Launched in August 2020, with 34 women from the Republic of Congo participating in the pilot phase (5) 
• 180 mid-level and senior managers trained in Eight Cohorts within which 50% were women (14)



	
	Continued implementation of the WHO in Africa pathways to leadership for transformation programme
	• Second exclusive female staff cohort resulted in an increase in the proportion of female staff trained, from 38% in 2019 to 48% in 2022 (11) 
• extended to other WHO Regions and ministries of health thereby resulting in training of a cohort of 20 senior staff from the European Region, a joint WHO Africa/Europe Cohort of 23 senior staff, and another joint Africa/Europe Cohort of 20 WHO Representatives (WRs) and staff on their roster in 2023 
• Launch of first Cohort of Directors in Benin in 2023 
• Fourth Cohort devoted to women in Ghana (12) 
• Percentage of female staff equipped with the requisite Africa Health Transformation Leadership Competencies increased from 38% in 2019 to 48% in 2022 (11)



	
	The women in leadership speaker series
	• Launched in 2021 
• Female staff participants from the three sessions conducted between November 2021 and April 2022 reported increased confidence levels and a growing sense of belonging (11)



	
	Continued implementation of the mentorship programme
	• Six-month programme launched in 2020 matching mentors and mentees based on shared values (14) 
• First Cohort of 21 mentors and mentees paired was followed by a Second Cohort in September 2020, and then the launch of a Third Cohort in 2022, a new milestone acknowledged within WHO globally (11, 14) 
• An October 2020 mid-term assessment of the first cohort established, from mentors, improvements in coaching and active listening skills and an enhanced appreciation of different cultures in the Organization, while 96% of mentees reported experiencing learning and growth as a result of the mentorship relationship (5) 
• 70% of participants experienced increased effectiveness in their work and felt the programme was worth their time and effort (14) 
• Ranked as one of the best initiatives supporting staff in building their capacity based on their professional and career development needs 
• 300 Mentees from the WHO African Region and 140 Mentors from across all WHO major offices including WHO headquarters were successfully matched and achieved the key outcomes of this programme by 2022 (11) 
• Mentorship along with Team Performance incorporated into staff development and learning activities to streamline and integrate training through “a one-tool,” “one-concept” and “one-mentor strategy” 
• Launch of Fourth Cohort, with 99 Mentees and 37 Mentors in 2023 
• Second round of 360-Degree Feedback conducted among WHO Country Representatives and Operations Officers to help consolidate awareness and a culture of feedback among managers (12)



	
	The Team Performance Programme
	• Team Performance together with the Mentorship Programme incorporated into staff development and learning activities to streamline and integrate training through “a one-tool,” “one-concept” and “one-mentor strategy 
• Team Performance Feedback Sessions carried out with Eleven Regional Office units and three countries conducted to identify ways and means of consolidating change achievements (12)

 
	Committing to the embrace of WHO values is helping toward the upholding of the highest ethical standards in the organization
	Ombudsman and a Regional Coordinator for Prevention and Response to Sexual Exploitation, Abuse and Harassment (PRSEAH)
	• Recruitment of an Ombudsman and a Regional Coordinator for PRSEAH in the first quarter of 2022 (11) 
• 253 training WHO staff training sessions and 1021 sessions with communities, organized by WHO Africa to help address PRSEAH (14)



	
	Introduction of proactive measures to help promote workplace mental health during COVID-19 and to adapt in the shift to the new ways of virtual and hybrid working
	• Flexible working arrangements are now in place 
• Recruitment of two dedicated Staff Counselors, and a Staff Development and Learning Officer to advise and support both staff and managers in effectively navigating the new WHO way of working (11)



	
	Sharing of good transformation practices within WHO
	• The WHO Secretariat in the Africa Region shared some of its successful experiences, including the functional review of country offices, change management, and the use of key performance indicators 
• Innovative corporate and management practices by the WHO Regional Office for Africa have influenced the global transformation and are being replicated across WHO 
• WHO Secretariat in the Africa Region provided leadership training for staff from other WHO regions (12)

 
	Close partnership with country offices helped fast-track country-level Transformation initiatives
	Enhancing WHO country presence by strengthening WHO-country partnership for strong health sector leadership in the Region
	• Completion of the functional reviews across the 47 country offices and Regional Office clusters by 2022 
• Establishment of 11 Multi-Country Assignment Teams throughout 2022 (11)



	
	Fast-tracking the strengthening of national public health security capacities to prepare for and respond to the region's extensive public health emergencies
	• As of April 2022, all the 47 Member States had polymerase chain reaction (PCR) laboratory capacity for confirming COVID-19 
• 39 Member States with the exception of Angola, Burundi, Cabo Verde, Central African Republic, Comoros, Eritrea, Liberia and South Sudan, had sequencing capacity for identifying circulating SARS-CoV-2 variants 
• Developing and providing access to authoritative case management guidance in 2021 
• Deployment of 809 experts and training of 200,000 community health workers in risk communication across the Region 
• Drop in case fatality ratios by 1% and nearing the 1.4% global average 
• 139,703,101 children under 15 years of age in nine Member States vaccinated against potential outbreak and circulation of Vaccine-Derived Poliovirus Type 2 (cVDPV2) (11) 
• the independent Africa Regional Certification Commission officially declared the WHO African Region free of Indigenous Wild Poliovirus in August 2020 (5) 
• Vaccination of 11,000 people against Ebola in Guinea 
• Deployment of 40 Programme Management Officers and 33 External Relations Officers to strengthen technical assistance and empowerment of WHO Country Teams to deliver country-level impact in the 47 WHO Country Offices (11)



	
	Strengthening technical support provided by the multi-country assignment teams and investing in human capital and resources
	• Deployed 11 multi-country assignment teams consisting of at least 95% subject matter experts whose impact is being felt on the ground 
• Establishment of three flagship programmes, namely promoting resilience of systems for emergencies, transforming Africa's surveillance system, and strengthening and utilizing response groups for Emergencies to help respond to emergencies 
• Trained seven dedicated National Emergency Response Teams in different emergency response modules and equipped them with resources and technology to respond to emergencies 
• Launched the Mwele Malecela Mentorship Programme for Women in Neglected Tropical Diseases to strengthen the professional growth of individuals in the field of Neglected Tropical Diseases 
• Initiation of the Documentation and Communication Initiative for the WHO Transformation interventions to promote accountability and learning, monitor progress and enhance knowledge management 
• Recording how country offices, in collaboration with partners, continued to address the HIV/AIDS epidemic (12).

 
	Responsive strategic operations

 
	Respond to the demand from Member States to strengthen leadership and change management during public health emergencies
	Introduction of the blended pathways to leadership for health transformation programme
	• Piloted the Pathways to Leadership for Health Transformation Blended Programme in Congo, to senior ministry of health officials in Ghana, Lesotho and Niger 
• Over 100 ministry of health participants already applying their newly acquired skills in strengths-based leadership and systems thinking in leading health system recovery efforts and addressing health problems affecting their population

 
	
	Continued incorporation of Digital Tools into daily work
	• Microsoft Teams helped WHO teams to remain connected and focused 
• Introduced the new Translation Management System (TMS) which resulted in efficient processing of translation requests 
• The WHO Secretariat in Africa supported over 350,000 field workers and more than 200,000 polio campaign workers across 16 Member States in the transition from cash to digital payments which improved cost effectiveness and reduced lag time in financial reporting (11)



	
	Diligence in enhancing internal accountability, demonstrating value for money and tracking the immediate gains of health interventions, the Secretariat's efforts to secure long-term agreements and broadening of the supplier base
	• The generation of efficiency gains of approximately US$ 1.6 million 
• A strengthened WHO supply chain in the African Region (11)



	
	Fostering stakeholder feedback to teams in the six dimensions
	• Feedback from this enabled teams to fully understand where they stand in terms of implementing change, locating transformation challenges and focusing on the most impactful actions 
• Twelve units and two clusters in the Regional Office and four WHO country offices (Benin, Sao Tome, Algeria, and South Sudan) are used the lessons learnt from the feedback to address collective performance challenges (12)

 
	
	Promoting mental health and fostering a healthy work environment
	• WHO supported its staff and their dependants by providing counseling and psychological services and introducing collaboration tools to facilitate hybrid meetings which improved staff productivity and enabled more flexibility in working (12)



	
	Addressing COVID-19 pandemic-related needs by establishing clinical sites for testing and vaccination
	• Improved follow-up, management and medical care for patients, and the provision of PCR testing equipment and kits 
• Convenient locations of the vaccination sites resulted in high levels of staff vaccination coverage which reached over 95% by 2022 
• Promoting the health and wellbeing of staff and the importance of a healthy work environment in fostering mental health and productivity (12)



	
	Delivering quality results and value for money
	• In 2020, the Secretariat introduced value-for-money performance indicators for all technical units to maximize the impact of every dollar spent (5)



	
	Mid-term review and the definition of clear performance metrics and goals for health interventions, and regular monitoring and evaluation of progress against these metrics
	• Introduction of the Mid-term Review Tool helped facilitate internal accountability and ensure that health interventions provide value for money 
• Risk, compliance, administrative reviews and internal audits were conducted in 14 countries to promote a culture of transparency and accountability and ensure compliance with policies and procedures; 
• A follow-up of 14 internal and four external audit report recommendations of the previous year incorporated into the implementation of appropriate actions to address the identified issues and internal control gaps 
• Risk management briefings and training sessions for multiple and targeted budget center personnel conducted in 26 budget centers (12)



	
	Ensuring regulations of the COVID-19 vaccines.
	• Initiation of the consultations with the African Vaccine Regulatory Forum for a joint review process in the development of COVID-19 diagnostics, vaccines and medicines (12)

 
	Effective partnerships and communications

 
	Focus on transforming the approach to partnerships and resource mobilization
	Scaling-up the region-wide roll-out of the digital contributor engagement management system
	• More than 200 staff trained in the use of the Contributor Engagement throughout 2022 
• Provided an added opportunity through which to expand the funding base, and to diversify and broaden the range of philanthropic and new donors 
• Over 150 non-state actors engaged and brought together which helped increase the impact of WHO interventions at country level 
• Strategic partnerships were forged government contributors, and partnerships were strengthened with member organizations of the Harmonization for Health in Africa mechanism through the new Framework for Better Collaboration and Greater Impact at Country Level 2022–2023 
• Concerted efforts to transform external relations and resource mobilization translated into over 30% (US$ 622 million) of the allocated budget for the 2020–2021 biennium for the Region (US$ 1.7 billion) being directly mobilized by the WHO Secretariat in Africa (11)



	
	Engagement of key influencers to help in communicating COVID-19 interventions
	• More than 90 of the over 200 videos promoting COVID-19 healthy practices got one million or more views on the WHO Secretariat Africa's social media platforms, mainly Facebook and Twitter 
• The WHO Secretariat Africa's social media platforms grew by 1.129 million followers compared to the annual target of 600,000 
• Thirty-two newsletters narrating the main elements of the pandemic response were disseminated to ministries of health, United Nations agencies and donors with a unique open rate of nearly 40%, a 10% increase from the previous year 
• The African Infodemic Response Alliance formed in 2020 to counter public health misinformation grew in membership from 13 to 1,514 
• The Viral Facts Initiative which emerged from this is being used as a communication tool to dispel myths, misconceptions and disseminate trustworthy COVID-19 messages 
• In this, the African Infodemic Response Alliance COVID-19 social content hub, produced and disseminated over 100 different pieces of digital content countering damaging public health misinformation in Africa in multiple languages, generating over 95 million views (11) 
• The WHO Secretariat for Africa launched a micro-website on the achievements of the Transformation Agenda, and increased its social media presence and engagement, reaching an audience of over 150 million through 29 media campaigns (12)



	
	Enhancing external donor relations
	• Partnership was strengthened with donors and the funding base diversified to include global and continental private sector actors resulting in the mobilization of over US$ 3.5 million toward COVID 19 pandemic support to member states in 2021 (5) 
• The WHO Secretariat in Africa shared donor-focused communication products acknowledging 24 and publishing close to 250 communication products, reaching out to an audience of over 6 million people [13] 
• Recruitment of eight External Relations Officers to help provide expertise in pursuing funding opportunities (12) 
• In 2022, the WHO Secretariat in Africa introduced regular reporting and feedback mechanisms and organized over 60 partner briefings to foster a better understanding of, and collaboration in its work thereby resulting in the mobilization of new funding at the country level, totalling US$ 422 million 
• The WHO in Africa Regional Office also increased collaboration with non-State actors, signing 112 agreements worth over US$ 60 million for efficient strategy implementation 
• WHO Africa partnered with academic institutions to expand and preserve the Leadership for Health Transformation Programme 
• Increased collaboration with other United Nations agencies, engaging in 31 agreements or joint programmes (12)






Furthermore, the Women in Leadership Speaker Series launched during the same period enabled women to interact with female leaders in global development and to acquire skills to handle professional and other leadership challenges. We also noted that the Women in Leadership Speaker Series helped bring together WHO staff, regardless of their gender, and high-ranking African female leaders who worked in the health and development to engage in candid career advancement and leadership development conversations. Feedback from participants of the three sessions of this series conducted between November 2021 and April 2022 revealed improvements in female staff confidence levels and a growing sense of belonging. We also established that the Mentorship Programme launched its third cohort during the same period, a new milestone for this intervention. This programme was also acknowledged within WHO globally as one of the best initiatives that supported staff in building their capacity based on their professional and career development needs. From this, 300 Mentees from the WHO African Region and 140 Mentors from across all WHO major offices including WHO headquarters were successfully matched and achieved the key outcomes of the Mentorship Programme by 2022 (12). To further strengthen this intervention, the WHO Africa Mentorship Programme, along with the WHO in Africa Team Performance Programme were, in 2023, incorporated into staff development and learning activities through an approach that emphasized the need to streamline and integrate training through a one-tool, one-concept and one-mentor strategy. In the same year, the Mentorship Programme launched its Fourth Cohort, with 99 Mentees and 37 Mentors. To consolidate awareness and a culture of feedback among managers, a second round of 360-Degree Feedback was conducted among WHO Country Representatives and Operations Officers. Eleven Regional Office units and three countries conducted the team performance feedback sessions to identify ways and means of consolidating change achievements (13).

Transformation during the 2020–2023 period also showed the need to uphold WHO values and ethics standards. In this, the Prevention and Response to Sexual Exploitation, Abuse and Harassment (PRSEAH) was initiated to help prevent and address harassment and abuse of authority. An Ombudsman and a Regional Coordinator were recruited in the first quarter of 2022 to help reinforce the implementation of PRSEAH (12). A total of 253 training sessions with staff and 1021 sessions with communities were also carried out since 2021, resulting in more awareness and meaningful conversations on this challenge and incorporation into operational processes for staff wellbeing (5). To further protect workers, WHO introduced workplace mental health initiatives to protect the mental wellbeing of staff members in order to sustain and improve their productivity during COVID-19 and cope with the shift to virtual and hybrid working. Two Staff Counselors and a Staff Development and Learning Officer were recruited to help support both staff and managers in their mental welfare (12). Good transformation practices were also shared within WHO through meetings and communication, and Cross-Functional Teams. This brought together staff from different departments and locations to share perspectives, skills and experiences. Furthermore, we established that these practices influenced global transformation and are being replicated across WHO, while the WHO Secretariat in the Africa Region has gone on to provide leadership training for staff from other WHO regions (5).



3.2 Smart technical focus

It was established that the COVID-19 pandemic showed the importance of close partnership between the WHO Secretariat and its country offices to fast-track country-level transformation initiatives and to enhance WHO country presence and health sector leadership. In pursuing this, progress was made through the completion of functional reviews across the 47 country offices and Regional Office clusters as outlined in Table 2. Efforts to bring timely, high-quality technical support closer to countries culminated in the establishment of 11 Multi-Country Assignment Teams who brought specialized technical experts to work closely with the country offices to scale up technical support across eight critical health areas during this period. The WHO Secretariat in the Africa Region also used the COVID-19 pandemic data and experiences of 2019–2023 to fast-track the strengthening of national public health security capacities required for the preparation for and response to the region's extensive public health emergencies (12). On this, it was established that by April 2022, all the 47 Member States had Polymerase Chain Reaction (PCR) laboratory capacity for confirming COVID-19 whilst 39 Member States with the exception of Angola, Burundi, Cape Verde, Central African Republic, Comoros, Eritrea, Liberia and South Sudan, had sequencing capacity for identifying circulating SARS-CoV-2 variants. In addition, the Secretariat strengthened COVID-19 preparedness, readiness and response capacities, including developing and providing access to authoritative case management guidance, deployment of 809 experts and training of 200,000 community health workers in risk communication across the Region. Consequently, this resulted in a drop in case fatality ratios by one percentage point by the end of 2021, a figure which was closer to the 1.4% global average (12).

Significant progress was also made from interventions to end all forms of Polio in the WHO Africa Region with over 139,703,101 children under 15 years of age in nine Member States vaccinated against potential outbreak and circulation of Vaccine-Derived Poliovirus Type 2 (cVDPV2). In August 2020, the independent Africa Regional Certification Commission (ARCC) officially declared the WHO African Region free of indigenous wild poliovirus. This achievement was attributed to the leadership of Member States, effective collaboration among polio partners, and the adoption of innovative approaches, such as the use of Geographic Information Systems (GIS) to strengthen surveillance (5, 12). The WHO Regional Office for Africa also responded to the Ebola outbreak in Guinea, and supported the vaccination of 11,000 people which helped curtail the spread of the disease. In addition, the WHO Secretariat deployed 40 Programme Management Officers (PMOs) and 33 External Relations Officers (EXOs) to 47 WHO Country Offices which helped strengthen technical assistance and empowered WHO Country Teams to deliver country-level impact (12).

The WHO Regional Office for Africa also established three flagship programmes, namely Promoting Resilience of Systems for Emergencies (PROSE), Transforming Africa's Surveillance System (TASS), and Strengthening and Utilizing Response Groups for Emergencies (SURGE), to help respond to emergencies as part of its Smart Technical Focus. During 2022, seven dedicated National Emergency Response Teams were trained on different emergency response modules and equipped with the necessary response resources and technology. This enabled them to respond in a timely and effective manner to the emergency outbreaks of Rift Valley Fever in Mauritania, Polio in Botswana, Cholera in Niger and Meningitis in Togo. In addition, the WHO Secretariat in the Africa Region conducted risk assessments and contingency planning exercises in 19 countries in anticipation of and preparation for potential emergencies. Furthermore, the WHO Regional Office for Africa also launched the Mwele Malecela Mentorship Programme for Women in Neglected Tropical Diseases in October 2022, to strengthen the professional growth of individuals in the field of Neglected Tropical Diseases (NTDs). This programme provided mentees with the opportunity to work with experienced mentors and receive guidance, advice and support in their careers for skills development, exposure to new ideas and perspectives, and relationship building within the NTD community. The overall aim was to provide them with the resources and support they required to succeed in their careers, become influential leaders and make a positive impact toward the prevention and control of NTDs in Africa. The WHO Secretariat in the Africa Region also recorded how country offices, in collaboration with partners continued to address the HIV/AIDS epidemic in West and Central Africa, and monitored Antiretroviral Treatment (ART) coverage in the Region throughout the time between 2020 and 2023. From this, it was established that although several countries in West and Central Africa achieved 90% coverage for ART, progress in the control of the HIV/AIDS epidemic was hindered by insufficient political commitment, health system weaknesses and serious health challenges such as the outbreak of COVID-19 and Ebola (13).



3.3 Responsive strategic operations

During the 2020-23 period of the COVID-19 outbreak, the WHO Regional Office for Africa responded to the growing demand from Member States to strengthen leadership and change management competencies by expanding the Pathways to Leadership for Health Transformation Blended Programme, outlined in Table 2. This blended programme was piloted in Congo, and to senior ministry of health officials in Ghana, Lesotho and Niger. From this, 100 health ministry participants were trained and applied their newly acquired skills in strengths-based leadership and systems thinking to lead health system recovery efforts and address some of the core health challenges which affected their population. In addition, digital tools such as Microsoft Teams helped facilitate organizational agility, remote work and enhanced efficiency by helping WHO teams to remain connected and focused during the COVID-19 lockdown. This was complemented by the introduction of a new Translation Management System (TMS) which led to efficiencies in the processing of translation requests. Furthermore, digital solutions were rapidly scaled up across the Secretariat's operations thereby resulting in over 350,000 field workers and more than 200,000 polio campaign workers across 16 Member States moving from cash to digital payments. In turn, this resulted in improved cost effectiveness, reduced lag time in financial reporting and reduced inequities through financial inclusion of the rural poor. In addition, diligence in enhancing internal accountability, demonstrating value for money and tracking the immediate gains of health interventions along with the Secretariat's efforts to secure long-term agreements and broaden the supplier base which resulted in the generation of approximately US$ 1.6 million and contributed to a strengthened WHO supply chain in the African Region by the end of 2021 (12).

To further enhance internal accountability so as to ensure value for money, the WHO Africa Secretariat introduced the Mid-term Review Tool, defined performance metrics and goals for health interventions, and regular monitoring and evaluation of progress against these metrics. In addition, the Secretariat's robust financial management systems and processes, including budgeting, forecasting and reporting, helped ensure effective resource allocation and use. In this, risk, compliance, administrative reviews and internal audits were conducted in 14 countries to promote a culture of transparency and accountability and ensure compliance with policies and procedures. Furthermore, a follow-up of the 14 internal and four external audit report recommendations of the previous year corroborated the implementation of appropriate actions to address the identified issues and internal control gaps. Risk management briefings and training sessions for multiple and targeted budget center personnel to strengthen and create a regional risk culture complemented the assurance activities conducted in 26 budget centers (5, 13).

The WHO Regional Office for Africa also fostered stakeholder feedback to teams in six dimensions: WHO values; effectiveness; quality; cost consciousness; agility and change management; and collaboration, all as part of the efforts to effectively consolidate the change initiated under the Transformation Agenda. The objective was to enhance team effectiveness by highlighting strengths and growth areas, improving communication through constructive comments and increasing motivation and engagement. The feedback from this enabled teams to fully understand where they stood in terms of implementing change, locating transformation challenges and focusing on the most impactful actions. Twelve units and two clusters in the Regional Office and four WHO country offices (Benin, Sao Tome, Algeria, and South Sudan) used lessons learnt from the feedback to tackle collective performance challenges. To address COVID-19 pandemic-related needs amongst staff, the WHO Regional Office for Africa apart from promoting mental health, it fostered a healthy work environment by supporting its staff and their dependants through providing counseling and psychological services, and through the establishment of clinical sites for testing and vaccination against the disease. The convenient locations of the vaccination sites resulted in high levels of staff vaccination coverage, reaching over 95% by 2022. Collaboration tools to facilitate hybrid meetings were also introduced to help cope with the COVID-19 lockdown. All this helped improve staff productivity and flexibility in work arrangements. In addition, the introduction of COVID-19 vaccines in the WHO Africa Region resulted in the need for improvements in vaccine regulatory capabilities and capacities of Member States. The Secretariat initiated consultations with the African Vaccine Regulatory Forum (AVAREF) comprising of national regulatory authorities of all Member States. As a result, AVAREF endorsed an emergency joint review process and shortened timeline to accelerate the development of COVID-19 diagnostics, vaccines and medicines (13).



3.4 Effective partnerships and communications

It was established that transforming the approach to partnerships and resource mobilization focused on scaling-up the region-wide roll-out of the Digital Contributor Engagement Management System (DCEMS), outlined in Table 2. This system provided an added opportunity through which to access pipeline financing information, leverage different funding sources and investments and diversify the WHO funding base, thereby contributing to an increase in diversified funding from a broad range of philanthropic and new donors. More than 200 staff were trained in the use of the Contributor Engagement throughout 2022 (12). The WHO Secretariat in the Africa Region strengthened partnerships for the COVID-19 response. These included traditional partners, and governments of countries such as Belgium, Canada, Denmark, France, Germany, Ireland, Japan, Norway, Switzerland, the United Kingdom of Great Britain and Northern Ireland and the United States of America, and the Bill and Melinda Gates Foundation, the European Commission, Rotary International, the African Development Bank and the World Bank. WHO also worked closely with the Africa Centers for Disease Control and Prevention (Africa CDC), through the Africa Taskforce for Coronavirus (AFTCOR), the African Vaccine Delivery Alliance (AVDA) and the African COVID-19 Vaccine Readiness and Deployment Taskforce (ACREDT), to support coordination of the pandemic response (5, 12–14).

Partnerships were also strengthened with member organizations of the Harmonization for Health in Africa (HHA) mechanism through the new Framework for Better Collaboration and Greater Impact at Country Level 2022–2023. Furthermore, the HHA mechanism undertook a mapping exercise in 39 countries to assess the effectiveness of partner coordination and collaboration at country level, address coordination and harmonization challenges and define workable solutions for COVID-19 response. These partner transformation efforts resulted in the mobilization of over 30% (US$ 622 million) of the allocated budget for the 2020–2021 biennium for the Region (US$ 1.7 billion) directly by the WHO Secretariat in the Africa Region (12). Partnerships also resulted in the mobilization of over US$ 3.5 million toward COVID 19 pandemic support to Member States in 2021. In addition, partnerships and resource mobilization capacities of the Secretariat resulted in US$ 331.8 million mobilized for the WHO pandemic response in the African Region. This represented 72.8% of the overall budget of US$ 455.9 million in the same year. The WHO in Africa Regional Office also increased collaboration with non-State actors, signing 112 agreements worth over US$ 60 million for efficient strategy implementation. Partnerships were forged with civil society organizations and NGOs to reach the most vulnerable and remote populations (12, 15).

To help ensure effective communication of the WHO goal toward improved health outcomes since the onset of the pandemic, over 50 virtual press conferences and more than 450 media interviews involving 270 global media outlets and over 70 regional and national media organizations were delivered by the WHO Secretariat for the Africa Region. This enabled the sharing of life saving information, enhanced stakeholder engagement and demonstrated the WHO Africa Region Secretariat's health leadership. The WHO Regional Office for Africa also experienced a significant increase in followers across its social media platforms throughout the pandemic with Facebook followers increasing by 1.5 million. Visitors to the WHO Regional Office for Africa's secretariat website also increased by 283% from 1.2 million in 2019 to 4.6 million visitors in 2020. Cross-cutting internal communications on the Transformation Agenda and change management efforts also increased through the monthly “Change Management Highlights,” internal newsletters and the WHO Africa Regional Director's Townhall Meetings (5). The WHO Secretariat in Africa Region also advocated for the addressing of pressing issues such as COVID-19 vaccine equity by targeting a range of key influencers with different communication products. It also promoted healthy COVID-19 practices such as wearing of face masks, and proper hand washing, and disseminated over 200 videos. More than 90 of these videos received at least one million views on the WHO Regional Office for Africa's social media platforms, mainly Facebook and Twitter. These platforms grew by 1.129 million followers compared to the annual target of 600,000. Thirty-two newsletters showcasing key elements of the pandemic response were disseminated to ministries of health, United Nations agencies and donors with a unique open rate of nearly 40%, representing a 10% increase from the previous year. In a bid to fight COVID-19 misinformation and complement public health awareness and community engagement in the WHO Africa Region, the African Infodemic Response Alliance (AIRA) was launched by the WHO Regional Office for Africa in 2020. AIRA immediately grew in membership from 13 to 1,514. The Viral Facts Initiative which emerged from this was used as a communication tool to dispel myths, misconceptions and disseminate trustworthy COVID-19 messages (12). In this, the AIRA COVID-19 social content hub produced and disseminated over 100 different pieces of digital content countering damaging public health misinformation in Africa in multiple languages, and in the process generated over 95 million views. In addition, the WHO Secretariat for the Africa Region bolstered its external communication through a significant improvement of its online presence and brand image by revamping its website with new theme-focused pages to diversify content. This resulted in an increase in the average time spent on the website by 27%. The WHO Regional Office for Africa also launched a micro-website on the achievements of the Transformation Agenda, and increased its social media presence and engagement, which also enabled it to reach an audience of over 150 million through 29 media campaigns and better connection with its stakeholders and partners (12, 13).

To enhance accountability and transparency in its communication with donor partner, the WHO Secretariat in the Africa Region shared donor-focused communication products across various external platforms, including social media and the WHO Regional Office for the Africa Region website, in 2022. A total of 24 donors were acknowledged, and close to 250 communication products were published, including human interest stories, press releases and videos, as well as posts on Facebook and Twitter. These efforts reached a broad audience of over 6 million people, including donors and partners, the media and the general public. In addition, WHO Secretariat for the Africa Region recruited eight External Relations Officers, who leveraged their expertise to identify funding opportunities and developed proposals aligned with the needs of Member States. The increased focus on strengthening accountability and reinforcing trust with donor partners helped to further the WHO Regional Office for Africa's mission toward improved health outcomes for the continent during this period, 2020–2023. In 2022, the WHO Secretariat in Africa introduced a regular reporting and feedback mechanisms and organized over 60 partner briefings to foster a better understanding of its work, and collaborations. This resulted in the mobilization of new funding which amounted to US$422 at the country levels. To sustain leadership development among managers in health ministries and to expand and sustain the Leadership for Health Transformation Programme, the WHO Secretariat for the Africa Region partnered with academic institutions which included the Ashesi University in Ghana and the University of Pretoria in South Africa. Furthermore, the Secretariat increased collaboration with other United Nations agencies by entering into 31 agreements, joint programmes for synergistic actions and leveraging each agency's comparative advantage toward improving health outcomes in the region (13).




4 Discussion

The implementation of the Transformation of the WHO Secretariat in the Africa Region during the 2020–2023 period provides important lessons which may help reinforce the pursuit of the goals of Pro-Results Values, Smart Technical Focus, Responsive Strategic Operations, and Effective Partnerships and Communications (8). Health governance transformation is central to improving health system performance, in preparing and responding to public health emergencies, and in pursuing SDG 3, and universal health coverage in the Africa Region and beyond (16, 17). The first theme emerging from in discussion is that achieving Pro-Results Values of the WHO Transformation in the Africa Region requires a well-trained healthcare workforce, to lead the strengthening of country-level health systems so as to ensure the delivery of healthcare services to the population (18). In this regard, health leadership transformation equips health system leaders with knowledge and skills in organizational, team and personal management, enhance strategic and analytical capacity, and help them gain greater understanding of the complex issues encountered in governing health systems at all levels (7). However, studies on this area also emphasize the importance of training relevant to purpose, based on an understanding that there is a chain that links effective learning to high-quality services and thus to improved health. In this regard, it is important to continually and systematically examine the training of the WHO Secretariat in Africa to help ensure that it remains fit-for-purpose (18).

In addition, the study of WHO Africa Transformation (2020–2023) shows the importance of complementing basic training with mentorship programmes. Mentorship helps bridge the gap between the knowledge and skills acquired through training and practice in health leadership. However, there is need to ensure that mentorship programmes and mentoring expectations are clear and understood by both mentees and mentors. This can be achieved through discussions, learning contracts outlining mentorship outcomes and individualized development plans. Another challenge involves the establishment and maintenance of rapport between the mentors and mentees. This can be addressed through increased frequency of virtual meetings during public health emergencies of international concern. Virtual training and mentorship may however be affected by logistical challenges which may include unreliable, and often unavailable electricity supply, and unstable internet connections in some parts of Africa, and other resource limited settings around the world. One way to get around these challenges is to provide access to downloadable presentations and modules that can be viewed asynchronously, while simultaneously participating verbally through low bandwidth applications, such as WhatsApp. Internet-based training may also mitigate challenges such as cost, delay and/or inability to obtain visas to travel abroad for training, which can be amplified by the closure of country borders and embassies granting travel visas during the outbreak of diseases constituting public health emergencies of international concern. Another challenge that can be encountered in mentorship programmes is meeting the needs of trainees with different levels of technical capacity at the outset and with varied competency needs, while at the same time ensuring a diversity of trainee backgrounds, sustainability of training, and harmonization of the trainee's research and practice activities with the needs and priorities of the country where they work. This challenge can be addressed through involving local mentors in the recruitment and selection of trainees, mentoring activities and management of the program (19). Finally, training for Pro-Results Values needs to mainstream gender by reinforcing diversity, equity and inclusion with a particular focus to increase the number of women receiving training in health governance to help and ensure that more women occupy higher-level healthcare leadership positions at the WHO Regional Office in Africa, and in country offices (7). This aligns with Resolution WHA74.14 titled, Protecting, safeguarding and investing in the health and care workforce adopted at the Seventy-third World Health Assembly (WHA) of 2021, prescribing the creation of opportunities for women in the health workforce, that support their full and meaningful participation and representation, including in senior leadership and decision-making roles (20).

Our second theme is that WHO Transformation, particularly in the Africa region, needs to sustain the instilling of ethics values and standards into health leadership to help maintain a high moral and ethical standard of work for health workforce protection in line with Resolution WHA74.14 of 2021 for Pro-Results Values. Resolution WHA74.14 of 2021 calls for the safeguarding and protection healthcare workers through equitable distribution and access to PPE, therapeutics, vaccines, diagnostics, effective infection prevention, control and occupational safety and health measures within a safe and enabling work environment that is free from racial and all other forms of discrimination. In addition, this resolution also called for the prevention of violence, discrimination and harassment, including sexual harassment against healthcare workers, the majority of whom (almost 70%) are women (20). This is also in line with Resolution WHA74.14 of 2021 prescribing member states to take measures for their protection in the workspace. The implementation of the Transformation Agenda by the WHO Secretariat in the Africa Region shows the importance of creating and promoting a healthy work environment through workplace interventions which include the establishment of clinical sites providing workplace health initiatives and equipped with specialist healthcare professionals to provide counseling and psychosocial services for mental wellbeing, and testing, vaccination and if possible treatment or referral to health facilities (2, 21, 22). Furthermore, protection against discrimination, racism, tribalism, harassment, sexual exploitation and violence can be reinforced through awareness creation and meaningful conversations about the challenge amongst staff within the WHO Africa Secretariat and with stakeholders at regional, country and community levels to cultivate culture-specific, action-oriented and results-focused solutions for harmony. These can then be transformed into ethics standards, operating guidelines, protocols and regulations, for implementation in the workplace at WHO Secretariat level, in country offices, and health establishments to help protect all healthcare workers (20–22).

Theme three is that transformation of the WHO Secretariat needs to be proactive in adopting and sustaining digital tools, and in applying need-based hybrid work arrangements into health governance for Responsive Strategic Operations. The implementation of the Transformation Agenda by the WHO Regional Office for Africa between 2020 and 2023 shows that adoption of computer-based communication software such as Microsoft Teams, along with assistive Translation Software Systems, facilitate the continuation of normal day to day office communication through a digital platform for virtual meetings, broadcast of live video streams, and quick sharing of data and information during the outbreak of public health diseases of international concern which may have resulted in lockdowns, necessitating members of the Secretariat to working either in isolation from home or through a hybrid work model for productivity (12, 13). Studies suggest that Microsoft Teams has been a radical approach to digital implementation in healthcare which has so far proved effective in delivering a cost effective and rapid communication tool during the outbreak of global pandemics of public health concern (23).

Furthermore, digital tools also help facilitate connection and presence of the WHO Regional Office for Africa in society and communication with donor, partners and the world. For example, websites and social media accounts are not only information platforms but also a means through which to maintain connection with the society through followers, subscribers and interaction, through for example live virtual discussions on Facebook and Spaces on X (Twitter) for WHO presence in society. Social media platforms complement mainstream media platforms for wider delivery of information through press conferences (virtual or in-person), media interviews, and healthcare programme specific interventions. In turn this effective communication also helps complement interventions such as the Viral Facts Initiative in countering misinformation which may under otherwise undermine effective implementation of donor-focused communication products and health interventions, such as COVID-19 vaccines (12). Digital tools also help facilitate the generation of accurate, reliable, complete, consistent and timely health data to help inform effective planning and resource management in the WHO Transformation process. For instance, the transition to digital payments to healthcare workers helping the WHO Regional Office for Africa to pay community-level healthcare workers implementing interventions in different locations in the region in a timely, cost effective but also a transparent and accountable manner which in turn is also making it easy to track gains and value for money from the healthcare initiatives being implemented in the region, which in turn also helps in audits, reviews, monitoring and evaluation, and makes it easy to provide stakeholders feedback to help maintain and expand the donor base. Mobile money technology can also be used to generate heathcare data such as for monitoring and evaluation from Community Health Workers which could be integrated with Health Information Systems (HIS) within countries for improved efficiency (12, 13).

Our last theme is that transforming health governance needs to maintain and reinforce the principal-agent relationship and expand partnerships with society, governments and donor community for resource sharing and mobilization to strengthen Smart Technical Focus, and for Effective Partnerships and Communication. The principal-agent relationship between the WHO Secretariat in the African Region and in-country offices, including ministries of health, their partner ministries within countries and health governance structures therein down to the individual level within households level need to be maintained and reinforced. One main way through which to achieve this is through maintaining WHO presence for the provision of timely, responsive and relevant technical support to all health system leadership levels and ensuring community involvement and inclusion through wide decision space for responsiveness and acceptability of health interventions (12, 24). On this, a qualitative study in Kenya revealed that Community Health Committees (CHCs) are a mechanism through which communities can voluntarily participate in making decisions and providing oversight of the delivery of local healthcare services. This study however noted that for CHCs to succeed, health leadership needs to implement policies that promote wider decision space for community participation (25). This can be further reinforced by expanding collaborations with the community, governments and partnerships for resource mobilization and sharing. Partnerships with the society helps to mitigate health workforce shortages, a key health system challenge in health systems in the Africa Region. For example, a cross-sectional study carried out in Dhaka, Bangladesh, showed that household testing for SARS-CoV-2 detection by community health workers in low-resource settings is an inexpensive approach that can increase testing capacity, accessibility and the effectiveness of control measures through immediately actionable results (26). In addition, a qualitative study of Epworth, Zimbabwe reported that, despite resource constraints, community health volunteers remain an important resource through which to help complement health professionals in resource limited peri-urban areas (27). Resource constraints in transforming health systems can be mitigated by engaging and collaborations between governments and the donor community. On this, Development Assistance for Health (DAH) remains an important mechanism for funding and technical support from bilateral donors, centrally funded mechanisms, and philanthropic foundations for implementing health programmes in to lower-income countries. However, the donor-recipient dichotomy may at times create power imbalances which may result in the misalignment of priorities, short-term and often complex funding structures and processes, and a fly-in fly-out approach which can undermine aid effectiveness, WHO capacity strengthening efforts and sustainability. Call for reforming development assistance are not new to the global health community and have resulted in the formulation of aid effectiveness initiatives which include the International Health Partnership plus (2007), the Accra Agenda for Action (2008), the Busan Partnership for Effective Cooperation (2011), the Global Partnership for Effective Development Cooperation (2011), the Addis Ababa Action Agenda (2015), the Universal Health Coverage 2030 Global Compact (2017), and the 2030 Agenda for Sustainable Development which also underscores the need for a better aid model. Despite these global efforts, there has been little progress toward a more sustainable and effective model for delivering development assistance in the health sector. In this regard, the Transformation Agenda of the WHO Secretariat in the Africa Region presents an opportunity to reinforce ongoing efforts to address this challenge, toward a sustainable and effective model through which development assistance for health can be delivered in pursuing systematic and outcome-oriented health governance for strengthening of health systems in the preparation for and response to public health emergencies of international concern, and programme specific healthcare interventions for the achievement of universal health coverage and Goal 3 of the Sustainable Development Agenda in particular (28).



5 Conclusions

Implementing the Transformation of the WHO with a particular focus on the Secretariat in the Africa Region requires sustained effort to train healthcare personnel to lead health system reform in the region. In addition, the enforcement of standard operating norms and ethics values need to be sustained so as to protect the health workforce from violence, discrimination, harassment and harm. To complement this, there is need to sustain digital tools and hybrid work arrangements into the health leadership transformation process. In addition, it is also important to strengthen the role of women in leadership and mentoring in the region so as to help enhance and strengthen women leadership, participation and representation in decision making to help strengthen the caregiver role often played by women within families and society, and for responsive health policy interventions which help contribute toward meeting the healthcare needs of women, the family and the community. This can be further reinforced by maintaining in-country and in-community WHO presence for technical assistance, and collaboration with communities, governments and development assistance for health partners for resource mobilization and sharing to capacitate the WHO Secretariat for the realization of the health system strengthening goal of good health, equity, responsiveness in line with SDG 3, and for sustainability in pursuing universal health coverage.
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Following her appointment as Regional Director of the World Health Organization African Region in February 2015, Dr. Matshidiso Moeti launched the Transformation Agenda to reform and align the organization’s work with regional public health needs. This initiative was prompted by the weaknesses observed during the 2013–2014 Ebola virus disease outbreak in West Africa, particularly delayed response and limited availability of skilled personnel for rapid detection and management. A key component of the agenda was the functional review of the 47 World Health Organization country offices in the region, aimed at optimizing structures and staffing to be fit-for-purpose. Conducted between 2017 and 2023, the functional review sought to tailor the country office capacities to the specific health priorities of all 47 Member States and introduce more effective operational models. This paper examines the management of human resources throughout the functional review process, with a focus on workforce challenges, including anxiety, stress, and uncertainty and the strategies adopted by organization to mitigate their impact. It also reviews the steps taken to strengthen country offices human resource capacities in line with the functional review objectives and draws attention to the challenges, good practices, and lessons learned in managing organizational change during institutional reform.
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Introduction

The Transformation Agenda (TA) of WHO in the African region sought to engender a regional WHO secretariat and country offices appropriately resourced and equipped to deliver on the organizational mandate; “an organization that meets the needs and expectations of its stakeholders” (1). It aimed to make WHO a more transparent, responsive and results driven organization, and capable of meeting stakeholders’ expectations (1). Additionally, it was geared toward stimulating regional health through four focus areas, namely, “pro-results values, smart technical focus, responsive strategic operations, and effective communications and partnerships” (2). The new organizational vision aimed at designing core predictable country presence which is aligned with national needs and priorities to improve lives and health for all, including preparing, detecting, and responding to public health emergencies (3). One of the foundations of the TA was a functional review (FR) aimed at transforming the 47 WHO Country Offices in the African Region (WCOs) into entities equipped with structures and adequate staffing that are fit-for-purpose for efficient delivery of WHO mandate as expected by its Member States (4). As such, FR strove to equip WCOs with a workforce with skill-mix and the necessary competencies to adequately address the health needs and priorities of host countries (25, 26). According to Goleman (5), health institutions can be more effective and efficient in delivering their mandate through a business strategy of organizational transformation.

The FR review also considered the support functions and operational processes aiming at making them more responsive and efficient (1, 17). Goleman (5) argues that organizational transformation entails a robust structural reform, including change in organizational design, culture change, the way employees interact among themselves and with partners, delivering quality products and services to sustain competition and to maintain their relevance. A change in organizational culture would be required to consolidate both strategic, structural and organizational operational changes (6, 16, 18).

The FR was conducted from 2017 to 2019, and the results of the review were implemented from 2019 to 2023. Needless to say, that the new structures which emanated from the FR were not fully staffed and continue to be implemented as and when resources are mobilized. Their implementation required a huge financial capacity that most WCOs did not have then. Hence the implementation and staffing of the new structures was processed in phases through a prioritization of core functions and critical positions for which funding was available.

However, despite its good intentions, namely, to equip WCOs with a fit-for-purpose workforce with required skilled, the FR raised several issues and challenges among the workforce across the 47 WCOs. First, its announcement raised anxiety among the workforce due to the associated uncertainty and the possibility of job insecurity. The concept of functional review aiming to equip WCOs with the right skills was misinterpreted in the general impression was that it would result a massive lay-off of staff. Despite several communications to explain and clarify the purpose and objectives of the FR, the anxiety and associated stress persisted.

The impact of the FR and its implementation on the workforce is the purpose of this paper. It discusses the experiences of the workforce before, during and after the review and the responses of WHO African Regional Office (WHO/AFRO) management toward these challenges.


The functional review of WHO in the African region

The FR is acclaimed for its originality and its boldness in introducing radical transformation in organizational design, staffing modeling, agile workforce, and new ways of doing business. A paradigm shift in workforce planning and management, in particular, people management during a robust restructuring constitutes some of the biggest lessons learned and good practice of FR (19, 20). The FR mid-term review conducted in 2018 noted that the purpose, the scope and the guideline package of the functional review was comprehensive and that communication prior to the review process was effective (7). It however indicated that communication during and after the functional review could have been more frequent to adequately update staff; timely present the FR outcome and clearly indicate the next steps. It further indicated that career counseling sessions and stress management services were much appreciated by all interviewees. However, it recommended that the WHO/AFRO management should invest more in communication to allay fear among staff.



The functional review process

The FR started by defining the scope, the purpose, the terms of reference, the expected results and the guidelines for conducting the review and implementing the results. This was to ensure transparency, objectivity and accountability that the TA advocated for from the outset. A team of experts from the technical, operational and human resources management unit of the organization was put in place to conduct the review. Career counseling and stress management services were developed to cushion the effect of the review.

Stakeholders from all 47 Member States of the WHO African Region (WHO/AFR) including government officials, other UN agencies, WHO staff and other partners were consulted to identify the critical needs and priority functions that WHO has a comparative advantage to fulfil for an effective support to the country (4).

The functional review team further translated the country needs and priorities into an ideal structure reflecting the health situation of the country. The next step was to conduct a desk review and skill inventory aiming to determine the required skill-mix to satisfy the identified needs and priorities. The team further reviewed the skills readily available in the country and proceeded to establish the skills gap between the existing and the required skills to make recommendations on how to bridge the gap. The recommendations were formulated into a report submitted to the Regional Director (RD) through the WHO Representative (WR) for consideration, approval and implementation. A townhall meeting was organized for each WCO to give feedback to staff about the findings and the next steps including the process of implementing the results. This was the critical step as it highlighted the procedure to be followed to address functions found to be redundant and what to do with the occupants of the concerned positions. Furthermore, clarifications were provided on how to manage cases where a position has been upgraded or downgraded. Staff were given a chance to ask questions and clarifications pertaining to their specific situations.



Implementation of the results of functional review

The FR implementation involved staffing newly established human resources structures by filling fixed-term positions for which funding had been secured. Due to widespread budget constraints across the WCOs, not all positions could be funded initially. As a result, WRs were advised to prioritize core positions, while remaining vacancies would be filled as resources became available through ongoing mobilization efforts. Staff holding longer term contracts were reviewed and matched against newly created funded positions. The FR team proposed the matchings in consultation with WRs, which were then submitted to the RD and reviewed by an independent placement committee (PC). This committee, established by the RD, ensured objectivity and compliance with WHO rules. Key principles guiding the process included matching staff to positions of the same grade or one grade lower, and ensuring no promotion occurred without competition.

The matching process resulted in three possible outcomes: single matching where one staff member matched to one position, leading to reassignment; multiple match in which several staff matched to one or fewer positions, prompting internal competition and no matching in which– either a staff member was unmatched (resulting in redundancy and separation), or a position lacked suitable candidates and was opened for recruitment, with priority given to unmatched internal staff.

Clear reasons for non-matching were documented and communicated to staff. Town hall meetings were held in each WCO to explain the outcomes and allow staff to raise concerns. Despite efforts to maintain transparency, objectivity, and fairness, the process generated widespread anxiety, uncertainty, and demotivation among staff. Many staff perceived the FR as a covert downsizing exercise, despite repeated assurances from leadership, particularly the RD that the objective was for organizational strengthening and career development. This perception created resistance, skepticism, and dissatisfaction, especially among those whose positions were abolished or who had anticipated automatic promotions based on past performance. As per FR policy, promotions could only occur through open competition.

Nevertheless, the FR did present career opportunities; over 450 staff were promoted between 2019 and 2023 through competitive processes. Still, the psychological impact and residual concerns among the workforce persisted beyond the formal conclusion of the review.



Outcome of the functional review

The FR resulted in an ideal structure for each WCO in line with its health situation, needs and priorities (8). The new structures stemming from the FR provided for core positions which if they were fully filled would equip the WCOs with a fit-for-purpose staffing with skill-mix capable to provide adequate support to the host country (22, 23). However, the staffing of these structures required funding which was not readily available in most of the WCOs if not all of them. As such, implementation of the outcome of the FR was executed by prioritizing core functions in line with available funds. In this regard, positions which were not funded could not be staffed. Furthermore, the FR highlighted positions which were redundant and were to be abolished. The profiles of the occupants of these positions were reviewed with the aim of finding positions for which they could match. The staff whose profiles could not match any funded position in the new structure were notified of the abolition of their redundant position and the process of separation was undertaken. The process of staff profile review and matching proved to be more stressful and a source of anxiety among the workforce.

Furthermore, to address the shortage of certain expertise at the WCO level due to limited financial resources, the Multi-country Assignment Teams (MCAT) were introduced. The MCAT was an innovation which consisted of co-locating a group of experts from which they could provide technical support to a group of countries. An MCAT consists of a group of experts positioned in one location and providing technical expertise to 3 or 4 WCOs (9). This approach was considered as an innovative way of doing business by providing technical support to countries with the limited available resources, producing more results with less resources (10). Noting that many WCOs would not mobilize sufficient resources to recruit international experts, the MCAT proved to be an excellent innovative and cost-effective solution. MCATs were initially designed with six (6) identified priority areas each, namely, Reproductive Maternal Neonatal Child and Adolescent Health (RMNCAH); HIV/TB/Hepatitis (HTH); Tropical and Vector Borne Diseases (TVD); Non-Communicable Diseases Control (NCDs); Health Financing (HFI) and Nutrition (NUT). Additional two (2) areas were introduced, namely, Integrated Service Delivery (ISD) and Laboratory Services (LAB). In total 11 locations were initially identified to host a total of 66 experts to intervene in 41 WCOs that could not afford the cost of each individual expertise in those identified core functions. With the introduction of 2 additional functions the number of experts to be located at MCATs rose to 80 located in the various 11 locations. The big five (5) WCOs, namely, Nigeria, Democratic Republic of Congo, Ethiopia, South Sudan and Central African Republic are not part of MCAT as they have pronounced needs requiring individual expertise located in each country. The Republic of Congo is also not part of MCAT approach due to its comparative advantage of hosting WHO African regional office and can directly tap from the expertise of the technical programs hosted there. The implementation of MCATs started in 2021 through the reprofiling the staff who were playing similar roles at Intercountry Support Team (IST) in Burkina Faso, Gabon and Zimbabwe. A total of 22 IST staff were relocated to the various MCAT locations.

However, it is important to note that the process of creating and implementing the MCATs brought with it another challenge. It created a new form of stress and anxiety among the staff designated to move from ISTs to MCATs and among national professionals officers (NPOs) who were playing these roles at WCO level. First, the concept of MCAT was not well understood among the workforce as the latter kept on referring to ISTs. The frequent questions were, are MCAT similar to ISTs? Are MCATs replacing ISTs? What will happen to the staff, mainly NPOs who were performing the functions to be covered by MCATs? These questions raised more anxiety and stress among staff, particularly those who were designated to move from ISTs to MCAT positions. It also created a sense of job insecurity among the NPOs in the WCOs covered by the MCATs. While the former were not certain about their new roles and responsibilities, their reporting lines and their budgets, the latter feared for redundancy and possible abolition of the national professional positions. To address this challenge, a workshop was organized in 2022 gathering all MCATs staffers and the WRs hosting the MCATs and those to benefit from their support. During this workshop the roles and responsibilities of MCATs were clarified as well as their reporting lines and supervision. Subsequent virtual sessions were organized to address the questions raised by staff across the regions in particular the NPOs to reassure them that MCATs are not conceived to replace the NPO functions but to complement them by providing high level technical expertise.

In addition, the FR further contributed toward a harmonization and standardization of the functions throughout the region which facilitates rotation and mobility of skills and talents across the board. Standard position descriptions were created for similar positions across the 47 WCOs. In this regard, other regions and the WHO Head Quarters adopted this innovative approach and are the outcomes of the FR such as the generic structures and job descriptions for their various staffing needs (24). Thus, the FR contributed in positioning the African Region as a proud leader in Transformation and functional review innovative approaches. However, the funding of MCATs remains a challenge as most of the proposed positions are not filled which raises the issues of the sustainability of the MCATs approach.



Agile and flexible workforce

The FR took into consideration the changes happening in the global job market and the competition over scarce skills and talents and adjusted accordingly the staffing model of each WCO. As such, the organizational structures of all WCOs highlighted the core positions to be prioritized for filling in line with the limited available resources. Furthermore, the types of appointment offered to staff reflected the nature of the position and the type as well as the duration of the funding. Accordingly, an outreach effort to attract talents and adequate skills to fill vacant positions was launched in collaboration with various actors in this area (7). All managers were required to reach out to their networks to attract the best candidates. This opportunity was also used to attract female candidates and those from under-represented Member States to improve gender balance and geographical representation among WHO workforce in the African region. Once the “must-have” core functions are resourced, managers would fill the gaps through other types of contractors such as the use of temporary workforce, including consultants, volunteers, specialized institutions, and other experts. However, those holding non-staff contracts such as United Nations Volunteers (UNVs), consultants and Special Service Agreement (SSA) holders complain of the precarity of their working conditions, particularly when they stay long under these contractual arrangements. For example, consultants do not have entitlements such as leave, pension and health insurance despite the length of their contracts which can go up to 11 months non-stop. The UNVs are allowed to work under that contractual arrangement for 4 years after which they are separated. Furthermore, all these members of workforce, including holders of Special Services Agreement (SSAs) do not contribute to the UN pension and the non-renewal of their contracts does not provide for any form of separation indemnities and allowances. This put them in a situation of vulnerability and precarity in terms of social security scheme. All these issues contribute to the anxiety, job insecurity and job unsatisfaction for this group of members of the workforce.

Finally, the functional review provided flexibility for expansion when the WCO is responding to an ad-hoc event such as a pandemic outbreak or humanitarian emergency and to shrink after the event is put under control. The agile workforce has proven to be efficient during the response to outbreaks such as Ebola virus, COVID-19, Marburg, and other outbreaks across the region (19, 21). Furthermore, managers have the flexibility to recruit temporary staff to handle an increased workload or to provide the required ad-hoc technical expertise to the host country. Agility and flexibility in workforce management is a critical change and a new way of doing business that the African Region has successfully implemented (24–26). However, the anxiety and stress among the workforce recruited in these circumstances are not negligeable. Whenever there is shortage of funding the workforce with short term appointments and those under non staff contractual modalities are the first to be separated. This was also considered as the source of anxiety and stress among the concerned workforces. The study conducted by Asfawa and Chang (11) indicates that perceived job insecurity was associated with reduced engagement and that this may be moderated by supervisor support. The response of senior management for this situation has always been that all members of our workforce are important, and their contribution is well recognized, valued and respected. It has also been proved that those with these less attractive contractual modalities are given priority when opportunities arise to create and fill fixed term positions. These measures compensate for their less attractive employment conditions and give them hope to accede to a more satisfying and secure contractual arrangement.



Workforce capacity and capability

One of the best practices of the FR was the process of skill inventory and gap analysis among the workforce at each WCO. This exercise allowed identification of the skills available in each WCO in comparison with what is needed for the WCO to efficiently discharge its mandate. The functional review team identified the skill gaps and made recommendations on how to bridge them. The process of bridging the gaps as recommended by the functional review included upskilling through capacity building programs, exchange programs to stimulate experience from other offices and finally recruiting new talents with the required skill set. Furthermore, existing staff were matched to the functions for which their skills and talent fit. This great innovation in human resources management enabled WCO managers to assign the right people with the right skills to the right functions (24). In addition, the collected information informed the AFRO management to design appropriate capacity building programs such as the mentorship program and the Leadership Pathways to equip managers with the required skills to lead their teams. An organization engaged in a transformation aiming for excellence requires leaders with capacity and capability at all levels of leadership (12, 23). The assessment of workforce capacity and capability is an important exercise to ensure efficient and effective management of activities at WCO levels. All senior staff with managerial roles or supervising teams need the capacity and the capability for optimum performance of individuals and teams under their supervision (22, 25, 26).

However, the process of skill inventory as well as upskilling initiatives raised hopes and expectations among the workforce which some staff considered not fulfilled when no change happened in their career. From the discussions in meetings organized around functional review, staff indicated that they expected that their long experience, adequate educational background and high performance would offer them opportunities for career growth. AFRO.

Management constantly clarified that according to the guidelines set forth to guide FR implementation, the matching of staff to positions would be for same grade or one grade below. Promotions were only possible through a competitive selection process. This principle guaranteed fairness, objectivity, equity and transparency. However, it also created frustration for staff who met the requirements but could not be matched to positions of higher grades than their own. Nevertheless, they were reassured that when these positions are advertised their candidatures would be given priority as internal candidates.



People and performance management

Cognizant of the difference between having a team with the right skills in the right place and making the team to perform and produce the desired results, the functional review introduced a culture change in people management through managerial and leadership soft skills with an objective of improving performance. Understandably, high performance requires not only technical expertise but also and mainly efficient people management. It has been established that when the workforce is highly engaged, they become more productive, proactive, and motivated (13). However, noting that functional review had created a climate of job insecurity, uncertainty and low morale, raising the level of engagement among workforce was the priority of AFRO management.

A communication strategy aiming at reassuring staff that the purpose of FR is not to lay off staff but to realign functions with the needs and priorities of the host countries contributed to raising staff engagement. Furthermore, the discourse around the benefit of FR in terms of creating opportunities for career progress through the increased number of positions contributed to raising hopes and morale of the workforce. This was also a call for all managers and team leaders to motivate and encourage their team members to voice their concern and to make proposals for culture change. In this regard, AFRO management encouraged innovation and creativity across the region. This was achieved through embracing the spirit of the truism that skilled people should not be told what to do but allowed to express their potential and be guided toward fulfilling their personal goals and driving the organization’s goals. Notably, “human beings have an inherent tendency to seek out novelty and challenges, to extend and exercise their capacities, to explore and learn” (13, 24).



Good practices in implementing functional review

Implementation of functional review in the 47 WCOs required innovative approaches such as putting up a team dedicated to implement the outcome across the region. The functional review process had taken a long period which had aggravated the status of anxiety among workforce. The implementation of the FR results had to be accelerated so that all staff can know their situation. The Human Resources and Talent management (HRT) team reassigned all staff to positions to which they were matched and adopted a fast-track recruitment approach to speed up the selection process for the remaining vacant positions. This team was also responsible for clarifying the process of implementing the results of the functional review and to respond to individual queries pertaining to specific issues related to contractual arrangements and entitlements. Furthermore, a team of psychologists and stress counselors was put in place to assist staff who experienced anxieties, stress and mental problem.

The filling of more than 450 positions in less than 6 months provides a great inspiration for management to consider the approach for future massive recruitments. The constitution of multiple panels and their use for several selections has created a harmonized, transparent and objective approach in assessing and selecting candidates1. The availability and participation of staff in selection panels as hiring managers, independent panel members or representative of staff association, despite their busy schedules was exemplary of staff ownership of the process and is commendable. Therefore, the implementation of the outcome of the functional review encompassed everyone and was not a preserve of the HRT or management alone. Another innovation celebrated as good practice was that the coordination and management of all selection processes including local positions, was conducted at regional level to increase objectivity, transparency and to discharge the managers, particularly the WRs, of the burden of being perceived as subjective or favoring certain staff. However, the coordination was conducted in a manner that managers/WRs were consulted and updated at each stage of the process. As such, collaboration with WRs and Managers across the region facilitated the smooth running of the selection processes making the robust functional review ambition a success.



Challenges and lessons learned from the functional review implementation

The functional review created negative sentiments among the workforce attributed mainly to the fear of the unknown and job insecurity. The perception that the skill inventory would result in some cases where the current staff profiles were inadequate for the needs and priorities of the country created a climate of uncertainty. Furthermore, the long period that the process lasted created a prolonged state of anxiety. As such, the main challenge was to accommodate and manage these negative sentiments, particularly anxiety, stress and fear which had a toll on staff moral and mental health. Change always brings challenges, resistance, and uncertainty (14). Accordingly, the functional review presented a great test on leadership and people management in times of uncertainty. The fear of the unknown and the negative experiences of previous organizational restructuring and reforms complicated the management of uncertainty at individual and managerial levels. Pertinent questions by staff on whether their positions will be abolished or kept in the new structure; whether the staff will remain in the current duty station or likely to move and to where; Would they be able to keep their children in the good schools like the ones they are currently studying? Such interrogations fueled an environment of uncertainty that Managers at all levels had to respond to as transparently as possible, although they could not provide definite answers. Uncertainty about the future of one’s career is the source of fear, doubt, worry and anxiety which, when not professionally managed, can affect the staff’s wellbeing and the family let alone the working environment.

To address this critical challenge, a communication strategy was necessary to keep staff appraised of the process and outcome. In this regard, frequent update messages from the Regional Director to all staff about the functional review process coupled with Townhall meetings helped to clarify some of the uncertainties and to reassure staff about the objectivity and transparency of the process. Furthermore, WHO management put in place staff counseling and psychosocial support services which helped to accompany staff through the long and challenging FR implementation process.



Functional review positive outcome

Despite the challenges such as anxiety and stress brought about by the functional review, the latter provided opportunities for career progression among staff. Since 2018, a total number of 473 staff got promoted while many others moved to different functions within and across WCOs through lateral movement (Table 1).


TABLE 1 Upward mobility among WHO/AFR staff since 2018.


	Promotions
	To grade



	From grade
	G3
	G4
	G5
	G6
	G7
	NO-A
	NO-B
	NO-C
	NO-D
	P1
	P2
	P3
	P4
	P5
	P6
	D1
	D2
	Total

 

 	G1 	2 	 	 	 	 	 	 	 	 	 	 	 	 	 	 	 	 	2


 	G2 	14 	2 	9 	 	 	 	 	 	 	 	 	 	 	 	 	 	 	25


 	G3 	 	3 	3 	1 	 	 	 	 	 	 	 	 	 	 	 	 	 	7


 	G4 	 	 	23 	10 	4 	 	 	 	 	 	 	 	 	 	 	 	 	37


 	G5 	 	 	 	34 	8 	 	 	 	 	 	2 	1 	 	 	 	 	 	45


 	G6 	 	 	 	 	23 	5 	6 	1 	 	1 	6 	1 	 	 	 	 	 	43


 	G7 	 	 	 	 	 	9 	7 	 	 	 	14 	7 	 	 	 	 	 	37


 	NO-A 	 	 	 	 	 	 	2 	 	 	 	2 	4 	 	 	 	 	 	8


 	NO-B 	 	 	 	 	 	 	 	46 	3 	 	6 	9 	6 	 	 	 	 	70


 	NO-C 	 	 	 	 	 	 	 	 	5 	 	 	6 	50 	2 	 	 	 	63


 	NO-D 	 	 	 	 	 	 	 	 	 	 	 	 	4 	 	 	 	 	4


 	P2 	 	 	 	 	 	 	 	 	 	 	 	20 	2 	 	 	 	 	22


 	P3 	 	 	 	 	 	 	 	 	 	 	 	 	37 	1 	 	 	 	38


 	P4 	 	 	 	 	 	 	 	 	 	 	 	 	 	41 	 	 	 	41


 	P5 	 	 	 	 	 	 	 	 	 	 	 	 	 	 	5 	15 	 	20


 	P6 	 	 	 	 	 	 	 	 	 	 	 	 	 	 	 	10 	 	10


 	D1 	 	 	 	 	 	 	 	 	 	 	 	 	 	 	 	 	1 	1


 	Total 	16 	5 	35 	45 	35 	14 	15 	47 	8 	1 	30 	48 	99 	44 	5 	25 	1 	437




 

Furthermore, the functional review implementation introduced some innovations that will continue to be used for the management of such a complex and massive reform. One of these is grouped recruitment and creation of rosters which proved to be a good approach and a commendable good practice to save time and to have a pool of qualified candidates to tap from whenever a recruitment need arises. The creation of roster allowed staff who were not selected for a particular position but were vetted by selection panels as qualified candidates to be hired without further selection process when an opportunity arises within the African region and beyond. In this regard, other regions and HQ continue to contact AFRO to share the candidates from the rosters for their own recruitment. As such, functional review’s positive outcomes profit the region and beyond.

Furthermore, capacity-building activities were and continue to be organized function by function to ensure that the staff who have integrated new teams and/or occupy new functions are well briefed on their work and the deliverables expected of them. Managers at all levels are being trained on leadership and managerial soft skills, in particular, people management and team performance to strengthen their capacity to lead their teams to excellence levels and standards of performance expected of them.

Finally, communication played a significant role in the process of conducting and implementing functional review. The outcome of FR was communicated to all staff and they had an opportunity to comment and ask questions for clarification. Furthermore, the Regional Director communicated regularly with all staff on the progress of functional review at each stage of conception and implementation process (15). As communication is a key for change management, the main message emphasized that the purpose of the functional review was not to reduce staffing but to assign staff in the right places in accordance with their skills and talents. Communication throughout the process and accompanying measures such as staff counseling and psychosocial support services played a determining role in overcoming the challenges and making the FR process a success.



Lessons learned and way forward

The main lesson learned was that a robust transformation carries challenges such as uncertainty and anxiety among the workforce. As such, beyond the FR implementation, the remaining critical work is to remove the uncertainty and anxiety through a communication strategy and a robust system of stress management and mental health investment. Furthermore, staff engagement and motivation is of paramount importance for individual and team performance. As such, the Human Resources and Talent management Unit (HRT) is required to work with Managers to invest in activities aiming to improve staff engagement and motivation. Management should invest more in the already launched staff development initiatives such as induction, mentorship, team performance program and leadership pathways. Effective communication, team spirit and collaboration among staff within and across budget centers will be a key factor for maintaining and improving the gains of functional review. AFRO senior management commits to accompany individual staff, Managers and teams to perform to their highest potential by creating a respectful and empowering work environment and giving a platform to staff to air their views. Investment in stress management and staff wellbeing will go a long way in creating a workforce engaged and motivated to discharge the mandate of WHO in the African region. Regular satisfaction surveys will inspire and guide management on areas to improve.




Conclusion

The FR proposed an innovative approach consisting of planning focused on the needs and priorities of the country as opposed to the traditional budget-based planning. In the spirit of the FR, each WCO designed its structure aiming at addressing the prevailing health situation, needs and priorities of the host country. In so doing, the FR did not only offer an innovative way of presenting the planning, budgeting and implementation of activities at WCO level but also provided a possibility to shift from a budget-based planning approach to the needs and priority-based approach.

By providing WCOs with ideal structures and relevant workforce planning aligned with the health situation, needs and priorities, WHO at country level is now able to approach donors and showcase their added value focusing on where they can make an impact if funding was channeled to the identified needs and priorities (10). The structures derived from the FR highlight the critical functions that WCO must have to deliver effectively and efficiently its mandate. As such, through the structures provided by the FR, WCOs found a tool reflecting the views of stakeholders and partners which can be used for resource mobilization and advocacy. Where the mobilized funding does not cover the entire functions in the structure, WCOs prioritize the critical functions and continue to mobilize resources with the spirit of staffing the remaining positions as and when funds are mobilized.

Furthermore, the FR introduced an innovative way of speedy and timely talent acquisition through grouped recruitments and creation of roster for future rapid filling of vacant positions.

However, the FR came with some challenges and negative effects on the workforce. It created a climate of uncertainty, a feeling of job insecurity which were a source of anxiety and stress among the workforce. Furthermore, the FR and its implementation took a long time which prolonged the period of uncertainty and anxiety among workforce. Moreover, its implementation happened during the acute outbreak of COVID-19 pandemic which added a level of anxiety and stress among the workforce. The management responded to all these challenges through frequent communications to explain the processes and to update staff on the status of implementation. Accompanying measures such as preparation of staff through briefings on CV writing and how to do competency-based interviews were appreciated by the workforce. Furthermore, the introduction of psychologists and stress counselors to assist staff in need was a great move in people management in times of uncertainty.
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A decade ago, the World Health Organization (WHO) faced global calls for significant reforms to shift its focus from donor-driven priorities to those determined by its Member States. This demand was driven by political and financial pressures aimed at enhancing effectiveness and efficiency in service delivery. The WHO Regional Office for Africa was particularly challenged, and the 2014–2015 Ebola outbreak further amplified the need for transformative changes. In response, the World Health Organization Regional Director launched the Transformation Agenda in 2015, aiming to improve the organization’s efficiency and responsiveness. Within this reform agenda, a major restructuring of the 47 World Health Organization Country Offices, known as the Functional Review, was conducted between 2017 and 2019. This article reflects on the experiences and lessons from the Functional Review process, providing insights, policy options, and recommendations for future reforms. Key lessons from the Functional Review include the need for sufficient resources, stakeholder engagement, flexibility, and clear communication during organizational reforms.
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Introduction

A decade ago, there was a global call for the World Health Organization (WHO) to undertake significant reforms. At the heart of this demand was the need to shift the organization’s focus from donor-driven priorities to those determined by its Member States (MSs) (1). Such calls for organizational reform are often driven by political and financial pressures aimed at enhancing effectiveness and efficiency in service delivery (2). Much of the call for reforms was directed at WHO’s Regional Offices, particularly the WHO Regional Office for Africa (WHO/AFRO), which was widely regarded as the most challenged. The incoming Regional Director at the time faced strong appeals to initiate transformative changes (3). This call for reform was further amplified by the 2014–2015 Ebola outbreak in West Africa, which exposed critical weaknesses in WHO’s emergency response capacity while simultaneously underscoring the organization’s vital role in supporting its MSs to address public health threats, especially those related to global health security (4, 5).

This push for reform is not unique to WHO. Similar demands have long been directed at the broader United Nations (UN) system, calling for changes to both its political architecture and operational modalities. However, consensus on the scope and direction of such reforms has remained elusive (6). Since 1974, UN MSs have engaged in discussions on institutional reform, culminating in the adoption of restructuring principles by the General Assembly in 1978 (7). Nevertheless, calls for further reform have persisted, with debates continuing into 2024 (8).

Reform efforts in the health sector have been a global phenomenon, occurring across countries regardless of their level of development. These efforts have typically involved changes in institutions and service delivery systems (9). Many national health sector reforms have focused on key areas, such as policy, financing, governance, and service organization (10, 11). Despite these global trends, skepticism has persisted among observers regarding WHO’s willingness and capacity to implement meaningful institutional change (12). Some critics have been of the view that WHO regional leaders were more interested in regional politics than reform efforts (13). Others have noted that the considerable autonomy exercised by WHO regional offices continues to hinder the organization’s ability to effectively implement coherent global health policies and reform itself (14).

In response to the widespread calls for organizational reforms, the incoming Regional Director of WHO/AFRO launched a comprehensive reform initiative in 2015, known as the Transformation Agenda (TA). This initiative was designed as both a vision and a strategy for change, with the overarching goal of shaping the organization into “the WHO that staff and stakeholders want” (15). A central component of the TA was the development of the Africa Health Transformation Program, 2015–2020, a strategic vision for achieving Universal Health Coverage (UHC). This program aimed to enhance WHO/AFRO’s capacity and reposition its work to be more effective, efficient, and results-oriented (16). The primary objective was to deliver more impactful technical and policy support to its MSs by aligning staff competencies with the needs of MSs and ensuring that resource allocation was responsive to national health priorities.

As part of the TA, a major restructuring of the 47 WHO Country Offices (COs) in the Region was carried out between 2017 and 2019. This restructuring, known as the Functional Review (FR), was a human resource and organizational alignment exercise. It aimed to ensure that the workforce and operational structures were better matched to the health situations, needs, and strategic priorities of the organization’s MSs.

This article reflects on the experiences and lessons derived from the FR process. It provides insights, explores relevant policy options, and proposes key recommendations that may be of value to other multilateral organizations embarking on similar institutional reform initiatives. In light of continued global calls for health sector and organizational reforms, the findings presented here contribute to a broader framework for guiding future reform efforts.



Organizational context of the functional review exercise

The WHO serves as the UN’s specialized agency for health, encompassing six regions, including the WHO African Region (WHO/AFR). This region is responsible for coordinating public health services and providing technical assistance to the 47 WHO African MSs. The WHO/AFR is governed by a Regional Committee of Health Ministers. The WHO/AFR Secretariat is organized into the African Regional Office, known as the WHO/AFRO, based in Brazzaville, Congo, and 47 COs predominantly located in sub-Saharan Africa. The Secretariat is led by a Regional Director, who is supported by country representatives overseeing the organization’s activities at the national level.

The WHO/AFR COs execute the organization’s core functions at the country level, which include providing technical assistance to MSs for the adaptation and implementation of international and regional health norms and standards, articulating evidence-based policy options, shaping the health research agenda, and supporting the strengthening of national governance and leadership. In large and emergency-affected countries, the COs have sub-national offices referred to as sub-offices. The technical, administrative, and financial aspects of the organization’s work at the country level are led by the country’s representatives.



The functional review process

The FR process commenced with a comprehensive analysis of national policy documents and WHO operational reports to gain a contextual understanding of each country prior to in-country visits. This was followed by in-country visits during which extensive stakeholder consultations were conducted. These consultations aimed to identify and validate the priorities and expectations of various actors regarding WHO’s role and performance and included a structured partner survey and in-person discussions.

Subsequently, a rigorous tabletop exercise was undertaken to synthesize findings from the consultations and to translate stakeholder expectations into specific functional roles, human resource requirements, and proposed structural adjustments for COs. The financial feasibility of the proposed structures was assessed using the WHO standard salary cost, also referred to as the post cost average, to estimate the cost implications of implementation.

Once the revised CO structures and specific recommendations were finalized, they were presented to WHO staff, MSs, and external partners, including donors, through established platforms such as staff meetings, donor roundtables, and individual briefings. To ensure consistency and accountability in the implementation phase, a comprehensive set of guidelines was developed. These guidelines, monitored by a high-level oversight committee within the WHO/AFRO, provided detailed instructions on managing the human resource implications of the FR. They served as the operational framework for translating the FR outcomes into action in a harmonized and transparent manner across the WHO/AFR.



Key observations and lessons learned from the functional review and their policy implications

Several lessons with policy implications that would be useful to other national and international organizations seeking to reform themselves were learnt in the process of implementing the FR.

First, organizational reform exercises are resource- and time-intensive; thus, there is a need to avail sufficient resources to carry out the various aspects of the exercise. The initial plan to complete the FR in 2 years was extended to 4 years due to the need to re-strategize sometimes. Additionally, the WHO needed to recruit long-term FR staffing as opposed to the initial consultancy arrangement. These increased the FR cost beyond the original estimates. Thus, it is critical to plan and allocate the required budget elements, such as salaries, allowances, travel and meeting costs, and funds to implement the findings before embarking on major reforms. Second, the endorsement of organizational reforms by stakeholders may not translate into funding for their implementation. Despite positive engagement and support for the FR outcomes by stakeholders, especially donors, very few were willing to make flexible investments toward their implementation. Thus, lack of funding became a major constraint to the implementation of the outcomes of the FR, leading to major delays, necessitating a change in approach.

Third, the coronavirus disease 2019 (COVID-19) pandemic, which began in 2019 and spread to Africa in 2020, was not anticipated and diverted attention from the implementation of the FR. Thus, adequate provision should be made for such unforeseen circumstances when planning organizational reforms. Fourth, flexibility is essential when implementing the outcomes of organizational reforms. In this case, flexibility in the staffing model for the new country office structures permitted the introduction of novel ways of working to address the gaps in staffing needs. These included prioritizing functions based on available funds, assigning staff to work across multiple countries, utilizing temporary surge support during periods of increased workload, and collaborating through partners.

Fifth, major organizational reforms such as the FR involve making difficult decisions that could affect staff careers and livelihoods. Such decisions often result in disappointment, stress, and anxiety among staff. Despite regular communication from the Regional Director aimed at reducing tension, not all staff were reassured—and rightly so, as some staff members ultimately lost their jobs. Several staff members who initially supported the FR reacted very negatively when their positions were discontinued in the new structure, putting them at risk of being laid off. However, the need to minimize staff anxiety should be carefully weighed against creating false hopes that may later result in legal issues. Additionally, another dilemma was striking a balance between the proportion of secured, predictable funds that should be used to fund new high-priority functions and sustaining existing and essential but less prioritized functions.



Discussion and recommendations

Reforming organizations through restructuring, defined as the act of changing the business model of an organization to transform it for the better (7), is not a novel initiative. The UN itself has undergone restructuring as part of its reforms aimed at improving efficiency (17), resulting in the reorganization of existing structures and creation of new ones as the case may be in 2019, including the Development Coordination Office, the Department of Political and Peacebuilding Affairs, and the Department of Management Strategy, Policy and Compliance (18). These reforms are often pushed and funded by international funding agencies such as the International Monetary Fund (19). The world is constantly changing as a result of globalization and the emergence of more global actors, especially in health and international cooperation. This is challenging the authority of international organizations such as the WHO, even in its traditional role of normative guidance and measuring global health trends (20). Thus, there will be a continuous need for the restructuring of organizations in response to these changes in the operational space. The findings of the FR process, including the lessons learned, will therefore contribute to such efforts.

Stakeholder consultations are important in the conduct of a restructuring exercise, as they provide opportunities to obtain feedback on the organization. All stakeholders welcomed the process of the FR; however, they had different perceptions of WHO and may not be fully aware of its functions. This occured despite the existence of a communication framework since 2017, which recognizes communication as integral to WHO’s work (21). In addition, stakeholder engagement provides an opportunity to communicate important messages to stakeholders. For example, only approximately 15% of the stakeholders consulted were aware of WHO’s normative function. This lack of precise knowledge about the organization’s functions may contribute to negative impressions of its performance and overall image. This masking of its normative functions at the country level may be linked to the often-cited focus on donor-driven, vertical, project-based implementation at the expense of evidence generation and standard setting (22).

There is an ongoing debate on the role that the WHO should play in the current crowded global health landscape, with some suggesting that the organization should focus on health governance and technical assistance, ceding operational functions to other organizations (23). Others argue that narrowing WHO activities could hamper its leadership in global health governance (24). Observations during the FR suggest that the normative functions of the WHO should not be excluded from its operational functions. However, decisions about which functions the organization should perform should be context-specific and clearly communicated to all stakeholders, especially at the country level.

Meeting stakeholder expectations regarding the type of support they require, as revealed by the FR, will necessitate staffing with competencies that differ from those that currently exist. Such staffing structures should consider the mix of skills (occupational types, grade levels, and numbers of positions in each occupational category) required to achieve the strategic objectives, functional interrelationships, and efficient work processes in providing technical assistance to MSs. Staffing these structures requires the engagement of new personnel with both local and international experiences and a significant overall increase in staff numbers in most COs, as reported earlier (25).

Another expectation of WHO is the need to transform from aligning to donor priorities to addressing priorities of MSs (1). However, the actions of the MSs and the donors regarding the funding of the WHO often conflict with this expectation. In many instances, several bilateral donors who are themselves MSs often insist on their priorities over those of the receiving MS. This lack of flexibility to realign MSs’ contributions to what they expected the organization to do has been a consistent challenge, even though WHO has recorded improvements in financing reform, predictability, and transparency (26). The call for restructuring organizations should therefore be accompanied by a commitment to providing flexible funds to implement the outcomes of such restructuring exercises.



Conclusion

This article highlights the importance of establishing clear principles at the outset of major organizational reforms, particularly within complex global health organizations such as the WHO. Setting such ground rules and preparing for unforeseen circumstances ensures coherence and alignment throughout the reform process, especially when engaging a wide array of stakeholders with differing perspectives and interests. In cases where multiple organizational components are involved, as in the case with the FR, identifying areas of convergence is essential for defining overarching priorities that can be addressed. The distinct needs and contexts of individual countries can then be addressed during the implementation phase, ensuring both relevance and adaptability. However, reform processes are often confronted with challenges such as resistance to change, long-term organizational liabilities, and a shortage of resources. Anticipating these risks and developing mitigation strategies early is vital for effective and sustainable organizational reforms. Moving forward, the WHO/AFRO and its COs should prioritize the full and sustained implementation of the FR.



Recommendations

Enhancing capacity and performance at the country level, particularly in areas such as evidence-based health policy dialogue and guidance, health coordination, technical brokerage, and delivery of high-level expertise, will be crucial. These improvements are essential for ensuring the WHO’s continued relevance and effectiveness within an increasingly complex and competitive global health environment. The organization’s Fourteenth General Program of Work (GPW 14), with its strong emphasis on country-level impact, represents a promising step in this direction and aligns closely with the strategic objectives and insights emerging from the FR.
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Effective health sector coordination is essential to improve the implementation of development and humanitarian response programmes in the WHO African Region. In recent years, multiple efforts have been deployed to strengthen coordination mechanisms, with uneven progress depending on the national context. Nevertheless, important challenges remain. In many cases, mechanisms remain fragmented, coordination platforms often operate in isolation, and resources are not always used efficiently. In certain settings, current cooperation models may hinder the long-term sustainability of progress, and there is a need to foster greater synergy among the actors involved. Strengthening national capacities and promoting coordination that better responds to realities on the ground therefore remain critical priorities on the continent. While several studies have assessed coordination mechanisms in individual countries, a regional overview has been lacking. This study thus aimed to examine the current status and characteristics of health sector coordination mechanisms and the role of WHO in health coordination across the 47 member states of the WHO African Region. A descriptive cross-sectional study was conducted between 2017 and 2019 using a mixed-methods approach, including document reviews, key informant interviews, and focus group discussions. The findings revealed that only 9 member states (23%) had a functioning central health sector coordination platform, all of which had signed the IHP + compact and adopted the Sector-Wide Approach. Nearly half (47%) lacked a central platform, despite 41% hosting a significant number of development partners and 36% having signed the IHP+. Sixteen member states (34%) operated multiple fragmented, programme-specific coordination mechanisms with minimal linkage to any overarching platform, despite most of them (81%) being IHP + signatories. In eight member states, parallel humanitarian and development coordination systems coexisted. Coordination was identified by stakeholders as one of the top five priorities for WHO support. Based on these findings, five key recommendations are proposed: strengthening national coordination capacities; streamlining multiple coordination mechanisms; addressing coordination challenges in protracted crisis settings; clearly defining WHO’s coordination role in line with partner expectations; and providing context-specific support across core health system functions. Collective efforts from all stakeholders are essential to accelerate the implementation of these recommendations, thereby enhancing health governance, improving aid effectiveness, and advancing progress towarduniversal health coverage in the region.
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Introduction

Coordination is the unification, integration, synchronization of the efforts of group members to provide unity of action in the pursuit of common goals, as an integral element or ingredient of all the managerial functions (1). In the context of this paper, its goal is to improve aid effectiveness and reduce transaction costs in view of the multiplicity of donors, projects, and programmes covering multiple countries (2). While ensuring that programme beneficiaries are reached with high-quality services (3).

Partner coordination remains a complex task, often shaped by differing priorities between donors and recipient countries. While donors tend to operate in line with their institutional mandates and strategic objectives, recipient countries seek to ensure that external support aligns with national plans and upholds their sovereign decision-making over public policy (4). It is therefore essential to align the interests of all stakeholders around common goals, and to foster environments that promote sustained coordination while preventing what is often referred to as “coordination fatigue.” (5). Existing coordination mechanisms within the health sectors such as the health sector coordinating groups are attempts to provide overall sector coordination, while others aim to address specific interest or achieve project/programme specific objectives. The Paris Declaration on Aid Effectiveness and the subsequent Accra Agenda for Action (6) were adopted to improve country ownership, harmonization, alignment, and mutual accountability of development aid which ultimately should result in more effective aid coordination. Additionally, the International Health Partnership and Related initiatives (IHP+) was established in 2007 to strengthen health development aid globally (7).

The coordination needs of many countries include alignment of development aid and interventions with national priorities, coordination of funding streams, and management of data to support evidence-based programme planning, implementation and evaluation (8). In the health sector, the emergence of major donors and the Global Health Initiatives (GHIs) such as the Global Fund for AIDS, Tuberculosis and Malaria (GFATM) and the Global Vaccine Alliance (Gavi) and their model of channeling significant amounts of highly earmarked resources through Non-governmental Organisations (NGOs) and United Nations (UN) agencies have improved access to health care services. Nevertheless, this aid delivery model has, in some contexts, contributed to and added layer of coordination resulting in persistent coordination challenges and an uneven use of available resources. This highlights the urgency of moving toward more integrated and sustainable coordination mechanisms in the health sector (9, 10).

The challenges arising from the presence of multiple donors and GHIs with multiple aid delivery and coordination mechanisms include the existence of parallel aid planning and coordination processes, the inequitable distribution of health workers, in some cases influenced by salary imbalances across programmes (11), lack of sustainability and increased dependency on foreign aid (12). These dynamics may erode governance structures at national and subnational levels, hinder transparency and accountability processes, and ultimately impact governmental leadership, oversight, and coordination capacity in the health sector (13). Other aid coordination challenges include duplication of supply chain procurements and management systems (14), malalignment of intergovernmental and health sector-specific coordination mechanisms and verticalization of health programmes particularly disease prevention programmes (15). These challenges often lead to difficulties in sustaining and expanding coverage of priority health services by national health systems (7).

Health coordination is among the key functions the World Health Organisation (WHO) is expected to perform especially global stewardship in setting norms, provision of policy and operational support to countries, and global health governance using its convening power (16). The organization’s 13th General Programme of Work (GPW 13), a 5-year strategy which ran from 2019 to 2024, highlighted support to coordination of health sector partners among its priorities (17). Given that many MSs of the WHO African Region (WHO/AFR) largely rely on international cooperation support (18), health coordination is often complex and requires several elements that need to work together to improve aid effectiveness (17). Consequently, there have been calls for better coordination of donors and GHI support by WHO in ways that comprehensively cover more priorities and contribute toward strengthening the health systems at the country level (19). For instance, in Mozambique, some bilateral donors have promoted sector coordination (20). Also, Mongolia has made progress attributable to a holistic approach to strengthening governance through building capacities including for planning and donor coordination (21).

However, experiences at strengthening health coordination at country level have demonstrated mixed results. Attempts to harmonize and coordinate support resulted in only 14% of the overall health funding being channeled through the coordination system (22). In Kenya, duplications and fragmentations continued despite the existence of a formal coordination structure (15). A case study covering Bangladesh, Cambodia, Mozambique, Zambia, and South Africa, showed that for health coordination to be impactful, it should go beyond the coordination mechanism to strengthening the whole system (23). The effectiveness of the coordination will also be suboptimal if relevant sectors are not involved as shown by the impact of climate change on health in Vietnam (24).

While some studies have examined health sector coordination in specific African countries, none has reviewed the situation across the region (25, 26). Furthermore, very few have reviewed both health development and humanitarian coordination mechanisms. This study therefore aims to review the status and nature of current health sector coordination mechanisms in WHO/AFR and to describe the perceived roles of WHO in the health sector coordination and strategies to improve donor coordination in WHO/AFR countries. The evidence provided by this study may be useful for regional public health organizations, donors, and national health authorities seeking to strengthen their health development coordination mechanisms. Moreover, as these processes consolidate, the resulting models could become transferable, further reinforcing the strategic value of the African Region’s field-based experience.



Methods


Study design

This is a descriptive cross-sectional study using a mixed-method design involving document review, key informant interviews (KIIs) and focus group discussions (FGDs) in the 47 MSs of the WHO/AFR between 2017 to 2019.



Study setting

WHO/AFR comprises 47 African MSs1 that are largely located in sub-Saharan Africa. Despite progress in areas such as immunization and infectious diseases control, the region continues to experience significant public health challenges. As of 2022, the neonatal mortality rate in the Region was 26 per 1,000 live births, and the under-five mortality rate was 70 per 1,000 live births, figures which are significantly higher than those of the other WHO regions (27). The same applies to the maternal mortality ratio which stood at 531 deaths per 100,000 live births in 2020 (27). Similarly, the region has some of the largest burden of infectious diseases globally. For example, in 2022, the incidence of tuberculosis per 100,000 population was 208 in 2022 (second only to the Southeast Asia region) while the malaria incidence stood at 223 per 100,000 population which is the highest globally (27). Due to changing lifestyle, nutrition, environmental and other factors, the region has continued to experience an increasing incidence of non-communicable diseases resulting in a double burden of diseases.

Unfortunately, the health system capacity in the region remains low due to poor planning, weak health governance and oversight, underfunding and the effect of chronic conflicts and humanitarian crises which affects several African countries. The density of health workers, which is a key determinant of health services delivery, is low. The physicians and midwifery personnel per 10,000 population were 2.6 and 11.3 which are far below the recommended ratio.

In 2018, the average government health expenditure as a percentage of total government expenditure in the African Region ranged from 2.2% in the Republic of Congo to 10% in Central Africa Republic which are below the 15% target set by the Abuja Declaration (27). With such low domestic health financing levels, foreign development aid in the form of direct budget support and specialized bilateral and multilateral funding mechanisms remain the main sources of healthcare financing in the region. Additionally, out-of-pocket expenditure as a percentage of total health expenditure in the region ranged from 4.4% in Botswana to 76% in Nigeria, indicating a high financial burden on individuals and households (27). With a Universal Health Coverage (UHC) service coverage index of 44 out of 100 as of 2021, the region lags behind the global average of 68 and those of other WHO regional blocks such as the Eastern Mediterranean region that is 57 and South-East Asia that is 62 (27).



Study participants

The WHO Regional Office for Africa (WHO/AFRO), the secretariat of WHO/AFR is headed by a Regional Director and supported by WHO Representatives, who are responsible for overseeing the organisation’s operations across the 47 MSs in the region. At the country level, WHO/AFRO offices implement the organisation’s core functions, which include providing technical assistance to MSs in the adaptation and implementation of international and regional health norms and standards, as well as supporting governments in convening and coordinating health sector partners. These functions are undertaken in collaboration with a range of bilateral and multilateral stakeholders, including national ministries of health, UN agencies, international and national non-governmental organisations, civil society actors, and donor agencies. The study participants were drawn from this broad spectrum of health development stakeholders. A purposive sampling technique was used to collect information from a diverse group of stakeholders. Hence, a formal sample size calculation for a normal quantitative study was not strictly required for data collection. Data was collected until saturation was reached. The participants included Ministers of Health or their designate, typically Permanent Secretaries or senior technical directors, as well as heads of health development cooperation within donor agencies, country directors of international and national NGOs, and heads of relevant UN agencies. These individuals are typically key actors in health development and humanitarian coordination processes, working in close partnership with WHO to support effective health governance, coordination and service delivery in their respective countries.



Data collection


Document review

A range of country-level documents were collected and analysed using a standardized template to obtain a comprehensive overview of the health coordination landscape across MSs. These documents included national health situation analyses, national health policies, health sector strategic plans, WHO Country Cooperation Strategies and their respective mid-term reviews, as well as other relevant national and partner-generated materials. The standardized template was designed to systematically capture key elements including contextual background, health system status, strategic directions and priorities, the partnership landscape, particularly health sector coordination arrangements, as well as an assessment of WHO country office capacities, encompassing both human and financial resources and operational modalities.



Key informant interviews and focus group discussions

KIIs were conducted with Ministers of Health or their designated representatives, who were predominantly Permanent Secretaries or the most senior officials responsible for international health coordination within the Ministries of Health of all 47 WHO African Region MSs. In addition, FGDs were held with other key stakeholders, organized into two distinct groups: members of the United Nations Country Teams and representatives of health development partners. Semi-structured interview and discussion guides were developed to facilitate both KIIs and FGDs all of which were conducted in person. These guides included questions designed to elicit participants’ understanding of the roles and functions of WHO, perceptions of what the organisation can and should do, and the priority deliverables and outputs expected by governments and their key partners. The guides also aimed to identify the roles played by other health partners in order to inform WHO’s potential engagement and alignment with existing coordination structures and collaborative frameworks. Detailed notes were taken during all interviews and discussions by the study team and subsequently transcribed for analysis.



Data analysis

A member of the survey team extracted information from the documents using a template to identify and categorize countries according to the existence and type of coordination mechanisms. The detailed descriptions and terms of reference of the various types of coordination mechanisms were also summarized. The information was then organized into thematic areas showing the countries’ situations, including in the area of coordination. This was shared with other team members of the research team for review and validation. The notes from the KIIs and FGDs were grouped into themes and concepts concerning the role of WHO in coordination. Summary counts of each theme/concept were generated, and percentages were calculated and presented in a tabular form.



Ethical clearance

Ethical clearance for the study was requested from the WHO/AFRO Ethics Review Committee. The Committee granted an exemption from formal ethical review, as the study was part of an internal organizational reform process and did not present any anticipated risk to human participants. The participation of key informants was voluntary, and confidentiality was ensured in line with the ethical principles applicable to research of this nature.





Results


Document review

The results of the document review are presented in Tables 1, 2. They show that at the time of the study, only 9 (19.1%) WHO/AFR MSs had a fairly functioning overall central sector coordination platform with 8 (88.9%) of them having signed the IHP + and are implementing the Sector-Wide Approach (SWAP). About half (47%) did not have a central coordination platform, despite 9 (41%) of them having significant partner presence with 8 (36%) having signed the IHP+. Sixteen MSs (34%) had multiple verticalized, programme/project-based coordination mechanisms with little or no link to the existing central coordination platform, despite the majority (81%) having signed the IHP+. There were vertical humanitarian and development coordination systems in 8 (17%) MSs (Table 1).


TABLE 1 Health sector coordination arrangements at country level.


	
	No
	Percent age
	Names of Countries

 

 	No formal central coordination platforms (some vertical coordination mechanisms may exist)


 	Total Countries (n = 47) 	22 	46.8% 	Algeria, Angola, Botswana, Cape Verde, Congo, Equatorial Guinea, Eritrea, Eswatini, Gabon, Gambia, Guinea Bissau, Madagascar, Mauritius, Mozambique, Namibia, STP, Senegal, Seychelles, South Africa, South Sudan, Togo, Zimbabwe


 	Significant Partner Presence (n = 22) 	9 	40.9% 	Angola, Cape Verde, Equatorial Guinea, Eswatini, Guinea Bissau, Madagascar, Mozambique, Togo, Zimbabwe


 	Signed IHP + (n = 22) 	8 	36.4% 	Congo, Gambia, Guinea Bissau, Mozambique, Senegal, South Africa, Togo, Zimbabwe


 	Fairly functional coordination mechanism


 	Total Countries (n = 47) 	9 	19.1% 	Burkina Faso, Cote d’Ivoire, Ghana, Kenya, Liberia, Malawi, Rwanda, Uganda, Zambia


 	Signed IHP + (n = 9) 	8 	88.9% 	Burkina Faso, Cote d’Ivoire, Ghana, Kenya, Liberia, Rwanda, Uganda, Zambia


 	Multiple coordination with no/poor link to central coordination mechanism or vertical humanitarian/development


 	Total Countries (n = 47) 	16 	34.0% 	Benin, Burundi, Cameroun, CAR, Chad, Comoros, DRC, Ethiopia, Guinea, Lesotho, Mali, Mauritania, Niger, Nigeria, Sierra Leone, Tanzania


 	Signed IHP + (n = 16) 	13 	81.3% 	Benin, Burundi, Cameroon, Chad, Comoros, DRC, Ethiopia, Guinea, Mali, Mauritania, Niger, Nigeria, Sierra Leone


 	Vertical Coordination Mechanisms for Humanitarian and Development Support


 	Total Countries (n = 47) 	8 	17.0% 	CAR, DRC, Ethiopia, Mali, Mozambique, Niger, Nigeria, South Sudan




 


TABLE 2 Existing mechanisms for health sector coordination at country level.


	Mechanism
	Description
	Examples
	Functions

 

 	High level health governance coordination forums 	Health Sector Dialogue Framework/Joint Sector Review forum brings together all health sector stakeholders to engage in policy dialogue; and to ensure ownership, accountability and transparency of the national strategy/HSSP IV implementation and monitoring process including through Annual Sector Planning and Review 	Compact between the Government and its development partners 	Compact aims to improve the economic and social effectiveness of aid and promote sustainable health development by strengthening the leadership of MOH in defining, managing, monitoring and evaluating national health policy based on the Aids Effectiveness


 	Health Sector Coordinating Groups (HSCG) and other high level coordination mechanisms generally chaired by the Ministers of health. Such as and Joint Interagency Coordination Committee (JICC), Health, HSSP National Steering Committee, Inter-Agency Leadership Committee (IALC) 	Provides a forum to achieve effective engagement with all health sector stakeholders to conduct a coordinated coherent and quality policy dialogue among health sector stakeholders; and provide input to the formulation of sector policies, strategies and programs and to ensure coherence with the national development plan among other functions


 	Partners’ coordination mechanisms 	These groups chaired or co-chaired by one of the partners is open to bilateral and multilateral partners operating in health and usually excludes the government. However, government officials are usually invited to participate in discussions around a particular topic when necessary. 	Health Partners’ Consultation Forum, Health Development Partner’s Forum, Health Donor Group, PTF Santé in Francophone countries 	To foster harmonization of partner support to government priorities, foster common understanding of health sector issues and communicate as one to the government, promote reduction of transaction costs for government, contribute to the development of sector policies, strategies and plans and endeavors to consolidate inputs and comments as a group


 	UN Coordination Mechanisms 	An attempt by the UN agencies to work around common development agenda 	UN Country Teams (UNCT) 	To coordinate The UN agencies’ inputs to health through UNDAF/UNSDF and monitored by the UNCT and its various organs


 	H4/H6 group of partners (WHO, UNICEF, UNFPA, UNAIDS, World Bank and UN Women) 	To focus and advocate for reproductive, maternal and child health.


 	Humanitarian Coordination 	Brings together all stakeholders including UN agencies, local and international NGOs and donors that provide humanitarian health response 	Humanitarian Health Cluster 	Is responsible for the development of the Health Humanitarian Response Plan as well as mobilization of resources, coordination, monitoring and evaluation of its implementation


 	Global Health Initiatives Coordination Mechanisms 	 	The Country Coordination Committee of the Global Fund to Fight AIDS, Tuberculosis and Malaria (CCM) 	Assures the coordination and the follow-up of the execution of the programs approved by the Global Fund and evaluates the performance of the principal recipients of the grants.


 	EPI Inter Agency Coordination Committee (ICC) 	Validates and monitors the EPI annual action plans, coordinates interventions of the various partners in immunization, mobilizes resources for immunization, and evaluates the implementation of the EPI plan


 	Technical working groups 	Technical working groups (TWGs) are operational entities where technical and policy issues are discussed by staff of the MOH with relevant and interested representatives of development partners, NGOs, and FBOs. 	Sector Working Group (SWG), Inter-agency Coordinating Committees (ICCs), Disease specific working groups 	Provide the platform for discussing technical issues on specific themes/diseases that will feed into main coordination mechanisms


 	Sub-national level coordination 	Serve as coordination mechanisms at the regional and district levels 	Subnational Health Cluster, Regional Dialogue Frameworks, District Health Stakeholder Committee 	To support coordination of activities at the sub national level for both development and humanitarian interventions




 

The document review further showed the existence of multiple coordination arrangements for the health sector WHO/AFR MSs. These included (i) High level health governance coordination forums that bring together all health sector stakeholders; (ii) Partners’ coordination mechanisms open to bilateral and multilateral partners operating in health and usually excludes the government; (iii) UN coordination mechanisms, an attempt by the UN agencies to work around common development agenda; (iv) Humanitarian coordination mechanisms that bring together all stakeholders that provide humanitarian health response; (v) GHI coordination mechanisms; (vi) Technical working groups that discuss technical and policy issues; and (vii) Sub-national level coordination mechanisms which serves as coordination mechanisms at the regional and district levels. The descriptions and functions of these mechanisms are presented in Table 2.



Key informant interviews and focus group discussions

More than 300 KIIs and FGDs were held in 47 countries. The most mentioned expected coordination function required of WHO includes to ensure the presence and active participation of partners in a functional coordination mechanism (89%), generation of evidence to guide interventions (89%), normative guidance and coordination of technical assistance (83%) and promotion of intersectoral action (77%) (Table 3). Other highly required coordination functions included strengthening capacities for governance (70%), strengthening subnational level coordination (70%), monitoring of accountability (53%) advocacy (51%) and alignment of health interventions to national priorities (40%) (Table 3).


TABLE 3 Coordination functions expected from WHO in countries.


	S/N
	Situation
	No
	% (n = 47)

 

 	1 	Establishment/strengthening of/active participation in Existing Coordination Mechanisms 	42 	89%


 	2 	Generation and dissemination of evidence to guide planning and implementation of health interventions 	42 	89%


 	3 	Improving normative guidance and coordination of technical assistance 	39 	83%


 	4 	Promoting intersectoral action 	36 	77%


 	5 	Strengthening capacities for health governance 	33 	70%


 	6 	Strengthening subnational health coordination 	33 	70%


 	7 	Stronger monitoring of mutual accountability 	25 	53%


 	8 	Advocacy 	24 	51%


 	9 	Alignment of health interventions to national priorities 	19 	40%


 	10 	Facilitation of south–south cooperation partnerships 	8 	17%




 

Three main thematic areas which align with the foregoing quantitative results emerged from the qualitative analysis of the KIIs and FGDs. First, there was a consensus that health coordination was ineffective in most African countries as a result of several parallel platforms, there were differentiated expectations of WHO’s coordination role. While both governments and partners acknowledge the importance of WHO in health sector coordination, their expectations diverge slightly. Governments expect WHO to play a stronger role in holding partners accountable In contrast, partners view WHO as a neutral broker that facilitates engagement and collaboration with government counterparts. Second, government and partners expected WHO to build institutional capacity at both national and subnational levels, including partner mapping and coordination structures, to reduce duplication and enhance value for money in health investments. Third, the was a strong demand for WHO to support the establishment and operationalization of national health coordination platforms. These platforms, they said should be geared toward facilitating policy dialogue, monitor the impact of strategies, and ensure more efficient, accountable coordination of technical and financial support across the health sector.




Discussion

This study aimed to assess the current status and characteristics of health sector coordination mechanisms in the WHO/AFR, and to analyse the perceived role of WHO in strengthening such coordination. The findings indicate that many WHO/AFR MSs still lack well established formal mechanisms for central health sector coordination, despite the presence of multiple development partners and global and regional frameworks designed to support such coordination. In countries where specific coordination platforms do exist, these often present limitations in terms of operational capacity, coherence, and alignment among actors, which hampers fully effective collaboration. Additionally, the study revealed that in countries affected by protracted conflict, the coexistence of humanitarian and development coordination structures posed a considerable challenge to effective health system recovery and resilience building. The partners interviewed called for improved engagement, capacity and involvement of WHO in strengthening health coordination functions of its African MSs using a differentiated approach (26).

The generally weak and ineffective health development coordination which was observed in this study may be attributed to a number of factors such as inadequate health coordination capacity within the government structure, the presence of multiple partners and coordination mechanisms, lack of adherence to the aspirations of the Paris declaration on harmonization and alignment and the Accra agenda and the presence of humanitarian-development divide (HDD). This is buttressed by the findings a of a recent study in Ghana and Sierra Leone that showed that strengthening coordination requires the mobilization of country level actors and skilled leadership (28). Similarly, it was observed that the vertical mechanisms of some GHIs are not always fully integrated into national coordination systems, which may result in overlaps, misaligned priorities, and fragmentation across the health system (20). This disconnect could hamper coherent progress toward UHC and the achievement of the Sustainable Development Goals (SDGs). This is further buttressed by other studies such as a WHO study in the Democratic Republic of the Congo (DRC) (29).

The study findings further show that even in countries where coordination mechanisms exist, they did not function optimally calling for the reorganization and strengthening of such mechanisms. In countries with fairly functional coordination mechanisms such as Cote d’Ivoire and Burkina Faso, more emphasis on the evidence generation, articulation of evidence-based policy options and monitoring and evaluation is required to further strengthen these mechanisms. This also applies to Uganda and Rwanda, where governments have demonstrated commitment to the principles of the Paris Declaration on Aid Effectiveness and the Accra Agenda for Action through the signing of IHP + compacts with development partners. These agreements are intended to enhance the effectiveness and alignment of external assistance in the health sector. In other contexts, such as Algeria, high-level strategic guidance could help enhance the impact of the development partners currently active in the country. A similar need may be observed in countries like Cabo Verde, Mauritius, and São Tomé and Príncipe, where many health development activities are coordinated from neighboring countries. In such settings, strengthening the technical presence and mechanisms for sustained engagement may contribute to a more integrated and context-responsive coordination process.

HDD was identified as critical health coordination challenges in MSs affected by protracted conflicts. The existence of parallel health development and humanitarian coordination mechanisms in such settings hinders post-conflict health systems recovery and resilience building (30). While the humanitarian health clusters seek to improve the effectiveness of humanitarian response by ensuring greater predictability, accountability and partnership (31), they are often vertical and separated from the development coordination mechanisms due to their nature (32). Nevertheless, the value of the humanitarian health clusters in improving health outcomes and reducing crude morbidity and mortality in humanitarian settings is critical (32). Thus, bridging the HDD in such settings to advance health system recovery and sustainable development agenda is an imperative. This should be done by ensuring close collaboration between health development and humanitarian coordination platforms and ensuring the transition of the humanitarian coordination mechanisms into development coordination at the end of the humanitarian emergencies (32). In this regard, chronic-affected MSs such as the Central African Republic and DRC will require innovative approaches and consistent interventions to bridge the HDD. Additionally, the active participation of the health sector coordination mechanisms in the health cluster activities and ensuring synergy between humanitarian programming and coordination is important in such settings (32).

Recognizing the health coordination gaps and challenges and the aspirations of WHO/AFR MSs and health partners to improve health coordination in the region, WHO country offices in the region need to strengthen their capacity for health coordination and play a more active role in health coordination. In this regard, a few key roles are proposed (Table 4). These proposals are based on a few considerations. First, more emphasis should be placed on strengthening the coordination of health planning and policy development to enhance national ownership and partners alignment as observed by Walt and Gibson (33). This is also in line with the assertions of Walt et al. (23) that addressing comprehensive sector strategies has a better impact on the system than discrete project-based coordination supported management units. Second, although health coordination contexts differ from one country to another, the overall objective is to strengthen health systems for UHC (34). It is therefore important to optimize existing coordination mechanisms toward achieving this objective, as demanded by stakeholders in almost 90% of the countries during the reviews. Third, achieving UHC requires health financing reforms aimed at improving health objectives at the population or system levels (35). Thus, health financing should be a critical pillar in health coordination to facilitate sustainable and equitable generation, allocation and efficient use of financial resources. Fourth, strategic health information is necessary for evidence-based health decision-making, policy appraisal, planning, implementation and evaluation and efficient use of resources. It should therefore be included in health coordination. Additionally, capacity strengthening in data analytics to guide resource allocation and contribute to improved efficiency in the use of resources is also critical. Finally, given that most of the existing multiple and vertical coordination mechanisms are linked to service delivery, a coordination function that integrates them to ensure efficiency and effectiveness is important.


TABLE 4 Proposed coordination functions for WHO country offices.


	Coordination area
	Objective
	Proposed key WHO role

 


	Policy/Planning 	To provide a tool for national ownership and partner alignment 	

	• Provide evidence to shape National Agenda

	• Facilitate policy dialogue toward sound policies

	• Coordinate technical support to develop a solid national costed multisectoral health plan







	Coordination mechanism 	To provide a forum for harmonization of inputs and stakeholder dialogue 	

	• Facilitate the establishment/effective functionality of a national health dialogue forum

	• Broker on issues between national authorities and other stakeholders based on evidence

	• Maintain and updated comprehensive partner map to promote inclusiveness

	• Facilitate dialogue between humanitarian and development actors







	Monitoring and evaluation 	To generate evidence for mutual accountability 	

	• Facilitate development of sound monitoring and evaluation Frame for National Health Plan

	• Facilitate generation of evidence

	• Facilitate Annual Sector Review between Government and Partners







	Financing 	To ensure equity in resources allocation and promote efficiency 	

	• Support the preparation of National Health Accounts

	• Maintain an updated resource mapping and gap analysis to facilitate equitable resources shifting







	Service delivery 	To promote efficiency and integration 	

	• Facilitate the design and implementation of essential integrated health packages

	• Promote the bridging of the humanitarian/development nexus








 

The findings of this study should be interpreted in the context of a few limitations which are associated with descriptive and region-wide studies. The sampling for selection of the respondents was purposive, which could have introduced some biases that a random sampling would have eliminated. However, the sampling method is acceptable for KIIs and FGDs. The analysis is primarily based on key informant interviews and group discussions, which may reflect perceptions shaped by context or individual experience. The study does not explore qualitative dimensions such as political dynamics or organizational culture, which are also relevant to coordination mechanisms. Most authors are affiliated with UN system institutions, which may have influenced the framing of some aspects. Additionally, as data were collected between 2017 and 2019, some coordination structures may have evolved since then, particularly in the context of the COVID-19 pandemic which emerged in 2020. Future studies could benefit from complementary approaches that include comparative methodologies and statistical tools to support deeper analysis and inform evidence based policy decisions.



Conclusion

This study assessed the status and challenges of health sector coordination across WHO/AFR MSs and examined the role of WHO in strengthening coordination efforts. The findings suggest that, in several MSs, several opportunities remain to strengthen national platforms for health sector coordination. For instance, despite the presence of multiple development partners and regional and global frameworks that should provide an enabling environment, many countries still lack centralized and fully functional coordination structures. Where such platforms exist, they are often configured in a vertical and limited manner, underscoring the need for more integrated coordination approaches. The coexistence of parallel humanitarian and development coordination structures posed notable challenges for sustainable recovery of health systems in countries affected by protracted crises. These structural and functional challenges are hindrances to the efficient delivery of cost-effective, high-quality health services and will continue to impede progress toward the achievement of UHC in the region.

Based on the study’s findings, we propose five main recommendations. First, the coordination capacities of WHO/AFR MSs should be systematically strengthened. Second, advocacy should be intensified to streamline the multiplicity of coordination platforms and mechanisms operating across the region. Third, HDD and the coordination challenges in countries affected by protracted conflicts should be addressed and bridged. Fourth, WHO’s role in health sector coordination should be more clearly defined and aligned with partner expectations and country-specific contexts. This role should extend beyond the establishment of coordination structures to encompass support for coordination of critical health system functions, including policy and strategy development, health financing, service delivery, and strategic information management. Furthermore, WHO’s coordination support should be context-sensitive, recognizing and adapting to the diversity of coordination needs, mechanisms, and tools across different settings in the region. Finally, the active participation of all public health stakeholders in the Region is would be essential to advance the implementation of the recommendations outlined in this study, reinforce collective health coordination and governance efforts, and contribute to improved health outcomes, which is undoubtedly the shared objective of all involved.
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Footnotes

1   Algeria, Angola, Benin, Botswana, Burkina Faso, Burundi, Cameroon, Cape Verde, Central African Republic, Chad, Comoros, Ivory Coast, Democratic Republic of the Congo, Equatorial Guinea, Eritrea, Ethiopia, Gabon, Gambia, Ghana, Guinea, Guinea-Bissau, Kenya, Lesotho, Liberia, Madagascar, Malawi, Mali, Mauritania, Mauritius, Mozambique, Namibia, Niger, Nigeria, Republic of the Congo, Rwanda, São Tomé and Príncipe, Senegal, Seychelles, Sierra Leone, South Africa, South Sudan, Eswatini, Togo, Uganda, Tanzania, Zambia, Zimbabwe.
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Introduction: Evidence from internal audits and other evaluation reports shows that the World Health Organisation Regional Office for Africa and its country offices have had varied relationships with their stakeholders, including governments, donors, non-governmental organsations, and the United Nations. As part of a wider organisational reform, a stakeholder perception study was conducted to understand the insights of the organisation’s stakeholders on the performance of its country offices.
Methods: We assessed stakeholders’ perceptions, expectations, and recommendations regarding the World Health Organisation African Region country offices using a self-administered questionnaire, conducted over multiple intervals from 2017 to 2020. Forty out of the forty-seven countries of the region were selected and included in the study. Respondents were purposively selected from the organisation’s key stakeholders in each country.
Results: Responses were received from 865 respondents from 40 countries, representing a 100% overall country response rate. Governmental institutions, UN agencies, NGOs/civil society, donors, and others constituted 35% (303), 25% (216), 22% (190), 11% (95), and 6% (52) of the respondents, respectively. Twenty-six percent (225) of the stakeholders considered the ability of the World Health Organisation African Region country offices to manage threats as fair or poor. They were unaware of the organisation’s core functions, particularly the function of shaping the research agenda and articulating evidence-based policy options. Regarding the accessibility/technology and timeliness of how the organisation communicates public health information, 38% (329) and 34% (294) of stakeholders, respectively, rated the organisation fairly and poorly. The majority of partners identified health system strengthening, communicable and non-communicable diseases prevention, emergency preparedness and response, immunisation, and polio eradication as the top five areas for the organisation to focus on at the country level. In general, many of the respondents would like to see improvements in the quality of the organisation’s technical assistance, better integration into the wider United Nations system, and better recognition of and support to civil societies. The donors (25%) were the most critical of the organisation.
Conclusion: We recommend a comprehensive organisational reform programme to address the negative perceptions identified in this study and reinforce the positive findings.
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Introduction

Historically, some stakeholders have perceived the World Health Organisation (WHO) as having become increasingly inefficient, bureaucratic, and unaccountable as it has grown (1–3). The six regional offices of the organisation have been viewed as stumbling blocks rather than championing the global health agenda in their regions (4). Gostin et al. observed that “excessive regionalization” of the WHO and the autonomy of the WHO regions have rendered the organisation unable to speak with one voice and to collectively implement global health policies (5). Other schools of thought believe that the WHO Regions are more interested in regional politics than advancing the global public health agenda, which tends to undermine the organisation’s headquarters in Geneva (6). The WHO African Region (WHO/AFR) has always been at the receiving end of these criticisms of underperformance, with its leadership heavily criticised for poor performance in 2013 (4). These criticisms grew in intensity following the West Africa Ebola virus disease outbreak (7–9). The organisation was widely blamed for the late and weak response to the outbreak, culminating in the long duration and high morbidity and mortality associated with it (10).

Unpublished internal audits and evaluation reports indicate that the WHO Regional Office for Africa (WHO/AFRO) and its Country Offices (COs) have had mixed relationships with their stakeholders. Whilst some stakeholders, particularly member states (MSs), generally perceived the organisation as adequate, others have raised concerns about its inability to provide comprehensive and timely technical assistance and public health leadership to its stakeholders. Funders have raised issues of inefficient use of donor funds, late reporting, and poor quality of donor reports as challenges that the organisation should address. Hence, there have been several calls for reforms of the WHO, particularly the WHO/AFRO and its COs (11, 12). WHO has undergone multiple reform initiatives over the past decades, although these efforts have largely been concentrated at the global level (13). Between 1989 and 1998, several attempts were made to address persistent challenges, including suboptimal performance at the country level, a gradual drift from the organisation’s core normative functions, and systemic management deficiencies. However, these efforts yielded only limited success (13). Subsequent reforms implemented between 1998 and 2003 aimed at internal restructuring and enhancing coherence between the six regional offices and the WHO headquarters, similarly achieved modest outcomes (13, 14). From 2010 onwards, the organisation embarked on additional reform agendas, focusing on improving governance, enhancing transparency, and increasing organisational effectiveness (13, 15). Nonetheless, these initiatives did not explicitly address the unique contextual and operational challenges of WHO/AFR, which remains one of the least targeted in prior reform efforts.

Thus, in 2015, the new WHO/AFR leadership established a major reform programme after identifying five key priorities, amongst which was transforming the organisation into a more effective, accountable, and results-driven agency. In consultations with its stakeholders, the new leadership outlined the modalities for implementing this priority in a document titled “The Transformation Agenda of the World Health Organisation Secretariat in the African Region. 2015–2020” (16). The Transformation Agenda (TA) had four focus areas, namely: (1) pro-results values, (2) smart technical focus, (3) responsive strategic operations, and (4) effective communications and partnerships. To ensure the effective implementation of the TA initiative, it was essential to capture the perceptions and expectations of WHO/AFR’s key stakeholders. The primary rationale was to generate insight into stakeholder views regarding the performance of the COs, which would, in turn, inform their functional review. This need became particularly pressing in light of the growing criticisms directed at the organisation in recent years (1–12, 17) and the existence of theories which highlight the importance of stakeholder engagement in organisational management (18). Freeman et al. described stakeholder engagement as an important tool for conceptualising and understanding organisations in the fields of strategy and management (19). Franklin et al. identified elements such as representativeness, transparency, accessibility, responsiveness, accountability, and sustainability as values that can be produced from stakeholder engagement (20).

Whilst several United Nations (UN) agencies have assessed their stakeholders’ perceptions as part of wider organisational evaluation programmes (21–23), to the best of our knowledge, no prior study has systematically and specifically examined the stakeholder perceptions of WHO/AFR and its COs. This article, therefore, presents empirical evidence from a stakeholder perception study conducted in the WHO/AFR between 2017 and 2020. The findings discussed herein are derived from a quantitative and, to a certain extent, qualitative analysis of stakeholders’ views on the performance, expectations, and areas for improvement of COs in the WHO/AFR. The survey is underpinned by the conceptual framework of how stakeholder perceptions and engagement can catalyse or inform public health organisational reforms. The framework drew from the foregoing discourse, particularly the perceived mixed relationship between WHO and its stakeholders, health systems thinking, change management theories, and participatory governance models (18–20, 24, 25). This framework comprises five critical steps namely: (1) stakeholder mapping based on analysis of their perceived opinions; (2) stakeholder engagement through policy dialogue, perception surveys, and consultations; (3) integration of stakeholders’ feedback into organisational reform planning processes through policy briefs and other documents; (4) implementation of organisational reforms; and (5) monitoring, evaluation and feedback of the lessons learned into the organisational reform processes.



Materials and methods


Study design

We conducted a cross-sectional study to assess the stakeholders’ satisfaction with the WHO/AFR COs’ performance of the organisation’s core functions in the Region. Data collection was conducted over multiple intervals from 2017 to 2020.



Study setting and participants

The WHO/AFR, comprising 47 MSs1 predominantly in sub-Saharan Africa, continues to face major public health challenges despite progress in immunisation and disease control. In 2021, its Universal Health Coverage (UHC) index was 44/100, significantly below the global average. The Region also reports high maternal and child mortality rates and a substantial burden of infectious and non-communicable diseases. Health system capacity remains weak due to poor governance, underfunding, and conflict, with government health expenditure at 9.8% in 2018, significantly below the Abuja target of 15%. The low health workforce density further constrains service delivery. The WHO/AFR, through its 47 COs, supports its MSs to address these challenges through the implementation of its core functions such as providing technical assistance, adapting health standards, and coordinating health sector partners (26). These are conducted in collaboration with a range of bilateral and multilateral health development and humanitarian stakeholders, including national ministries of health, UN agencies, international and national non-governmental organisations, civil society actors, and donor agencies. To effectively do these, the COs are organised into programmatic areas such as health system strengthening (HSS), communicable diseases control (CD), non-communicable diseases control (NCD), emergency preparedness and response (EPR), maternal and child health (MCH), immunisation, polio eradication, amongst others. The study participants were drawn from this broad spectrum of health development stakeholders, including Ministers of Health or their designees, heads of health development cooperation within donor agencies, country directors of international and national non-governmental organisations (NGOs), and heads of relevant UN agencies.



Questionnaire development and validation


Theoretical framework

The theoretical basis for the development of the questionnaire was the objectives and operational guidelines of the TA and the conceptual framework that underpinned this study. To ensure conceptual consistency, the questions were designed to reflect and test the stakeholders’ perception of the organisation’s core functions and performance. This theoretical framework facilitated the systematic design of the questionnaire, enabling it to assess the perceived contributions and operational effectiveness of the COs.



Questionnaire design

The questionnaire comprised 15 questions, 12 closed-ended and 3 open-ended. The closed-ended questions used 3–4-point Likert scales to gauge levels of agreement or satisfaction across the key thematic areas. The open-ended questions were designed to capture qualitative perceptions, offering respondents an opportunity to elaborate on their experiences and provide context-specific recommendations. The questionnaire covered thematic areas such as the stakeholder awareness of WHO’s core functions; satisfaction with the technical assistance provided by the COs across these functions; perceptions of the COs’ capacity to address public health threats; and evaluation of communication methods and engagement strategies employed by the COs, amongst others (Supplementary File 1).



Validation process

The draft questionnaire was reviewed by members of the TA implementation team and other WHO/AFRO technical officers with extensive experience in regional and country-level operations. The reviewers evaluated the questions for clarity, relevance, and alignment with the TA and organisation’s core functions. Subsequently, the questionnaire underwent pilot testing in four countries, namely Togo, Senegal, South Africa, and South Sudan. Feedback from the review and pilot was used to refine and finalise the questionnaire. The final version of the questionnaire was translated into French and Portuguese to accommodate respondents’ preferences.




Sampling and data collection

A total of 40 out of the 47 MSs in WHO/AFR, representing the Region’s three official languages (English, French, and Portuguese) and its four major geopolitical sub-regions: Western, Central, Eastern, and Southern Africa (Figure 1), were included in the study. Seven COs were excluded from the study because the study started after the completion of the review of those countries. Within each country, a purposive sampling approach was employed to identify and recruit key stakeholders and institutional partners of the COs. Data were collected via a single-use web link to a SurveyMonkey database. The link was electronically shared with all identified respondents, who were invited to self-complete the survey.
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FIGURE 1
 WHO/AFR member states sampled for the stakeholders’ survey.




Data analysis

A member of the research team regularly monitored the database to ensure data completeness and quality. The data were subsequently cleaned and exported into Microsoft Excel for analysis. Descriptive statistics were performed on the closed-ended questions, with frequency distributions calculated and presented in graphical form. For the open-ended questions, a narrative analysis approach was employed. The responses were transcribed and independently reviewed multiple times by two members of the research team to identify the salient ideas, particularly those aligning with or expanding upon the findings from the quantitative data. Key messages and thematic insights were then extracted, taking into consideration the context in which the responses were provided. These ideas were organised into thematic categories and synthesised into narrative summaries, which were presented as illustrative quotes.



Ethical consideration

Ethical approval for the study was sought from the WHO/AFRO Ethics Review Committee. The Committee granted exemption from formal ethical clearance, as the study was conducted within the context of an internal organisational reform initiative and posed no foreseeable risk to the human participants. To safeguard confidentiality and privacy, no personal identifiers and information were collected, thereby ensuring the anonymity of respondents.




Results

Responses were received from 865 respondents from 40 countries, representing a 100% overall country response rate. Governmental institutions, UN agencies, NGOs/civil society, donors, and others, respectively, constituted 35% (303), 25% (216), 22% (190), 11% (95), and 6% (52) of the respondents. Cameroon had the highest response rate of 92 (11%) responses, followed by Nigeria (74, 9%), Tanzania (66, 8%), Malawi (58, 7%), and Niger (50, 6%). Sierra Leone had a 42 (5%) response rate, whilst Mauritius, Mali, and the Central African Republic each had a 4% response rate. The lowest response rate of 2% was received from Benin, Lesotho, and Mauritania.


Awareness of the core functions of the WHO COs

Stakeholders were aware of 4 out of the 6 core functions of the WHO, with most of them unaware of the role of the WHO in setting the public health research agenda and articulating evidence-based policy options (Figure 2). The majority of stakeholders believed that the WHO/AFR COs were indispensable (35%) or important (53%) for the functioning of their organisation.

[image: Horizontal bar chart illustrating the importance of various roles. Providing leadership scores highest at seventy-three percent, followed by technical support at sixty-four percent, health situation monitoring at sixty-one percent, and setting norms at fifty-four percent. Shaping research agendas and articulating ethics score fourteen and thirteen percent, respectively.]

FIGURE 2
 WHO/AFR stakeholders’ awareness of the WHO core functions.




Ability of the WHO COs to manage health threats

One-quarter (26%) of partners see the WHO/AFR COs’ ability to manage threats as fair or poor, especially the donors (43%). A donor stated “I have seen WHO Geneva or AFRO support in countries during emergencies and I have confidence in them, I lack confidence in the country office’s ability and that may be because they just do not communicate well on what they are doing.” Whilst a civil society stakeholder reported that “their resource, including number of staff is limited effectively manage health threats in the country” (sic).



Confidence in the WHO/AFR COs

Approximately 19% of the respondents reported declining confidence in the COs over the last 2 to 3 years. Among donors, 26% had declining confidence, and 12% were consistently disappointed in the COs during the 2 years preceding the study (Figure 3). A donor said “We do not see their presence at the MOH TWG, strategic and policy table” whilst another commented that “actions of the WCO are only marginally linked to country priorities; no capacity for a much-needed change management; many doubts on professional capacities of many of its staff.” A civil society stakeholder commented that “Challenging to perceive (WHO’s) role as supportive to Govt., some staff adopt a negative/ constant blame-game attitude with government.” Twenty-five percent (25%) of donors said they would be critical of the WHO/AFR COs. A donor said “WHO is not visible at the table.”
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FIGURE 3
 WHO/AFR stakeholders’ view/perception about the WHO country offices.




Satisfaction with the WHO COs’ technical assistance

Satisfaction with the COs’ technical support ranged from 52% for NCDs to 70% for communicable diseases (CDs) (Figure 4). Donors (over 20%) were the least satisfied across all levels of the WHO’s technical support, especially for HSS, NCDs, and MCH. A UN stakeholder said, “There is no tangible support from WCO to MOH in non-communicable disease. Even some WCO staff do not know who is WCO focal point for NCD.” Whilst a donor said, “They are very good at communicable diseases, providing both technical support and leadership. They can do a lot more in other areas.”
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FIGURE 4
 Stakeholders’ satisfaction with WCO’s technical assistance to programmes.


The majority of partners identified HSS, CD, EPR, NCDs, and immunisation and polio eradication as the top five areas for the WHO to focus on at the country level. More than half of the donors also mentioned health information management. A government stakeholder said, “Non-communicable diseases are claiming more and more lives in the world…” whilst another said, “It’s important for WHO to continue efforts to support countries build systems, including coordination for effective and efficient service delivery.”



Satisfaction with the WHO COs’ method of communication

Over 60% of respondents considered WHO/AFR COs to be effective at influencing policies to improve people’s health and well-being. Regarding the accessibility, technology, and timeliness of how the WHO/AFR COs communicate public health information, 38% and 34% of stakeholders, respectively, rated the organisation fair and poor. A government stakeholder said that “Much of public health information from WHO is on the internet; the problem for my country is that internet connectivity and use are low,” whilst a civil society stakeholder said, “Mostly WHO uses websites. Use of local media, such as radio, would help reach people in rural areas as well those who are in majority.” The respondents would like WHO/AFR COs to continue their roles in advocacy, technical assistance to governments, leadership, health coordination, and public health communication, whilst asking the COs to stop duplicating the efforts of other partners, direct implementation of projects, yielding to government pressure, delayed reporting, and non-collaborative decision-making.

Donors were the most critical of the WHO, with 25% expressing their dissatisfaction with the organisation. Approximately 17% of other partners were also critical of the organisation when asked. Donors would like the organisation to improve its capacity to coordinate and provide health information and better donor relations. In general, government stakeholders mostly appreciated the COs’ work but would like to see improvements in the quality of the organisation’s technical assistance. UN agencies also appreciated the work of the COs but requested better integration into the wider UN system. Civil societies and NGOs felt neglected by the COs and sought better guidance and recognition from the organisation.




Discussion

Stakeholder engagement is a critical determinant of organisational effectiveness, sustainability, and success. It facilitates trust building, enhances institutional reputation, improves service delivery, aligns organisational actions with the expectations of those affected by or influencing the organisation, and contributes to overall performance optimisation. Furthermore, understanding stakeholders’ perceptions is essential for identifying their needs, fostering commitment and ownership, and generating evidence to inform strategic decision-making and reform processes (27). Against this backdrop, this study sought to assess stakeholder satisfaction with the performance of the WHO/AFR COs. The findings indicate that whilst stakeholders generally held favourable views regarding the role and contributions of the WHO/AFR COs, there was limited awareness of some of their core functions, particularly in relation to research agenda-setting and their facilitative role in policy dialogue.

The limited awareness of the organisation’s core functions and its public health information products is not unexpected. The primary channel for disseminating such information, its official website, seems to be suboptimal, particularly given that some stakeholders report limited or no engagement with the organisation’s online platforms. This highlights the need for more innovative and context-appropriate communication strategies to enhance the visibility and accessibility of the organisation’s mandate and public health outputs (28). Closely linked to this issue is a reported decline in stakeholder confidence, which may be attributed to several factors. First, the perceived absence and limited visibility of the organisation and its personnel at key national and regional forums, as noted by several partners, may have been interpreted as a lack of engagement or seriousness. Second, the conduct and interpersonal approach of certain staff members may have inadvertently conveyed unfavourable impressions to stakeholders, further undermining trust in the organisation (29). For instance, a civil society stakeholder said, “Depending on the area of discussion, WHO country office does excellent work, while in some area where you expect them to be present, you do not have them visible.” Whilst another said, “the office (WHO) needs to come closer to National NGOs.” Third, inadequate engagement and inclusion of its stakeholders in planning its health programmes may be another reason (27, 30).

The study showed that the WHO/AFR COs’ stakeholders are placing increasing demands on the organisation despite acknowledging its limited financial resources and inadequate staffing levels. A government stakeholder said, “The WHO country office works hard. I think it tries its best within a very challenging environment. They just need to adapt quickly and mobilise more funds to enhance more health-critical domains.” Whilst a UN partner highlighted that “I would say that they are not always very helpful, maybe due to the limited number of staff, who are often deployed. Yet, I am sometimes satisfied.” This finding is consistent with previous literature, which has attributed the organisation’s underperformance to insufficient funding, inadequate staffing, and a lack of clear prioritisation of its programmes (17).

The belief of many stakeholders that the organisation has focused more on CDs at the expense of NCDs is not surprising. Stuckler et al. documented that 87% of the WHO’s (including WHO/AFR’s) financial resources were allocated to CDs, with only 12% to NCDs. They also observed a misalignment in the WHO resource allocation and the health needs of its beneficiaries (31). This underscores the need for the organisation to reprioritise its work based on the most critical health challenges and the needs of its MSs vis-à-vis its financial and human resource capacity. Furthermore, the strategic recruitment of versatile and multi-skilled staff would enhance the organisation’s ability to effectively fulfil its obligations to stakeholders.

The finding that donors appear to be the most critical amongst the stakeholder groups may partly explain the persistent funding constraints currently facing the organisation (32, 33). This is a matter of significant concern that requires urgent and comprehensive attention to restore donor confidence and improve the resourcing of the WHO/AFR COs. The declining stakeholder confidence observed in this study may be attributed to several interrelated factors identified during the study, including insufficient visibility and communication of the organisation’s work, perceived deficiencies in staff engagement and responsiveness, and limited institutional capacity to effectively deliver on core mandates.

The preceding findings are comparable to those of similar studies of other UN offices. An evaluation of the United Nations Development Programme office in Nigeria and Uganda identified concerns about implementation delays and inefficiencies in its management of programmes and resource mobilisation (34, 35). Similar findings were also observed in the evaluation of the United Nations Children Fund in Sri Lanka (22) and in a health stakeholder analysis conducted in Kenya (29).

The study findings should be interpreted against the backdrop of some limitations. First, the use of a self-administered questionnaire in an uncontrolled setting may have introduced response bias, a known limitation of this data collection method. Second, the exclusion of seven countries could have resulted in selection bias, thereby limiting the generalisability of the findings to the entire African region. Third, the study and analysis were primarily descriptive and did not employ inferential statistical methods, which restricts the ability to draw definitive conclusions regarding associations or causal relationships between variables. Fourth, the use of purposive sampling for the selection of the respondents could have introduced some biases that a random sampling would have eliminated. Nonetheless, these limitations are partially mitigated by the study’s relatively large sample size and the inclusion of 85% of countries in the WHO African Region, which enhances the representativeness and robustness of the findings.



Conclusion

Despite generally favourable stakeholder perceptions of the WHO/AFR COs, several negative views persist that may undermine the organisation’s credibility and effectiveness. These reveal major issues about how the organisation’s performance is viewed, with implications for the visibility, level of trust, and funding by its stakeholders, particularly the donors. Thus, urgent steps are required to reform the organisation by consolidating the positive findings and mitigating the negative perceptions from this study.

First, key organisational reform priorities should include enhancing the visibility and communication of the WHO/AFRO’s mandate and public health outputs to both stakeholders and the wider public. Such efforts should prioritise interventions, which would ensure more visibility in the national development aid and policy spaces and enhance stakeholder inclusion in the decision-making process of the organisation. Second, strengthening the organisation’s capacity to deliver high-quality, evidence-based technical assistance through an expansion of its technical expertise base and investing in staff development, motivation, and performance management would also be critical in addressing the negative views of the organisation. Third, the reform agenda should incorporate transparent, evidence-based mechanisms for setting strategic priorities to ensure alignment with the needs of its MSs and emerging public health challenges.

Fourth, of particular urgency is the need to establish clear frameworks for constructively engaging the organisation’s donors to address long-standing negative perceptions that may be impeding resource mobilisation. Open, sustained dialogue and responsiveness to donor feedback are essential to rebuilding trust and securing sustainable funding. Fifth, the establishment of key managerial and administrative performance indicators would also be required to regularly monitor the organisation’s performance in addition to periodic stakeholder perception surveys.

Finally, against the backdrop of the stakeholders’ expectations, structural reforms of the organisation’s staffing model are required to ensure that the right quality and quantity of staff are recruited and strategically placed in all COs. Collectively, these measures would strengthen the organisation’s operational effectiveness and institutional credibility, thereby strategically enhancing the capacity to support MSs in achieving global and regional health, development, and humanitarian goals. However, common challenges to organisational reforms, such as inadequate planning, resistance from staff, and resource constraints, should be anticipated and proactively addressed to facilitate the successful implementation of reforms.
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Footnotes

1   Algeria, Angola, Benin, Botswana, Burkina_Faso, Burundi, Cameroon, Cape_Verde, Central_African_Republic, Chad, Comoros, Ivory_Coast, Democratic_Republic_of_the_Congo, Equatorial_Guinea, Eritrea, Ethiopia, Gabon, The_Gambia, Ghana, Guinea, Guinea-Bissau, Kenya, Lesotho, Liberia, Madagascar, Malawi, Mali, Mauritania, Mauritius, Mozambique, Namibia, Niger, Nigeria, Republic_of_the_Congo, Rwanda, São_Tomé_and_Príncipe, Senegal, Seychelles, Sierra_Leone, South_Africa, South_Sudan, Eswatini, Togo, Uganda, Tanzania, Zambia, Zimbabwe.



References
	 1. Godlee,F. WHO in crisis. BMJ. (1994) 309:1424–8. doi: 10.1136/bmj.309.6966.1424 
	 2. Smith,R. The WHO: change or die. BMJ. (1995) 310:543–4. doi: 10.1136/bmj.310.6979.543 
	 3. Lidén,J. The World Health Organisation and Global Health governance: post-1990. Public Health. (2014) 128:141–7. doi: 10.1016/j.puhe.2013.08.008 
	 4. Horton,R. A renaissance in WHO’S regions. Lancet. (2013) 382:1544.
	 5. Gostin,LO, Sridhar,D, and Hougendobler,D. The normative authority of the World Health Organisation. Public Health. (2015) 129:854–63. doi: 10.1016/j.puhe.2015.05.002 
	 6. Peabody,JW. An organizational analysis of the World Health Organization: narrowing the gap between promise and performance. Soc Sci Med. (1995) 40:731–42. doi: 10.1016/0277-9536(94)00300-i 
	 7. Kamradt-Scott,A. WHO’S to blame? The World Health Organisation and the 2014 Ebola outbreak in West Africa. Third World Q. (2016) 37:401–18. doi: 10.1080/01436597.2015.1112232
	 8. Shrivastava,SR, Shrivastava,PS, and Ramasamy,J. Ebola outbreak in West-Africa exposes the need for reforms in the functioning of the World Health Organisation. Int J Adv Med Health Res. (2016) 3:3–4. doi: 10.4103/2350-0298.184686
	 9. Villarreal,P. Reforms of the World Health Organisation in light of the Ebola crisis in West Africa: more delegation, more teeth? Völkerrechtsblog. (2015) 9:1–8. doi: 10.17176/20170920-135542
	 10. Moon,S, Sridhar,D, Pate,MA, Jha,AK, Clinton,C, Delaunay,S , et al. Will Ebola change the game? Ten essential reforms before the next pandemic. The report of the Harvard-LSHTM independent panel on the global response to Ebola. Lancet. (2015) 386:2204–21. doi: 10.1016/S0140-6736(15)00946-0 
	 11. Gostin,LO, and Friedman,EA. Reimagining WHO: leadership and action for a new director-general. Lancet. (2017) 389:755–9. doi: 10.1016/S0140-6736(17)30203-9 
	 12. Nay,O, Kieny,MP, Marmora,L, and Kazatchkine,M. The WHO we want. Lancet. (2020) 395:1818–20. doi: 10.1016/S0140-6736(20)31298-8 
	 13. Clift,C. The Role of the World Health Organization in the International System. Chatham House working group on governance/paper 1. Available online at: https://www.chathamhouse.org/sites/default/files/publications/research/2013-02-01-role-world-health-organization-international-system-clift.pdf. Accessed 16 May 2025
	 14. Lerer,L, and Matzopoulos,R. "the worst of both worlds": the management reform of the World Health Organization. Int J Health Serv. (2001) 31:415–38. doi: 10.2190/XE6N-XDKK-XY4C-57GV
	 15. Cassels,A, Smith,I, and Burci,GL. Reforming WHO: the art of the possible. Public Health. (2014) 128:202–4. doi: 10.1016/j.puhe.2013.12.006 
	 16. World Health Organisation. The transformation agenda of the World Health Organisation secretariat in the African region 2015–2020. (2015). Available online at: https://www.afro.who.int/publications/transformation-agenda-world-health-organization-secretariat-african-region-2015-2020. Accessed 6 December 2024
	 17. Collier,R. WHO reforms long overdue, critics say. CMAJ. (2011) 183:1574–1575. doi: 10.1503/cmaj.109-3933
	 18. Bourne,L. Stakeholder relationship management: A maturity model for Organisational implementation. 1st ed. London: Routledge (2009).
	 19. Freeman,RE, Kujala,J, Sachs,S, and Stutz,C. Stakeholder engagement: practicing the ideas of stakeholder theory In: R Freeman, J Kujala, and S Sachs, editors. Stakeholder engagement: Clinical research cases, vol. 46. Cham: Springer (2017)
	 20. Franklin,AL. Introduction to stakeholder engagement In: Stakeholder Engagement. Cham: Springer (2020)
	 21. United Nations Development Programme. Evaluation. Available online at: https://www.undp.org/tag/evaluation?type=publications. Accessed 9 July 2025
	 22. United Nation Children Fund Sri Lanka. (2022). Evaluation of the Country Programme (2018–2022). Colombo.
	 23. United Nation Children Fund. (2022). Evaluation report on UNICEF Bangladesh country office. Available online at: https://evaluationreports.unicef.org/GetDocument?documentID=16891&fileID=36177. Accessed 9 July 2025
	 24. Kujala,J, Sachs,S, Leinonen,H, Heikkinen,A, and Laude,. Stakeholder engagement: past, present, and future. Bus Soc. (2022) 61:1136–96. doi: 10.1177/00076503211066595
	 25. Kivits,R, and Sawang,S. Stakeholder theory In: S Sawang, editor. The dynamism of stakeholder engagement. Contributions to Management Science. Cham: Springer (2021)
	 26. Ruger,JP, and Yach,D. The global role of the World Health Organisation. Glob Health Gov. (2009) 2:1–11.
	 27. Masefield,SC, Msosa,A, Chinguwo,FK, and Grugel,J. Stakeholder engagement in the health policy process in a low-income country: a qualitative study of stakeholder perceptions of the challenges to effective inclusion in Malawi. BMC Health Serv Res. (2021) 21:984. doi: 10.1186/s12913-021-07016-9 
	 28. Bourne,L. Targeted communication: the key to effective stakeholder engagement. Procedia Soc Behav Sci. (2016) 226:431–8. doi: 10.1016/j.sbspro.2016.06.208
	 29. Nyawira,L, Mbau,R, Jemutai,J, Musiega,A, Hanson,K, Molyneux,S , et al. Examining health sector stakeholder perceptions on the efficiency of county health systems in Kenya. PLOS Glob Public Health. (2021) 1:e0000077. doi: 10.1371/journal.pgph.0000077 
	 30. Liu,Y, and Yin,J. Stakeholder relationships and organisational resilience. Manag Organ Rev. (2020) 16:986–90. doi: 10.1017/mor.2020.58
	 31. Stuckler,D, King,L, Robinson,H, and McKee,M. WHO'S budgetary allocations and burden of disease: a comparative analysis. Lancet. (2008) 372:1563–9. doi: 10.1016/S0140-6736(08)61656-6 
	 32. Reddy,SK, Mazhar,S, and Lencucha,R. The financial sustainability of the World Health Organisation and the political economy of global health governance: a review of funding proposals. Glob Health. (2018) 14:119. doi: 10.1186/s12992-018-0436-8 
	 33. Gostin,LO. COVID-19 reveals urgent need to strengthen the World Health Organisation. JAMA. (2020) 323:2361–2. doi: 10.1001/jama.2020.8486 
	 34. United Nations Development Programme. Independent country programme evaluation – Nigeria. Available online at: https://erc.undp.org/evaluation/documents/download/19878. Accessed 9 July 2025
	 35. United Nations Development Programme. Independent country programme evaluation – Uganda. Available online at: https://erc.undp.org/evaluation/documents/download/24479. Accessed 9 July 2025


Copyright
 © 2025 Olu, Usman, Ba, Kabore, Achu, Kakay, Kulausa, Rwamatwara, Okeibunor, Chanda, Gasasira and Cabore. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.



[image: Frontiers in Public Health promotional graphic. Text highlights the journal's focus on fast-moving healthcare challenges, including climate change and transportation. Features a card with people wearing masks and contact information for Frontiers, based in Lausanne, Switzerland.]


OPS/images/fpubh-13-1558268/crossmark.jpg
©

2

i

|





OPS/images/fpubh-13-1559742/crossmark.jpg
©

2

i

|





OPS/images/back-cover.jpg
Frontiers in
Public Health

Explores and addresses today’s fast-moving
healthcare challenges

One of the most cited journals in its field, which
promotes discussion around inter-sectoral public
health challenges spanning health promotion to
climate change, transportation, environmental
change and even species diversity.

Discover the latest
Research Topics

Public Health

Frontiers

Avenue du Trbunal-Fédéral 34
1005 Lausanne, Switzerland.
fontersinorg

Contactus

+41(0)215101700
frontersn ro/about/contact






OPS/images/fpubh-13-1542835/crossmark.jpg
©

2

i

|





OPS/images/fpubh-13-1562525/fpubh-13-1562525-g004.jpg
Number of peaks Number of waves

Number of waves

Start of the wave vs. Alert signal

42 out of 146 waves (28.8 %) did not trigger any alert signal and
are therefore not shown in this plot.

I — [ 1

5 4 3 2 4 0 1 2 3 4 5
Lead or lag time (weeks)

SN
caomoa

Peak of the wave vs. Alert signal

29 out of 147 waves (19.7 %) did not trigger any alert signal and
are therefore not shown in this plot.

20
15
10

5 4 3 2 4 0 1 2 3 4 5
Lead or lag time (weeks)

Peak of the wave vs. Resurgence signal

67 out of 147 waves (45.6 %) did not trigger any resurgence signal and
are therefore not shown in this plot.

20
15
10

3 2 1 0 1 2
Lead or lag time (weeks)





OPS/images/fpubh-13-1562525/fpubh-13-1562525-g005.jpg
o

t

aeiilis

(mali?






OPS/images/fpubh-13-1616655/crossmark.jpg
©

|





OPS/images/fpubh-13-1562732/crossmark.jpg
©

2

i

|





OPS/images/fpubh-13-1562525/fpubh-13-1562525-g001.jpg
COVID-19 Incidence

SOC Classifications (prior to 2023 w01)

SOC Classifications (after 2023 w01)

Critical

Resurgence
Resurgence





OPS/images/fpubh-13-1562525/fpubh-13-1562525-g002.jpg
Number of SOC alarms and countries

50

40

0

20

COVID-19 epidemiological
shift due to Omicron

SOC evaluation
ciiteria change

2021 w23

2022 w07
Epiweek

[1 Number of countries with ongoing waves that are either rising or at peak

2022 w35

— Number of SOC alarms

2023 w06





OPS/images/fpubh-13-1562525/fpubh-13-1562525-g003.jpg





OPS/xhtml/Nav.xhtml


Contents



		Cover


		WHO African region reforms: aligning country offices to strengthen health systems to meet global health objectives

		Editorial: WHO African region reforms: aligning country offices to strengthen health systems to meet global health objectives

		Introduction


		Highlights of published articles


		Conclusion


		Author contributions


		Acknowledgments


		Conflict of interest


		Generative AI statement


		Publisher's note


		Abbreviations


		Footnotes


		References







		From past to present: tracing Africa’s path to universal health coverage

		1 Introduction


		2 The evolutionary periods that shaped healthcare systems in Africa

		2.1 The 1978 Alma-Ata Declaration—health for all through a primary health care approach


		2.2 Introduction of user fees for health under the structural adjustment programs


		2.3 The 58th session of the world health assembly resolution to move towards universal health coverage


		2.4 Refocusing on primary health care for UHC in Africa: the 2008 Ougadougou Declaration and the 2018 Astana Declaration







		3 Reflection and conclusion


		Author contributions


		Funding


		Acknowledgments


		Conflict of interest


		Generative AI statement


		Publisher’s note


		References







		Consolidating the gains and alleviating the pains of a workforce reform: insights from the World Health Organization Africa region's functional review

		Introduction


		The functional review, its gains and pains


		The unfinished workforce reform agenda in World Health Organization Africa region


		Moving forward: consolidating the gains of the functional review and addressing the outstanding workforce challenges


		Conclusion


		Author contributions


		Funding


		Conflict of interest


		Generative AI statement


		Publisher's note


		Author disclaimer


		Abbreviations


		References







		Transforming technical assistance for more effective health services delivery in Africa: the WHO multi-country assignment teams experience

		Introduction


		The context: the WHO Africa region and its public health status


		The multi country assignment teams: definition, roles and current programmatic elements


		Achievements of the multi country assignment teams


		Discussion


		Conclusion


		Data availability statement


		Author contributions


		Funding


		Conflict of interest


		Generative AI statement


		Publisher’s note


		Author disclaimer


		Footnotes


		References







		Assessing the utility of the COVID-19 epidemic Situations of Concern classification system in guiding operational responses to the pandemic in the WHO African region: retrospective analysis

		Introduction


		Methods

		Study design


		Participants

		Inclusion criteria







		Procedure

		Definitions


		Data source


		COVID-19 Situation of Concern (SOC) classification







		Data analysis

		Calculation of epidemic indicators


		Evaluation of the operational utility of the SOC classification


		Time-stratified analysis












		Results

		Descriptive analysis


		Operational utility of the SOC classifications


		Time-stratified analysis







		Discussion

		Overall performance of the SOC classification system


		Challenges and contextual factors


		Impact of the omicron variant and system adaptations


		Implications and recommendations for future surveillance







		Conclusion


		Author contributions


		Funding


		Acknowledgments


		Conflict of interest


		Generative AI statement


		Publisher’s note


		References







		Transformation of the WHO Africa Region Secretariat: an exploratory study of the health policy lessons from health governance strengthening interventions for just and sustainable health systems

		1 Introduction


		2 Methods

		2.1 Study design


		2.2 Research setting


		2.3 Units of analysis and data collection


		2.4 Presentation and analysis of data







		3 Results

		3.1 Pro-results values


		3.2 Smart technical focus


		3.3 Responsive strategic operations


		3.4 Effective partnerships and communications







		4 Discussion


		5 Conclusions


		Data availability statement


		Ethics statement


		Author contributions


		Funding


		Acknowledgments


		Conflict of interest


		Generative AI statement


		Publisher's note


		References







		Public health workforce management during a major organizational reform in the World Health Organization African Region Country Offices

		Introduction

		The functional review of WHO in the African region


		The functional review process


		Implementation of the results of functional review


		Outcome of the functional review


		Agile and flexible workforce


		Workforce capacity and capability


		People and performance management


		Good practices in implementing functional review


		Challenges and lessons learned from the functional review implementation


		Functional review positive outcome


		Lessons learned and way forward







		Conclusion


		Author contributions


		Funding


		Conflict of interest


		Generative AI statement


		Publisher’s note


		Author disclaimer


		Footnotes


		References







		Lessons learned and policy implications from an organizational reform of the World Health Organization African region country offices: a policy brief

		Introduction


		Organizational context of the functional review exercise


		The functional review process


		Key observations and lessons learned from the functional review and their policy implications


		Discussion and recommendations


		Conclusion


		Recommendations


		Author contributions


		Funding


		Conflict of interest


		Generative AI statement


		Publisher’s note


		Author disclaimer


		Abbreviations


		References







		Identifying the opportunities and barriers: a cross-sectional review of the health development coordination mechanisms in the World Health Organization African Region

		Introduction


		Methods

		Study design


		Study setting


		Study participants


		Data collection

		Document review


		Key informant interviews and focus group discussions


		Data analysis


		Ethical clearance












		Results

		Document review


		Key informant interviews and focus group discussions







		Discussion


		Conclusion


		Data availability statement


		Ethics statement


		Author contributions


		Funding


		Conflict of interest


		Generative AI statement


		Publisher’s note


		Author disclaimer


		Footnotes


		References







		Stakeholder perceptions of the WHO country offices in Africa: implications for organisational reforms

		Introduction


		Materials and methods

		Study design


		Study setting and participants


		Questionnaire development and validation

		Theoretical framework


		Questionnaire design


		Validation process







		Sampling and data collection


		Data analysis


		Ethical consideration







		Results

		Awareness of the core functions of the WHO COs


		Ability of the WHO COs to manage health threats


		Confidence in the WHO/AFR COs


		Satisfaction with the WHO COs’ technical assistance


		Satisfaction with the WHO COs’ method of communication







		Discussion


		Conclusion


		Data availability statement


		Ethics statement


		Author contributions


		Funding


		Conflict of interest


		Generative AI statement


		Publisher’s note


		Author disclaimer


		Supplementary material


		Abbreviations


		Footnotes


		References


















OPS/images/fpubh-13-1557143/crossmark.jpg
©

|





OPS/images/fpubh-13-1560361/crossmark.jpg
©

2

i

|





OPS/images/fpubh-13-1540006/crossmark.jpg
©

2

i

|





OPS/images/fpubh-13-1540006/fpubh-13-1540006-t001.jpg
ry phases” UHC approach Country UHC status and progress
Seychelles  The 1978 Alma- Ata Declaration— Primary health care | Seychelles continues to excel in its UHC journey through a PHC approach. The key
Health for All through a Primary approach (PHC) ‘milestones reflect this progress are, estal g free access to primary healthare for all

Health Care Approach citizens, government funded health care with wide service accessibility and a significant
health sector workforce of doctors, making consistent health sector investments, with a
notable rise in government funding for health (63% increase from 2009 to 2015),
benefiting from a highly literate population (92%) and a strong political commitment to
healtheare (15, 16).

Egypt Introduction of user fecs for health  Social Health By the mid-2000s, health insurance coverage in Egypt was 58%, with out-of-pocket (OOP)
under the Structural Adjustment Insurance (SHT) expenses at a high of 729%. Health insurance reform attempts between 2005 and 2015
Programs (SAPS) persistently faled due to disagreements between key stakeholders over the goals,

proposals, and political processes for change. In December 2017, the Egyptian parliament
passed a bill mandating universal health insurance for all citizens, aiming to increase

coverage from the current 58% of the insured population (59).

Tunisia Introduction of user fees for health | Primary health care | Tunisia introduced a social protection system in 1960, featuring health insurance and
under the Structural Adjustment approach (PHC) and  subsidized or free care. In 1982, the country expanded its healtheare access by
Programs (SAPs) National Health implementing a large network of primary healthcare centers. Currently, healthcare
Insurance (NHI) delivery is managed by an extensive public healthcare facilities network and a growing

private sector. Nearly 90% of Tuni

itizens have health insurance, ensuring a good level

of basic services. In 2006, Tunisia launched the National Health Insurance Scheme (NHIS)

reform, making health insurance mandatory and extended the package of care (50).

Ghana Introduction of user fees for health National Health Ghana established the National Health Insurance Scheme (NHIS) in 2003 through an act of
under the Structural Adjustment Insurance Scheme ‘government. The NHIS is primarily funded by tax revenue and offers a uniform benefit
Programs (SAPS) (NHIS) package to all members, regardless of their contribution levels or sector affliation (formal or

informal). Enrollment in the scheme is mandatory. Within a decade of its implementation,
the NHIS achieved 40% population coverage. However, progress has been slow due to
shortages of equipment and medical supplies, leading to restricted access to health services,

dissatisfaction, and disinterest among the population in joining the scheme (60).
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