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Abstract 

Objective To examine the coordination functions, decision-making processes and 
consensus-building strategies of World Health Organization (WHO) regional 
coordinators of Member States in Geneva within the WHO’s federal governance 
structure. 

Methods In this qualitative study, we interviewed 12 current and former regional 
coordinators from five WHO regions (African, the Americas, South-East Asia, European 
and Eastern Mediterranean) using a semi-structured questionnaire. A regional coordinator 
from the Western Pacific Region later provided a written response to the questionnaire 
which we report separately due to methodological and time differences. We analysed the 
data using a hybrid thematic approach combining initial coding assisted by artificial 
intelligence with our rigorous interpretive validation. 

Findings We identified eight main coordination functions. Core liaison and 
information-sharing were functions undertaken by regional coordinators in all the regions, 
while position development and meeting organization were undertaken by regional 
coordinators in most regions. Coordination complexity and consensus-building strategies, 
such as bilateral mediation and issue reframing, varied depending on regional political 
dynamics and institutional capacities. A formal job description and procedural handbooks 
were lacking and therefore the regional coordinator role was a negotiated practice 
dependent on informal knowledge transfer. 

Conclusion Regional coordinators serve as boundary-spanners linking regional 
autonomous governance with global health governance. To address the absence of 
documented institutional knowledge, formal induction curricula, cross-regional mentorship 
pairing and harmonized procedural handbooks should be developed. These measures 
will strengthen regional voices and ensure more inclusive participation in global health 
diplomacy. 
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Introduction 

The World Health Organization (WHO) operates through a distinctive dual governance structure 

among United Nations (UN) agencies.1,2 The World Health Assembly (WHA), comprising all 

194 Member States of WHO, is WHO’s supreme decision-making body which meets annually in 

Geneva, and the Executive Board, with 34 Member States, is WHO’s executive body.1 At the 

regional level, six regional committees oversee regional offices for Africa, the Americas, South-

East Asia, Europe, the Eastern Mediterranean and the Western Pacific.3 

When WHO was established in 1948, integrating the existing Pan American Health 

Organization (PAHO) necessitated a federalistic structure, with the regional directors being 

selected directly by the Member States in the respective regions.1 Unlike other UN agencies 

where regional structures have mainly administrative functions,1 WHO’s regional committees are 

genuine decision-making bodies, with considerable autonomy to adapt global policies to regional 

contexts.4,5 

This federalistic design creates complex coordination requirements. Regional committee 

resolutions inform WHA agendas, while global policies require regional-level adaptation.3,5–9 

Therefore, consensus must be built both within and across regions.10–16 WHO regional 

coordinators of Member States in Geneva, appointed by the Member States of the region, operate 

as Member State representatives facilitating this coordination. Unlike WHO staff members or 

traditional diplomats, regional coordinators are boundary-spanners who bridge organizational 

levels, facilitate information flows and coordinate regional positions during negotiations.17–22 

Despite their importance, regional coordinators are largely understudied. Global health 

governance literature has focused mainly on WHO headquarters’ decision-making or regional 

office operations, overlooking coordination mechanisms linking these levels.5,23,24 Studies have 

examined tensions between headquarters and regions4,5,25 and Member State negotiations.26–29 

Understanding how coordination functions in WHO’s federalistic structure is essential for 

comprehending global health governance in practice.30–32 

We used three complementary theoretical approaches. Boundary-spanning theory 

conceptualizes regional coordinators as actors who link organizational subsystems, process 

external information and represent their regional offices externally. Information processing and 

external representation are the main functions.17,18,33–39 Policy coordination theory, particularly 
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the coordination spectrum, provides analytical tools for understanding the degree of coordination 

across governance levels.30 Global health diplomacy scholarship situates regional coordinator 

activities within broader multilateral negotiation processes.26,27,40,41 

Our qualitative study asks three questions. What coordination functions do regional 

coordinators perform? How do regional coordinators navigate decision-making within WHO’s 

dual governance structure? What consensus-building strategies bridge regional and global levels? 

Methods 

We used in-depth, semi-structured interviews to collect information on the experiences, 

perspectives and opinions of current and past regional coordinators on their coordination 

practices, communication methods, training and guidance recommendations, and required skills 

and competencies.  

Participants 

We used purposive sampling and snowball sampling techniques to identify and contact regional 

coordinators. We interviewed regional coordinators who agreed to participate and also asked 

them to refer us to other current or former coordinators within their region. We conducted 12 in-

depth interviews with current or former regional coordinators, representing five WHO regions: 

African Region, Region of the Americas–PAHO, South-East Asia Region, European Region and 

Eastern Mediterranean Region. No participants from the Western Pacific Region agreed to 

participate under our data collection conditions (audio-recorded Zoom interviews). Subsequently, 

a regional coordinator from this region provided written responses to the interview questions 10 

months after primary data collection. These data are presented separately and were not integrated 

into the primary thematic analysis. The regional coordinators had different professional 

backgrounds: five had a medical or public health education and four had diplomatic or foreign 

affairs experience. Most regional coordinators (11) had standard annual appointments, and 

rotation in alphabetical order by country name was the main selection mechanism, reported by 

seven participants. 

Data collection and analysis 

We conducted semi-structured interviews via Zoom between March and April 2025. Interviews 

lasted 45–60 minutes. We recorded and transcribed the interviews using Clipto.ai (Clipto, Inc., 
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Palo Alto, United States of America). We sent the transcripts to the participants for transparency 

and review. Data confidentiality was maintained through secure storage of recordings and 

transcripts, with access restricted to the research team, and by not attributing quotes to named 

individuals in the analysis.  

We used a hybrid approach for data analysis combining initial coding assisted by artificial 

intelligence (AI) with rigorous human interpretive analysis. We initially processed transcripts 

using Claude (Anthropic, San Franciso, USA) to systematically identify recurring topics and 

preliminary thematic categories in the 12 interviews. To validate AI-generated codes, we 

independently reviewed codes and identified where AI categorization missed contextual nuances. 

We iteratively refined codes through consensus and discussion, and the final thematic framework 

represents our consensus based on the participants’ accounts. 

To ensure the relevance of themes, we assigned a frequency weight to each identified 

theme to reflect the number of participants who independently raised it. We classified themes as 

universal (raised by all 12 participants), very high (10 or 11 participants), high (eight or nine 

participants), moderate (five to seven participants) or emergent (three or four participants). This 

approach differentiates between core cross-regional functions and context-specific observations, 

thereby strengthening analytical robustness beyond purely descriptive categorization. 

Coordination complexity assessment 

We characterized coordination complexity based on indicators that emerged from participants’ 

answers, namely: organizational scale (number of Member States requiring coordination); 

structural coordination mechanisms (presence and development of formal coordination 

structures); political administrative context (diversity in governance systems, political tensions 

and diversity in health-system capacities); and coordination frequency and formality (reported 

complexity and regularity of coordination activities). This characterization reflects participants’ 

own descriptions and should be understood as a qualitative framework rather than a quantitative 

measure.  

Ethics 

The Research Ethics Committee at the University North (Sveuciliste Sjever), Croatia, approved 

the study protocol. We gave participants an informed consent form before participation, which 
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explained that they could withdraw from the study at any stage. All participants gave their written 

informed consent before the interviews and anonymity was maintained. 

Results 

Coordination 

Eight main coordination functions emerged for regional coordinators, with varying frequencies 

and regional adaptations (Table 1). Core liaison and information-sharing were universal 

functions, while position development and meeting organization were noted by almost all 

participants (11/12 and 10/12, respectively). Functions with moderate frequency (representation, 

nomination management and capacity-building) appeared more context-dependent. 

Coordination approaches varied considerably across regions based on political dynamics 

and institutional capacity (Table 2). The African Region has a sophisticated system (including a 

troika system with African Union integration) for the regional coordinator to manage its 47 

Member States. The Region of the Americas benefits from the institutional support of PAHO, 

creating a triangular coordination mechanism among Member States, PAHO and WHO 

headquarters. Coordination in the South-East Asia Region operates through informal consensus 

processes. Coordination in the European Region has distinct operational challenges because of 

political tensions and European Union membership. 

Regional consensus-building 

Coordination in the African Region and South-East Asia Region showed the strongest 

commitment to consensus, with one regional coordinator emphasizing, “The good thing about our 

region is we really support consensus building. So, we don’t usually go for votes.” However, 

when consensus is not reached, a fallback applies. “In cases where we could not agree, we do not 

vote, but each country then speaks in their own national capacity.” 

The Region of the Americas uses pragmatic flexibility, acknowledging the region’s 

diversity. “We’re not all the same, even though we are in the western hemisphere.” The European 

Region has adopted structured procedural approaches in response to political tensions, with 

coordinators noting how Member State tensions complicate regional statements. When divergent 

positions arise, coordinators allow countries to speak in a national capacity rather than pursuing 

unified positions. 
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Decision-making mechanisms range from informal consultation to systematic polling. In 

smaller regions, personal relationships are key. A former South-East Asia Region coordinator 

noted, “If we cannot reach consensus, then we do not proceed.” Coordinators from the Region of 

the Americas noted their use of WhatsApp (Meta, Menlo Park, USA) polling for routine 

logistical decisions. 

While the African Region and South-East Asia Region have a strong commitment to full 

agreement, the European Region’s political tensions have made joint regional statements 

effectively unachievable in some instances. Capacity constraints compound these challenges: 

many smaller missions lack dedicated health attachés, reinforcing asymmetries between well-

resourced and resource-constrained delegations. 

Tension resolution 

Regional coordinators use tension resolution strategies with different levels of effectiveness 

across regions (Table 3). Bilateral mediation is the most commonly used strategy and preferred 

for disagreement resolution, with coordinators emphasizing individual consultation before 

multilateral meetings. The Eastern Mediterranean Region coordinators described systematic 

approaches when dealing with tensions. “I had to specifically address certain issues, and I had to 

perhaps call certain colleagues in informal meetings, try to understand their concerns, and try to 

deal with the situation offline.” 

Reframing issues emerged as a strategy for managing significant disagreements without 

requiring position changes. In the Region of the Americas, rather than trying to resolve all 

disagreements, coordinators emphasize areas of agreement while acknowledging differences. 

Regional statement development is the most visible coordination output. Two main 

models emerged. First, coordinator-initiated statements, where coordinators took the initiative, as 

noted by one coordinator, “Sometimes when you take [the] initiative, others will adopt it because 

they might be embarrassed to say no, since they didn’t make the effort themselves.” Second, 

ministry-initiated statement development, where coordination occurs through officials in national 

health ministries. This strategy is used widely in the African Region. 

Supplementary perspective 
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While data from the Western Pacific Region was not integrated into the thematic analysis due to 

methodological and time differences, the later response of a regional coordinator provided key 

observations on coordination approaches used in this region. 

The role of the regional coordinator is narrower than accounts from other regions and is 

focused mainly on informally eliciting Member State views, identifying nominations for elected 

positions within WHO bodies and conveying information to Geneva-based missions. Unlike 

coordinators from other regions, the coordinator of the Western Pacific Region reported no 

involvement in regional committee coordination or development of policy positions. The 

coordinator characterized the region’s approach as different from developing unified statements, 

noting that regional diversity means, “the region doesn’t aim for unified statements on most 

issues,” with regional statements to governing bodies described as infrequent. Communication 

occurs mainly by email, mostly among technical staff rather than heads of mission. Unlike 

rotation systems reported elsewhere, the same Member State has served as coordinator for the 

Western Pacific Region for 5 years, with “no written or commonly understood procedures” for 

selection. 

Discussion 

We explored the work of the WHO Member State regional coordinators in Geneva, the 

challenges they face and the strategies they use. All regional coordinators perform core liaison 

and information-exchange functions. The most politically sensitive but common function among 

the coordinators is developing a common position at the regional level. Reaching consensus 

requires strong negotiation and diplomatic skills, especially in heterogeneous political 

environments. 

Unlike WHO regional coordinators who operate within constitutionally mandated 

regional governance structures with policy-making authority, coordination in other organizations 

serves mainly administrative and logistical rather than substantive policy functions. For example, 

in the World Trade Organization, regional groupings and developing country coalitions are 

coordinated through rotating coordinators selected based on Member States’ willingness and 

capacity. Their role focuses on tactical negotiation support during ministerial conferences rather 

than ongoing policy coordination.42 Similarly, coordination of regional groups of the UN General 

Assembly is mostly for procedural purposes such as Security Council seat allocation and voting 
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coordination, with chairs rotating monthly among Member States.43 These coordinators lack the 

authority to formulate policy which WHO regional coordinators have, and they do not engage in 

substantive development of positions, capacity-building or crisis coordination, which we found 

WHO regional coordinators did. Unlike them, WHO regional coordinators participate in 

developing region-specific health policies, making their role substantially more complex and 

politically sensitive. 

A striking finding is that no formal job description, procedural handbook or institutional 

guidance exists for the regional coordinator role. One coordinator noted that from the start there 

were no rules or a handbook to outline what the role of coordinator was. This lack of a formal 

role definition has significant implications for how coordination functions in practice. First, role 

construction is negotiated rather than prescribed. Each coordinator interprets and enacts the role 

based on regional context, personal background and institutional relationships, which creates 

considerable variation in how the position functions across regions. Second, institutional 

knowledge remains fragile and is dependent on informal knowledge transfer between 

coordinators rather than codified procedures. As coordinators reported, guidance came from one 

colleague or similar informal mentorship rather than systematic onboarding. Third, accountability 

mechanisms are ambiguous. Without formal expectations, assessing coordinator performance or 

providing targeted support becomes challenging. Finally, this flexibility enables context-

appropriate innovation but limits systematic transfer of effective practices between regions. This 

finding challenges assumptions about institutionalization in multilateral organizations and reveals 

tensions between formalization and flexibility in coordination mechanisms within federalistic 

governance structures. The absence of codified procedures is not merely an oversight but reflects 

deeper questions about how informal diplomatic roles function within formal organizational 

hierarchies. 

Our findings show how regional coordinators navigate complex power dynamics and 

authority relationships. Regional coordinators at the intersection of competing frameworks, 

simultaneously represent national interests, uphold WHO public health norms and build regional 

consensus. In contexts characterized by significant capacity differences between Member States, 

regional coordinators perform bridging functions, ensuring smaller states with limited Geneva 

representation can participate meaningfully in coordination processes. Some Member States lack 

permanent health representatives, requiring additional outreach efforts to avoid inadvertently 
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marginalizing resource-constrained states. When Member States hold different positions on 

sensitive issues, coordinators develop sophisticated mechanisms to maintain coordination 

channels. Coordinators emphasized the importance of personal relationships and diplomatic skill 

in navigating politically sensitive coordination challenges while maintaining regional cohesion. 

These practices show how coordination mechanisms can either sustain or mitigate existing power 

inequalities, with structured approaches including capacity-building functions working to 

counterbalance resource disparities. 

Our findings show how regional blocs adapt coordination mechanisms to current 

governance realities while building on historical patterns. Coordinators described shifts from 

mainly procedural coordination towards substantive policy development functions, reflecting 

broader trends where regional voices increasingly shape global agenda-setting and development 

of norms. The complexity of coordination mechanisms varies across regions based on 

institutional maturity, with some regions having formalized structures developed over decades 

(the African Region’s troika system and the Region of the Americas integration with PAHO), 

while others maintain flexible informal approaches adapted to smaller membership or different 

political cultures. This diversification represents adaptive responses to distinct regional contexts 

rather than a single evolutionary pathway. Contemporary challenges, such as managing political 

tensions between Member States, ensuring inclusive participation despite differences in capacity 

and balancing regional autonomy with global coherence, reflect long-standing tensions in WHO’s 

federalistic structure taking new forms.  

In addition, the growing need for diplomatic and negotiation skills in conducting regional 

coordination duties underscores the possible need for formal training before starting the regional 

coordinator role. As concluded from our study, the role of regional coordinators goes beyond 

technical coordination. The role requires working within complex interdisciplinary structures, 

where disagreement resolution, understanding of the geopolitical context and preservation of 

neutrality are crucial. Regional coordinators also highlighted the need for stronger institutional 

support, especially in regions where small Member States have limited resources and often lack 

sufficient resources or permanent health representatives in international bodies. 

Decision-making mechanisms vary from informal discussions and digital surveys to 

formal procedures. Digital tools can facilitate and speed up decision-making, but raise questions 
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about the legitimacy of the process. Our respondents noted that bilateral discussions before 

formal meetings or in the case of dispute resolution help reduce tensions and prepare the ground 

for meetings and regional consensus. A strong indicator of successful coordination at a regional 

level is the development of joint statements. At times, the initiative to improve regional 

coordination comes from national health ministries in Member States, with health ministries 

drafting statements. At other times, the initiative to draft regional statements comes proactively 

from regional coordinators. Despite the efforts to improve coordination and produce joint 

statements, political tensions can sometimes undermine the efforts to achieve a unified position, 

which only reduces the visibility of the regional actors in global forums. 

Several limitations to our study should be acknowledged. First, we have presented the 

responses of the coordinator from the Western Pacific Region separately rather than integrated 

into the primary analysis. This separation allowed methodological consistency in the analysis, 

while providing an indication of the situation in the Western Pacific Region. Our thematic 

analysis therefore covers five rather than six WHO regions. Second, our findings represent 

coordinators’ subjective perspectives rather than objective external assessment. This approach 

suits exploratory research on an understudied topic, documenting how coordinators experience 

and interpret their work. However, coordinator accounts may differ from the perspectives of 

Member States, the WHO secretariat or documentary evidence. Future research could seek and 

integrate the views of multiple stakeholder. Third, purposive and snowball sampling may 

overrepresent coordinators with stronger networks or participation willingness, potentially 

missing other perspectives. Finally, protecting anonymity in small professional cohorts (typically 

one coordinator per region annually) is challenging. The potential for being identified may have 

influenced participants’ candour on politically sensitive topics, although we cannot assess the 

extent of this effect. 

Drawing on our study findings, three policy recommendations emerge. First, WHO 

should establish a structured induction programme for incoming regional coordinators, delivered 

jointly by the Secretariat’s Governing Bodies support unit and outgoing coordinators. Such a 

course should cover governing body cycles, negotiation processes and communication protocols, 

and would address the universal finding that coordinators currently learn their role informally and 

often too late in their mandate. Second, a cross-regional mentorship pairing system should be 

instituted, matching incoming coordinators with experienced counterparts from other regions for 
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the first 3 months of their term. Given that all our participants identified knowledge transfer as an 

important gap, such structured peer learning would systematize what currently depends on 

individual initiative. Third, WHO regional offices should develop and maintain a harmonized 

procedural handbook for each region covering region-specific coordination practices, key 

institutional contacts, governance cycles, nomination procedures and lessons learnt from previous 

mandates. The handbook should be updated by each outgoing coordinator. The existing handover 

report system of the African Region provides a proven model for adaptation across all regions. 

These recommendations address the structural fragility of the institutional knowledge 

documented in our findings and are consistent with WHO’s ongoing governance reform process. 

Future research should investigate why substantial variation exists in the interpretation of 

the coordinator’s role across regions, include all six regions, and examine how factors such as 

global crises, gender, language and culture shape coordination styles and regional influence in 

global health governance. 
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Table 1. Functions and responsibilities WHO regional coordinators 
Function Description Frequencya Key activities Regional 

variations 

Core liaison Acting as an 
intermediary 
between WHO, 
regional offices, 
and Member 
States in 
Geneva 

Universal 
(12/12) 

WHO–Member 
State liaison; 
regional office 
bridge; Geneva–
national ministries 
communication; 
cross-regional 
communication 

Performed by 
all regions with 
varying 
institutional 
support levels 

Information-
sharing 

Facilitating 
systematic 
communication 
and information 
distribution 

Universal 
(12/12) 

Meeting updates; 
process 
notifications; 
emergency 
communication; 
document circulation 

Range in 
methods from 
formal emails to 
groups in 
messaging 
apps depending 
on regional 
culture 

Position 
development 

Building 
coordinated 
regional 
positions and 
consensus 

Very high 
(11/12) 

Statement 
preparation; 
consensus-building; 
position mapping; 
joint negotiation 
positions 

African Region’s 
troika system; 
Region of the 
Americas’ 
support from 
PAHO; 
European 
Region’s 
management of 
political 
tensions 

Meeting 
organization 

Managing 
various types of 
coordination 
meetings 

Very high 
(10/12) 

Pre-event meetings; 
side meetings during 
World Health 
Assembly sessions; 
briefing 
organization; cross-
regional meetings 

South-East Asia 
Region’s 
preferred 
informal 
canteen 
meetings; 
African 
Region’s use of 
formal meetings 
in conference 
settings 
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Representation Advocating for 
regional 
interests in 
various forums 

High (8/12) Standing Committee 
of the Regional 
Committee; 
Executive Board 
Bureau; Director-
General meetings; 
negotiations to 
provide a regional 
voice 

Unique 
European 
Standing 
Committee 
reporting; 
quarterly 
meeting of the 
African 
Region’s 
Regional 
General; 
integration of 
the Region of 
the Americas 
and PAHO  

Nomination 
management 

Managing 
regional 
representation in 
WHO bodies 

Moderate 
(7/12) 

Intergovernmental 
Negotiating Body 
Bureau 
consultations; 
selected working 
group nominations; 
representative 
selection; bureau 
transitions 

More common 
in larger regions 
(African and 
European 
regions) with 
more seats to 
fill across WHO 
governing 
bodies 

Capacity-
building 

Supporting 
Member 
States with 
constrained 
resources 

Moderate 
(6/12) 

Small mission 
inclusion; 
procedural 
guidance; training 
facilitation; new 
attaché mentoring 

Important in the 
African and 
South-East Asia 
regions due to 
capacity 
constraints; less 
needed in the 
European 
Region 

Crisis 
response 

Coordinating 
during health 
emergencies 
and crises 

Variable Pandemic 
response; natural 
disaster 
coordination; 
emergency 
communication 

Variation in 
crisis types and 
coordination 
complexity by 
regional context 
and Member 
State capacities 

App: application; PAHO: Pan American Health Organization; WHO: World Health Organization. 

a Frequency classifications reflect the number of participants (12) who independently raised each function 
during thematic analysis: universal: 12; very high: 10–11; high: 8–9; moderate: 5–7; emergent: 3–4. 
Functions referenced by fewer than three participants are reported as individual contextual observations 
rather than thematic findings. 
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Table 2. Regional coordination complexity 
WHO region Countries Complexity 

level 
Distinctive features Coordination 

challenges 
Africa 47 High Troika system; 

African Union 
integration; cross-
hub coordination 

Largest membership; 
capacity constraints; 
development 
diversity 

Europe 53 High Reporting by the 
Standing Committee 
of the Regional 
Committee; 
managing political 
tensions between 
Member States 

Political tensions 
between Member 
States; European 
Union versus non- 
European Union 
dynamics 

Americas 35 Medium Integration with the 
PAHO; formal 
procedures 

Economic diversity 
and political diversity 
among Member 
States 

Eastern 
Mediterranean 

22 Medium Written guidelines; 
cultural sensitivity 

Political instability; 
religious 
considerations 

South-East 
Asia 

11a Lower Informal approaches; 
small size 

Limited capacity; 
single health attaché 
covering multiple 
portfolios 

PAHO: Pan American Health Organization; WHO: World Health Organization. 

a At the time of the study, Indonesia was assigned as a Member State of WHO South-East Asia Region. 
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Table 3. Tension resolution strategies used by WHO regional coordinators and 
strategy effectiveness 
Strategy 
type 

No. of 
coordinators 

using the 
strategy 
(n = 12) 

Regional 
preference 

Effectiveness Resource 
requirements 

Skills 
required 

Bilateral 
mediation 

10 All regions High for 
personal 
tensions 

Low 
(coordinator 
time) 

Interpersonal 
skills; 
cultural 
sensitivity 

Issue 
reframing 

8 Americas and 
Eastern 
Mediterranean 
most 
frequently  

Medium for 
substantial 
disagreements 

Medium 
(analytical 
capability) 

Policy 
knowledge; 
creative 
thinking 

Partial 
consensus 

7 African, 
Americas and 
South-East 
Asia 

High for 
process 
maintenance 

Low (flexibility) Diplomatic 
compromise 
skills 

Offline 
consultation 

9 All regions High for 
sensitive 
issues 

Medium (time, 
access) 

Confidential 
relationship 
management 

External 
mediation 

3 African 
(African 
Union) and 
Americas 
(PAHO) 

Variable High 
(institutional 
support) 

Institutional 
relationships 

PAHO: Pan American Health Organization; WHO: World Health Organization. 

 


