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SEVENTH MEETING 

Saturday， 17 January 1981, at 9hOO 

Chairman： Dr D. BARAKAMFITIYE 

1. PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1982-1983： Item 9 of the Agenda 
(Resolutions WHA33.17, para. 4(1), and WHA33.24, para. 3; Document Рв/82-83) (continued) 

REPORTS OF THE REGIONAL DIRECTORS ON REGIONAL COMMITTEE MATTERS REQUIRING THE 
PARTICULAR ATTENTION OF THE BOARD: Item 10 of the Agenda (Resolution WHA33.17, para. 

4(4); Documents EB67/5, EB67/6, EB67/7, EB67/8 and EB67/ÏO) (continued) 

PROGRAl^ME REVIEW： Item 9.2 of the Agenda (continued) 

Health services development (major programme 3 Д ) (continued) 
Dr TARIMO (Director, Strengthening of Health Services) recalled that, with regard to 

paragraph 4 on page 90 concerning the collection, synthesis and dissemination of information 
on different types of national experience in health development, Professor Xue Gongchuo had 
inquired whether the exchange of information was based on first-hand experience or mainly on 
other considerations; Dr Venediktov had also expressed an interest in the matter. A few 
examples of the approach adopted in synthesizing experience might help to clarify the position. 

In the case of the detailed guidelines for the reorientation of health services referred 
to in paragraph 7 on page 93, the Board might be interested to learn that for the Technical 
Discussions at the Thirty-fourth World Health Assembly on "Health system support for primary 
health care11 a paper outlining the various issues involved in reorientation had been sent to 
countries. The replies received, together with the results of the Technical Discussions 
themselves and other material, were to form the basis for the information to be synthesized 
and disseminated. 

Paragraph 7 on page 93 also mentioned frontline units such as health centres and 
first-level referral hospitals as well as equipment and supplies. In that connexion 
information on national experience would be obtained by working with a number of selected 
countries in reviewing and strengthening the functioning of the relevant facilities. The 
resulting experience would then be pooled and the results of the pooling operation would 
then serve as a basis for the elaboration of guidelines to be disseminated to countries. 

The same approach had been adopted with regard to the activities described in 
paragraphs 9 and 10 on the same page. The Organization was working with selected countries 
on a review of their experience. At the end of the review the individuals involved in the 
work would meet to pool their findings. The results would then be disseminated. 

Professor Xue Gongchuo and Dr Venediktov could thus rest assured that, in the development 
of that kind of material, extensive reviews and discussions took place within the Organization 
in order to ensure that the work being done was consistent with the needs of the countries 
concerned. Meetings were held, as far as possible, in the countries where the projects were 
being carried out, and great care was taken to ensure that participants had first-hand 
experience of the actual situation. 

As the Deputy Director-General had already informed, the Board, more references to 
previous resolutions and the medium-term programme could be included in future programme 
budget documents. 

Programme planning and general activities (programme ЗД.0) 

There were no comments• 



Health services planning and management (programme 3.1.1) 

Dr BROYELLE (alternate to Professor Aujaleu) noted that, despite the very great 
importance of programme 3.1.1, the total sum allocated to it had fallen from US$ 34 589 700 in 
the 1980-1981 biennium to US$ 29 760 500 for the 1982-1983 biennium. She was aware of the 
explanations given in the narrative and, in particular, of the fact that certain decreases in 
the regions were due to transfers of activities to other programmes. But such transfers 
accounted for some US$ 2.8 million only, while the allocation for the same programme in the 
1978-1979 biennium had been US$ 40 113 600 (Official Records No. 250, page 123)• Thus there 
was a real difference of approximately US$ 10 million which was not explained by the information 
given in the introductory paragraphs. In view of the disparity between the importance 
attached to the programme in theory and the reduction of 25% in the amount actually allocated 
to it in the proposed programme budget over the three financial periods, it might be asked 
whether the Organization's practice was consistent with its intentions. 

Dr ÁLVAREZ GUTIÉRREZ said that he, too, considered programme 3.1.1 to be an absolutely 
basic activity. Throughout the introductory paragraphs the importance of continuing to help 
Member States make studies on financing of health services was highlighted, but it was not 
clear from the table on page 95 whether any specific funds had been set aside for them. He 
would welcome some information on that point. 

Dr LISBOA RAMOS agreed that the programme under consideration was extremely important. 
WH0*s plan of action contained some very ambitious objectives, but it was likely that in many 
countries there would be resistance to the changes required to achieve them. The organization 
of intensive seminars, conferences and workshops, and the publication of manuals and other 
literature oil health services planning and management, as well as field visits by WHO officials 
and visits by health officials of Member States to other countries to observe their progress, 
would help to overcome the problems. But little provision had apparently been made for that 
type of cooperation in the global and interregional activities programme. 

Dr VENEDIKTOV asked for some further information on the composition and activities of the 
core group of staff and the international group, mentioned in paragraphs 3 and 4 respectively. 
He also expressed the view that the work to be done under the programme in the European Region 
was perhaps over-academic. 

Dr BRAGA requested some further information regarding the networks of national health 
development centres, mentioned in paragraph 5, and particularly on the functional relationship 
of their component centres with the highest national health authorities. In that connexion 
it should be borne in mind that, while such centres had to be closely related to those 
authorities, they should not necessarily be dependent upon them. A certain degree of 
independence was essential, since otherwise their activities might be disrupted by the frequent 
ministerial and other changes which occurred in many countries. 

Dr FAKHRO, commenting on the objectives of the programme, said that the use of the word 
"national" in paragraphs 1 and 2 suggested that the Organization was thinking in terms of 
individual countries. He wondered whether a wider view could not be taken, so as to include 
groups of countries and even regions. Self-reliance at the subregional and regional levels 
was to be encouraged, and WHO could play a very useful coordinating role. 

The CHAIRMAN agreed with previous speakers that the programme under consideration was of 
the utmost importance. In many countries individual health facilities existed but they were 
not organized in a coherent system, as would be necessary to permit the development of the 
management process that was the subject of the programme under review. The establishment of 
such a system would require changes which would sometimes be difficult to effect. Nevertheless, 
the Organization had a duty to encourage and support Member States in their efforts to reorient 
their health services along systematic lines for the delivery of primary health care. In that 
respect the core group of staff mentioned in paragraph 3 might have an important role to play, 
and he assumed that there was a connexion between that group and the creation of the proposed 
new posts referred to in paragraph 12 on page 65• He would welcome more information on the 
subject as also on the international advisory group on health information in support of health 
for all by the year 2000. 



The organization of networks of national health development centres was also extremely 
important for the implementation of primary health care programmes. However, before countries 
organized their national networks, consideration should be given to the organization of 
regional health development networks. The arrangements proposed for the African Region were 
therefore to be welcomed. 

Dr TARIMO (Director, Strengthening of Health Services), replying to Dr Broyelle on the 
question of the decrease in the budget allocation as reflected in the figures given on page 
95, said that the Regional Directors would probably wish to comment on the regional aspects, 
but at the central level the headquarters and global and interregional activities components 
should be taken together. Although there was a total decrease of US$ 1 487 900, global and 
interregional activities showed an increase of US$ 1 834 300 due to the transfer of resources 
from former headquarters activities. Moreover, many programmes were so closely interrelated 
that it would be necessary to analyse the content of individual programmes before it could be 
definitely established whether there had been a real increase or decrease in the budget 
allocation or whether the differences were accounted for by transfers of activities between 
programmes. 

Dr Âlvarez had drawn attention to the importance of studies on health sector financing. 
Some information on that point was in fact given in paragraph 8 on page 93. By the end of 
1981 the Organization hoped to have developed a methodology which countries could use in 
making their own analyses. The studies would, of course, be of value only if they formed 
inputs into the planning process in Member States. It was expected that from the end of 
1981 onwards the manuals being prepared would be utilized in teaching institutions and at 
workshops, and perhaps in actual planning and management. 

With regard to the question put by Dr Lisboa Ramos, it was true that, while many 
countries had indicated their commitment to the goals of primary health care, not so many had 
taken action to make the necessary changes in their health services structures, particularly 
as far as patterns of financing were concerned. It was hoped that, with practical experience 
in using the methodologies now being developed by WHO, countries would be able to identify 
comparative shortcomings in the allocation of their resources and to take the necessary 
remedial action. Provision had been made for field visits by WHO staff, as well as for 
seminars and workshops and, at least in the African Region, for exchange visits by officials 
from countries with similar problems 

The Director-General had already provided some information on the work done by the core 
group of staff mentioned by Dr Venediktov and he might wish to give some supplementary 
details at a later stage. 

Dr Braga's question regarding networks of national health development centres was really 
difficult to answer because it was hard to draw the dividing line between the need to provide 
the institutions concerned with the flexibility and freedom which they required to carry out 
independent research and the need for them to work closely with the decision-makers, and to 
ensure that their work had a real impact on the planning and management of health services. 
Too great a separation would produce some very interesting research, but such research would 
not necessarily be taken into consideration in the actual planning process. On the other 
hand, too great a dependence on the planners would inhibit research in innovative areas# 
Each country had to develop its own compromise solution. As was indicated in paragraph 5， 

some kind of functional relationship was called for. 
With regard to regional and subregional self-reliance, it should be borne in mind that 

the objectives outlined in the programme budget were based on those of the Sixth General 
Programme of Work. However, Dr Fakhro's statement of the situation was perhaps a more 
accurate reflection of what Member States were actually trying to do in terms of both 
national and collective self-reliance. 

He agreed with the Chairman's comments regarding the need for regional networks of health 
development centres in addition to national ones, as had already been arranged in the African 
Region. Such regional networks should be able to provide the type of training needed to 
help individual countries to develop their own national networks. 



Dr QUENUM (Regional Director for Africa) said that none of the countries of the African 
Region at present had a genuine health system, i.e. a coherent group of services or institutions 
forming an organized system oriented towards well-defined objectives. There were various 
more or less dispersed services which did not always work along the same lines. He was well 
aware of that situation; for if efforts in the two coming decades were not essentially 
devoted to reorganization of effective benefits from health services, all that was being said 
and done would remain at the stage of mere words. The strategic goal of health for all by 
the year 2000 therefore provided important guidance for all in working - despite the 
difficulties encountered in making changes - towards greater rationalizing of health 
activities. For the harmful effects of mere mimicry in health development were quite clear. 
The types of activity referred to by Dr Lisboa Ramos appeared in detail on page 97 under 
programme 3.1.2 - primary health care - in paragraph 11 for the African Region. From the 
table on page 99 concerning the relevant allocations it could be seen that there was a regular 
budget increase of almost US$ 2 million for the African Region alone; if the total increase 
under programme 3.1.2 were offset against the decrease mentioned earlier, it would be seen 
that, overall, there was not a decrease but an increase in activities and a mobilization of 
greater resources for their implementation. 

Dr KAPRIO (Regional Director for Europe), replying to Dr Venediktov's doubts over the 
academic aspects of the proposed programme budget of the Regional Office for Europe, agreed 
that the Regional Office had produced, for example, publications on planning activities at 
the local level in eight European countries receiving aid and on various European health 
information systems, of a rather descriptive nature. However, on the more dynamic side, 
there had also been discussion in the Regional Committee on the important question of model 
health care programmes and quality assurance. He cited two paragraphs from programme 3,1.1, 
on page 68 of the proposed programme budget of the Regional Office for Europe, which defined 
the problem: "In industrialized countries the health sector is growing rapidly, at a much 
higher rate than the population or gross national product. Although in part this growth 
reflects the belief in welfare States that good health care should be available to all 
citizens on an equal basis, it is widely recognized that it is to some extent unjustified and 
results from the overuse of highly sophisticated health care technology, applied even to 
problems for which it is not appropriate. 

"At the same time, research has shown that the quality and quantity of care rendered for 
a given health problem may vary substantially among individual providers, even in fairly 
homogeneous systems. Another untoward outcome may be a paradoxical lowering of the quality 
of health care due to the iatrogenic effects of complicated medical interventions of 
unconfirmed validity• High technology medicine may also provoke consumer alienation, as it is 
often felt to be inhumane and socially unacceptable." 

With regard to the problem referred to by Dr Tarimo, the establishment of just a few 
high-level hospitals in the capital of a country as the only major investment in health 
services, there was also increased concern in Europe over the trend to overhosp i ta1iz a t ion 
and oversophistication. It would of course help to create a larger interest in primary 
health care; from the so-called academic studies there was emerging information demanding 
movement in another direction from that which had so far prevailed• Model health care 
programmes, within the programme under discussion, covered several pages in the Regional 
Office programme budget only and could not be reflected in the worldwide programme budget; 
but that was a dynamic new aspect leading to practical results and emerging from studies 
made over the last 10 years in the Regional Office. 

Dr ACUNA (Regional Director for the Americas), referring to the question raised by 
Dr Alvarez on the financing of the health sector, said that there were additional details on 
what the Region of the Americas had been doing in that respect on page 34 of the Annual 
Report of the Director for 1979. He also mentioned in that regard the study by an expert 
from headquarters, Dr Lee Howard, which was being continued in the Region. He hoped that 
headquarters would give the Region of the Americas the opportunity to participate in the other 
studies on the financing of the health sector provided for in the proposed programme budget. 
That would enable the Americas not only to make more progress but to cooperate with head-
quarters for the benefit of the other regions. 



Concerning Dr Braga* s invaluable comment on national networks of health development 
centres, he observed that in the Region of the Americas, too, a number of activities had been 
implemented, with the understanding that in the Americas there were legal or even 
constitutional constraints, on drawing certain institutions into cooperation with health 
ministries. The limitations of such institutions were recognized; and some countries, such 
as Colombia, had tried to set up a network of those institutions under the national health 
authority to improve the services provided by the ministry of health. The studies carried 
out by those countries had been very well received; it was recognized when dealing with 
established institutions, such as national or higher health institutes, that they were of a 
traditional kind, at least in Latin America, and that there was a certain competition of a 
political nature, which prevented progress from being as rapid as was expected. Nevertheless, 
it had been possible to set up those networks primarily for the training and education of 
human resources for the health sector. In that respect, considerable progress had been made 
in most of the countries in the Region. Mention should also be made of the participation of 
the regional Latin American centres for educational technology in health, which had been 
extended into national networks. It was now hoped to reach all other levels within each 
country. 

Dr BROYELLE (alternate to Professor Aujaleu) thanked Dr Tarimo for his explanation but 
observed that he had not yet been able to give precise explanations for the very large 
reduction she had pointed out, not only between the allocations for 1980-1981 and for 1982-
1983， where certain reductions were acceptable, but where the total decrease was greater than 
the explanations could justify, but above all between the budgets for 1978-1979 and 1982-1983, 
which assumed truly disturbing proportions. The explanations were, to say the least, not 
obvious and self-evident, if there were explanations at all. After taking into account 
everything that had been said and from personal experience she did not think that the 
countries' needs had decreased in the area; on the contrary everyone had stressed the 
necessity for very positive action because of the countries' needs. She therefore pressed 
her point that the budget should be examined and a way found to reduce or completely halt those 
decreases and even to obtain increases. Otherwise an increase in activities for services 
would be favoured at the expense of their organization, which would be completely at odds with 
the priorities which the Organization had set. 

Dr QUENUM (Regional Director for Africa) said that he had thought part of his explanations 
would satisfy Dr Broyelle, because he did not consider the present exercise as an accounting 
exercise but rather as a programme budget exercise; it therefore had to be seen in the context 
of the programme, with allocation of appropriate resources. Depending on the decisions taken 
from one cycle to the next, a certain number of decreases appeared but they did not necessarily 
reflect a decrease in the emphasis or importance placed on any given programme. The entire 
programme budget was based on the goal of health for all by the year 2000, and essentially on 
the primary health care approach with its eight components. It had accordingly been necessary 
to rearrange the programmes and this had had effects on the breakdown of budgetary allocations, 
taking into account the funds available. Dr Broyelle could rest assured that for the African 
Region the concern really was to remedy social injustice even before the year 2000， through 
placing at the disposal of the populations the minimum benefits of primary health care. 

Dr BROYELLE (alternate to Professor Aujaleu) assured Dr Quenum that she took his point 
with regard to the African Region, but said that her observations applied to the budget as a 
whole, and not to the African Region only. 

Dr PATTERSON joined previous speakers in stressing the programme's importance and 
congratulated the members of the Secretariat who had prepared it. Health planning at country 
level had been approached in a dynamic way, and it was evident from the plan of action that 
work was already in progress and would continue, for instance on the manuals on health sector 
financing mentioned in paragraph 8. There were, however, innovations mentioned in the plan of 
action (paragraphs 3, 4 and 5) on which she would like to have further information. In 
particular she would like to know how the core group of staff mentioned in paragraph 3 was 
going to work; whether the staff would be drawn from headquarters or from the regions, or 
both, and how the group would work at national level. She was even less clear about the 
advisory group on health information support (paragraph 4). Paragraph 5 was causing 
considerable controversy; various people had understood it in different ways, some seeing it 



as a threat, others as interference. She thought the idea needed more study and more specific 
identification of the ways in which it was to be implemented in different countries. 

Dr ACUNA (Regional Director for the Americas) replying to Dr Broyelle on the reduction in 
the budget allocation, pointed out that the Organization was now in a better position to help 
the governments of developing countries to seek financing for investments in the health sector. 
Those investments were made available, for example, by the Inter-American Development Bank, the 
World Bank and the United Nations Development Programme, and there was a technical cooperation 
component linked with, but not part of, the loans from those institutions. In most cases of 
the loans being granted, and to be granted in the months and years to come, with a non-
reimbursable technical cooperation component, WHO would be the executing agency. The amount 
of those extrabudgetary funds was not yet known, but they would considerably increase the part 
of the budget that was giving cause for concern. There was not a decrease in the budget: 
what was shown was merely the basic amount made available to obtain the loans with technical 
cooperation components, which in turn would make it possible to increase activities of 
designing and implementing facilities, providing equipment, and training personnel. The 
proportion of extrabudgetary funds would be considerably increased during the current biennium 
and those to come. 

Dr TARIMO (Director, Strengthening of Health Services), referring to paragraph 5 on the 
the strengthening of the networks of national health centres， agreed with Dr Patterson that 
there had been many different opinions on how to implement the concept. The idea itself was 
easy: if countries had adopted the goal of health for all by the year 2000， it was important 
to mobilize and coordinate the various technical skills in the country to support that goal. 
The question was how to do that in a particular country ； there were many different ways, 
already put into practice. Where there had not already been many institutes or centres 
involved, it had initially appeared simple to strengthen some particular centre already 
working in the area and to strengthen its relationship with other centres so that they 
functioned in a complementary way and developmental activities were directed towards primary 
health care. However, even in those countries it had not proved easy, because links had also 
to be established with the decision-making process, and it had therefore been necessary to 
forge links with national health councils or similar bodies. He agreed that the imple-
mentation of the concept, which in itself was clear, had been tied up with many problems in 
individual countries ； different experiences in tackling those problems were being collected 
in the process of providing support to a number of countries, and the experiences were being 
synthesized and disseminated among other countries, which he hoped could then decide on the 
most appropriate forms the network would take for them. 

Replying to Dr Broyelle， he said that he had perhaps not done full justice to the 
question of the total allocation of US$ 40 million for 1978-1979. His reference applied 
mainly to the headquarters component. It might be possible to look particularly at the 
regions as from the 1978-1979 biennium to see what the various allocations had been in 1980-
1981 and where they had been transferred in the 1982-1983 programme budget. Some activities 
and epidemiological support in some Regions would now be found under different programmes. 
Some activities shown under health services planning and management in that biennium had also 
been appearing in a different area, such as primary health care. 

The DIRECTOR-GENERAL said he was delighted that a battle-cry, or cri d'alarme, was being 
raised by everyone, beginning with Dr Broyelle, over the importance of the programme, and 
that the potential conflict was being pointed out between aspiration and real performance. 
An important part of the Alma-Ata spirit was to transform woman and man from being solely 
passive objects of conventional medical wisdom into active subjects taking responsibility for 
their own health and adequately supported by proper health infrastructure covering the total 
population. If the idea was only to extend coverage from, say, the privileged 20% of the 
population today to 30% by the end of the century, it would be much better simply to adopt a 
cosmetic approach to improving traditional medical care and to abandon the primary health 
care revolution. The challenge in social and economic terms was much greater if what 
Dr Broyelle had said were to be faced up to. He hoped that, when the Board came to discuss 
its organizational study on management, the cri d'alarme would be raised in a much stronger 
way than there was time to do at present. He subscribed entirely to what Dr Broyelle had 



said : the greatest problem today was to generate the managerial absorptive capacity to 
develop and implement strategies for health for all based on primary health care. It was a 
testimony of poverty to the Organization that after 30 years the world's medical schools 
still could not get across the minimum of epidemiological thinking that could lead to the 
understanding of the management of health problems , and that the existing public health 
schools, without exception, could not train health managers in the kind of management that 
was now required. There was autodidactic experience in the management of communicable 
disease control programmes or in running hospitals or health centres, but otherwise there was 
really no proper training of health managers. WHO had to come to grips with that problem. 
Inside the Organization certain discrete programmes were being superbly managed, but the 
problem was how to make all those discrete elements converge on promoting health infra-
structure truly relevant to health for all and primary health care. He had mobilized the 
so-called flexible core group during his programme and budget review by eliminating a 
number of posts, believing that flexibility for 1982-1983 was needed whereby some important 
managerial questions could be examined. One of the most important of those questions was 
that, although every programme could be said to be of equal importance, some were more equal 
than others when it came to primary health care/health for all. There was a need for a few 
people to support the Director-General in assessing whether WHO was really being faithful in 
bringing together the components mentioned in the Alma-Ata Declaration so that they could be 
seen by Member States to be relevant to their promotion of health infrastructure covering 
the total population. Part of the work of the core group - which, he repeated, had been 
formed by rationalization of existing resources - would also be devoted to the developing 
national capacities for assessing health situations and trends. In addition, more relevant 
and sensitive information was needed to document to the Organization itself at country, 
regional and global levels whether it was being sincere in pursuing activities that were 
highly relevant to the attainment of health for all. Expertise was therefore needed, and the 
advisory group would consist of public health generalists who could help to determine how 
indicators could best be used at country, regional and global levels to assess whether 
progress was being made. A few countries were now asking for one or two experts for a few 
years and were prepared to serve as indicator countries and develop an international training 
ground for health for all/primary health care, including the role of a health development 
centre network. He referred to his earlier reminder that health services research had not 
been doing well, and he considered such research a vital part of the health development 
network and of amassing politically relevant information. The inadequacy of managerial 
performance and capabilities, both nationally and internationally, was all too evident, but 
the Organization had tremendous experience in individual programmes, and he still hoped that 
a way could be found to bring together those types of experience. The Organization possessed 
many of the various kinds of managerial tools required, and had a reasonable degree of vision ； 

it was now necessary to focus all that on the development of strategies for health for all. 
Unfortunately, resistance to change made most people give up before they had really tried to 
bring about change with imagination and courage. But much change could be brought about in 
complex economic and political situations if Member States were ready courageously to make use 
of WHO. He hoped the Board would address itself aggressively and explicitly to the serious 
problem of the lack of managerial expertise which existed throughout the health delivery 
system in most countries, even in manpower planning, which was a minimum requirement. 
Dr Broyelle had rightly pointed out that where waste could not be afforded, good management 
was necessary. Even industrialized countries could not afford waste, and most certainly in 
developing countries there had to be social control over technology ； otherwise the health 
infrastructure would not be a social carrier for health for all based on primary health care. 

Primary health care (programme 3.1.2) 

Dr AL-SAIF was pleased to see that certain countries were making use of traditional 
medicine in their health delivery systems. At an international conference held in Kuwait the 
previous week reference had been made to research in Islamic medicine ； he hoped WHO would be 
able to benefit from that research arid would continue its support for traditional medicine. 

Professor XUE Gongchuo referred to paragraph 1， which gave as an objective the fostering 
of a realistic approach to traditional medicine in order to improve health care by integrating 
proven knowledge and skills of traditional and indigenous health workers into conventional 
health care, and by promoting research in selected areas of traditional medicine such as 



acupuncture, moxibustion, and herbal remedies. Paragraphs 17-22 also referred to traditional 
medicine. In China traditional medicine had played a very important role in consolidating 
and developing primary health care work. He thought, however, that traditional medicine was 
scientific. Traditional Chinese medicine had its independent theoretical system; its value 
was not only in its application. Traditional medicine could not be confined to the field of 
primary health care. Historically, it was limited by its time: it contained a mysterious and 
superstitious aspect that should be discussed, but it also had its scientific basis, and should 
be used to enrich medical knowledge. WHO should not confine the development of traditional 
medicine to the primary health care field, but should cooperate with Member States to carry 
out research in traditional medicine over a broad area, providing support in manpower and 
material. 

Mention was also made of WHO,s cooperation with international, governmental and non-
governmental organizations on primary health care. That was encouraging, since it indicated 
that primary health care had been accorded due international importance ； there was, however, 
the question who should be in the leading position in that cooperation. There seemed to be no 
clear division of work. His aim in calling attention to the problem was really to enhance the 
development of primary health care and the cooperation of international and nongovernmental 
organizations, both bilaterally and multilaterally• 

Dr VENEDIKTOV， referring to the role of traditional medicine in health care, endorsed 
the remarks made by Professor Xue Gongchuo and Dr Al-Saif. If one set aside certain 
prejudices and discounted certain extraneous elements, it could be seen that traditional 
medicine often had a sound scientific basis. It was important that the valid elements be 
used. In the USSR attempts were made to study and test scientifically any material available 
on traditional medicine - from whatever country. Herbal remedies (which remained the basis 
of many contemporary medicines), physical therapies, cures, acupuncture and many other methods 
had in fact been included in contemporary methods of treatment. 

Primary health care could be regarded as an integral part and the most important function 
of a comprehensive national health care system. It was a first point of contact between the 
individual, the family, the population and health services. It was imperative that WHO give 
attention to a serious analysis of primary health care and to see what was actually 
happening - the contact between the patient and the health system, the differences in 
approach, the links with secondary and tertiary health care areas, problems of accessibility, 

It was necessary to mobilize headquarters, the regions and WHO collaborating centres 
dealing with primary health care and to strengthen the links between them. A well equipped 
international centre for primary health care in Alma-Ata was analysing primary health care 
problems in both highly developed and developing systems. He was grateful that Dr Kaprio 
had declared his intention of using the centre even more actively, and he urged the other 
regional directors, headquarters and the heads of the collaborating centres to do likewise. 
A more fruitful exchange of experience would ensue and joint efforts would make it possible 
to solve many important problems. 

Dr RADNAABAZAR emphasized the importance of primary health care, it was the basis for 
progress towards health for all by the year 2000. The detailed text before the Board 
reflected objectives, approaches and plans of action, but he regretted that no specific 
reference to the resolutions of the Alma-Ata Conference and the Health Assemblies had been 
made. Referring to paragraph 13, he expressed the hope that in the South-East Asia Region 
countries would benefit from the exchange of information and experience regarding primary-
health care systems. 

With regard to traditional medicine, he considered that the approach should be cautious, 
although he acknowledged that certain methods were undoubtedly effective in the treatment of 
specific diseases. 

He was pleased to note the general tone of optimism expressed by the Director-General 
in paragraph 23, and welcomed the efforts being made to increase the resources allocated to 
the development of primary health care. 



Professor AUJALEU wished to raise a general question concerning primary health care. 
There appeared to be differing opinions as to what constituted primary health care. He was 
aware of the questions that had been discussed at the Alma-Ata Conference and of the 
definition of primary health care given in the report of the Conference. His question did 
not concern where primary health care commenced, but rather where it ended. At what point 
did health care cease to be primary? Could a rural hospital treating simple diseases be 
considered part of primary health care, or was it already a form of secondary health care? 
There seemed to be no definition in available documents of the material infrastructure and 
personnel required for primary health care; it would therefore be useful if some indication 
could be given to the Board - during discussion of the appropriate agenda item - as to what 
constituted an ideal infrastructure. 

Dr FAKHRO referred to the first subparagraph of paragraph 10, which stated that national 
networks of centres for integrated rural development in the Middle East and the Americas were 
envisaged; perhaps the Regional Director for the Eastern Mediterranean could give some 
information as to any plans that had been made for such centres. The fourth subparagraph 
mentioned the provision of essential health services to school populations; he wondered 
whether that meant that primary health care should be given within schools, or that special 
primary health care centres for schoolchildren should be set up. WHO should clarify the 
matter, because in some countries there were integrated structures for the whole population, 
including schoolchildren, whereas in others schoolchildren were dealt with, separately • In 
his view, the former solution was preferable, and WHO should not encourage the division of 
primary health care into different categories. 

He hoped that in the near future WHO would undertake a comparative study and lay down 
guidelines for the training of family doctors • It was a new subject for many countries, but 
the family doctor was the health specialist most closely involved in primary health care. 

He considered that, in view of the many aspects of traditional medicine, WHO should 
establish programmes to encourage the emergence of a generally acceptable global form; the 
bases of contemporary medicine were internationally accepted, and through the coordinating 
activities of WHO it should prove possible to do the same for traditional medicine. 

Professor DOÊRAMACI said that the cooperation of all organizations involved in health 
carej as mentioned in paragraph 4，together with the national health advisory councils and 
intersectoral collaborative mechanisms mentioned in paragraph 6， were essential if wastage 
were to be avoided and all resources mobilized� Lack of coordination was an obstacle that 
was difficult to overcome. WHO should encourage not only moral support but also active 
collaboration at the country level because it was indispensable for coordination. WHO's 
support should be more active in areas where non-coordinated health services were in 
existence. 

Dr VENEDIKTOV, referring to Professor Aujaleu's question as to where primary health care 
ended, stressed the need for a systems analysis of primary health care. It should be 
regarded not as a substitute for the poor, but as an essential aspect of any health care 
system, in any country. Resolution WHA28.88 stated that primary health care was the point of 
entry for the individual to the national health system; that point of contact was not limited 
in either time or space. Primary health care should imply that the whole system tried to 
provide each individual with the necessary care at the relevant level, in the most economical 
manner. 

Indeed, precisely what was involved in practical terms had never been set out, either in 
the Alma-Ata Declaration or in WHO resolutions, and it was essential to reach a clearer 
definition. 

Dr OLDFIELD said that a crucial question had been raised: where did primary health care 
begin and end? He had been reminded of instances in which administrators controlling budgets 
had declared that, since primary health care meant moving resources into rural areas, funds at 
the central level could be cut. That, of course, was not what was sought: the funds must be 
distributed in such a way that the whole population would benefit from them. It had been 
necessary to explain to the administrators that primary health care was necessary at the 



central level as well, because it was a health system, not a prototype that could be moved 
from place to place, and should be designed to cope with the problems arising in any given 
situation. 

Emphasis had been laid on community involvement. He thought that there was little 
understanding of what that implied, and he was therefore pleased to note the importance given 
to it by WHO. It was particularly difficult to achieve community involvement in urban areas 
since there was not the same commitment as in rural areas, where it was easier to explain to 
the community that if they wanted better health they should combine their efforts and they 
would receive assistance from the national health system. Many countries could benefit from 
WHO's experience in that field. 

Dr ORADEAN considered the programme under consideration to be of immense importance for 
achieving the goal of health for all by the year 2000. She fully agreed regarding the desir-
ability of compiling material on the organization, management and limitations of primary 
health units. WHO should benefit from the considerable experience existing in that regard 
in various countries. 

It seemed to her that an essential characteristic of the primary health care programme 
related to the progress that could be achieved in respect of multisectoral activities, and in 
that regard she stressed the desirability of encouraging Member States to set up national 
health councils at the highest administrative and political levels. A coordinating body of 
that type, with the task of implementing national health policy, had been set up, with cabinet 
financing, in her own country. It was her view that an even greater measure of success could 
be achieved if the findings of such national health councils were in due course embodied in 
health legislation. She referred to the health insurance legislation existing in her 
country, whereby the State was responsible for the entire complex of health and social 
measures covered by a single national social and economic development plan. 

Mr AL-SAKKAF felt that the provision of primary health care was the only way of achiev-
ing the goal of health for all by the year 2000. It was gratifying to see the activities 
being evolved in that connexion, but he was only too well aware that many parts of the world 
were faced with difficulties - related to financial, human and environmental factors - that 
impeded progress towards that objective. Despite such obstacles, however, countries were 
undoubtedly organizing action in that field on a priority basis. He wondered whether there 
were any indicators available of the successes achieved in primary health care, particularly 
in the developing countries. 

Dr PATTERSON believed that Professor Aujaleu had put a very provocative question to the 
Board - one which was occupying the minds of many people throughout the world. The real 
objective was health for all， and primary health care, while it constituted a major building 
block, could by no means be taken as the whole structure. Recalling that WHO had, since its 
inception, defined health as a state of total wellbeing, she emphasized the fact that such a 
state could not possibly be achieved at the first point of entry, or without the entire health 
system working in unison; indeed, action concentrated on primary health care alone might even 
create more problems than it solved. Primary health care was, after all, only the beginning 
of a cyclical process• The definition also created problems in many countries where health 
ministries were not in a position to attempt to deal with health as a total concept, and in 
fact were required to deal principally with disease. It was realistic to say that a 
country's total national budget was involved in trying to attain health for all； education, 
information, housing and employment clearly all had repercussions on health. Primary health 
care should be regarded as part of a country's whole development strategy. 

Dr AL-GHASSANI (alternate to Dr Al-Khadouri) said that he was in general agreement with 
the points made by the previous speakers. The underlying principle was that primary health 
care constituted the bridge leading to health for all. However, finding the means to imple-
ment that programme had given rise to difficulties for many countries, which were faced with 
immense problems in such fields as nutrition, etc. He had no doubt that the objective 
would eventually be achieved, and expressed full confidence in the Director-General. 

He stressed the need for the Organization to maintain constant evaluation of the progress 
being made in primary health care, so that support could be given to the countries in greatest 



need, and every effort should be made to assist with the necessary human and material 
resources. 

Dr TARIMO (Director, Division of Strengthening of Health Services), replying to the 
coiranents made, first of all stressed the emphasis WHO intended to give to development of 
national centres, which should serve to assess how primary health care was functioning in the 
different areas. It was hoped to evolve cooperation with the centre established at Alma-Ata 
and others. 

In connexion with the comments made by Professor Aujaleu, he said that what was being 
implied under primary health care covered the action of the individual in terms of self-care, 
care at the point of contact, and the supportive component of the health system up to a level 
at which it is possible for an individual to be assured of essential care - for instance, 
until the cottage hospital, first level hospital or health centre. If primary health care 
were adopted as an approach, it would certainly have implications on the functioning of the 
whole health system. 

He drew attention to the fact that the topic selected for Technical Discussions at the 
forthcoming session of the Health Assembly was "Health system support for primary health care11, 
and the type of question raised at the present meeting was covered by the preparatory docu-
mentation circulated in that regard, relating, for instance, to methods of organizing the 
various levels of health care, and community participation. The replies received so far had 
been interesting in that they reflected the diversity of the existing situations. There was 
general agreement that primary health care could not be considered separately, but only as 
part of the entire health system. The Health Assembly would accordingly provide the oppor-
tunity for a full review. 

Reference had been made to the programme being developed to strengthen the role of 
schools in support of primary health care . That was intended to form an integral part of 
primary health care action and was being jointly developed with family health activities, the 
purpose being not only to promote better health for teachers and schoolchildren but also to 
see how they could best promote primary health care， since that sector of the population 
would appear to offer considerable potential for disseminating the basic principles of such 
care . 

He concurred with Dr Oldfield as to the immense importance of community involvement. 
The question of mechanisms of health coordination had been raised by Dr Oradean and 

Professor Do^ramaci. WHO was anxious to know of the type of experience encountered in the 
various countries. That might be of use to other countries, although naturally the same 
model would not be applicable universally. 

As to the question of assessing the progress being made in different countries, he called 
attention to the meeting of the UNICEF/WHO Joint Committee on Health Policy (to be held 
immediately following the present session of the Board), which would be reviewing precisely 
that question and would look into the progress made and problems that had arisen since the 
Alma-Ata Conference . He agreed that that type of activity should be strengthened. 

Dr FtlLOP (Director, Division of Health Manpower Development), replying to the comment 
made by Dr Fakhro in relation to the training of general practitioners or family physicians , 
pointed out that that training was linked with all parts of health manpower development 
action, and had not been singled out. He drew attention to paragraph 1 of the narrative 
relating to major programme 6.1 (Health manpower development), where it was seated that 
objectives included the promotion of the development of appropriate health personnel to meet 
the needs of entire populations, in particular by promoting, inter alia，planning for, and 
training of, the various types of health personnel required for "health teams" who would 
have the proper knowledge, skills and attitudes for the execution of national health plans 
and programmes - including personnel with appropriate levels of skills for the provision of 
primary health care . It was thus clearly stated that WHO had as its objective the training 
of all categories of health personnel for the benefit of the population as a whole . It was 
further stated, under paragraph 3 of that same narrative, that the programme concerned all 
categories of health workers , with emphasis on those concerned with front-line health care . 



He referred to the extremely useful work being done within the network of connnunity-
oriented educational institutions for health sciences, established in 1979 under WHO auspices , 
and described in paragraph 10 of the narrative relating to programme 6.1.2 (Promotion of 
training). Eighteen such institutions had undertaken training activities, several of them 
multiprofessional, with a view to preparing health teams, which were particularly valuable 
in primary health care. There were now about double that number of institutions providing 
such community-oriented training, with the moral and minor financial support of WHO, and, 
while that number was small in comparison with the total number of medical schools , it was 
to be hoped that that type of training would quickly spread . A meeting of those institutions 
would be held at Bellaggio in two months' time, where the question of how best to promote 
that type of relevant training scheme would be discussed. Many training institutions had 
independent departments relating to training of general practitioners , and WHO was 
endeavouring to assist in that respect by information and exchange of experience ； that 
activity was particularly strong in the European Region. An expert committee on the training 
of the physician for family practice had been held in 1963, and its findings were reproduced 
in Technical Report Series No. 257. Other publications existed on related subjects . In 
the Public Health Papers series , No. 20 dealt with the preparation of the physician for 
general practice, and two recent numbers described case studies of innovative schemes of 
community problem-based training programmes. Furthermore, WHO was collaborating with a 
number of nongovernmental organizations, including, for instance, the World Medical 
Association and the International College of Surgeons, with a view to defining the role of 
primary health care team leaders, who would, in certain cases , be a type of general 
practitioner with strong managerial skills . 

Dr TABA (Regional Director for the Eastern Mediterranean) noted that Dr Fakhro had 
referred to the integrated rural development programme being undertaken in the Middle East. 
That in fact concerned a proposal to establish a centre with a multisectoral approach and 
interagency cooperation and which would benefit neighbouring countries as well as the host 
country. Two preparatory meetings had been held, the most recent one in Cairo in February 
1980, with the participation of the cooperating agencies, including WHO, FAO and UNESCO, to 
discuss the programme. Amman, Jordan, had been tentatively selected as the venue for the 
centre, arid, within the context of overall integrated rural development, health, especially 
primary health care, would have a prominent place. That programme was another excellent 
example of technical cooperation between developing countries in the Eastern Mediterranean 
Region, as well as of economic cooperation between those countries, as it was expected that 
those countries which could provide material help would contribute towards the implementation 
of the programme. 

Dr CH'EN Weri-chieh (Assistant Director-General) expressed his appreciation for the 
support given to the traditional medicine programme. As the Board was aware, the programme of 
traditional medicine had been developing rapidly since 1976. Traditional medicine was 
practised in almost all regions, each regional form having its own characteristics, closely 
linked with local culture. For that reason, traditional medicine and its practitioners were 
trusted and accepted by the local populations, and it was therefore WHO policy to endeavour to 
mobilize that valuable resource into primary health care systems within the framework of 
achieving the goal of health for all by the year 2000. 

He agreed with Professor Xue Gongchuo that the scope of traditional medicine could go 
beyond primary health care activities. In view of its many and varied forms, the Organization 
felt that the programme should be developed in a regionalized way. However, as stated in 
paragraph 22 of the narrative to programme 3.1.2, WHO headquarters would serve as the 
coordinating focal resource, and would also be responsible for the organization of global and 
interregional training and research activities, and for information transfer. A handbook was 
being prepared, which would present a relatively comprehensive picture of the various kinds of 
traditional medicine available all over the world. The point made by Dr Fakhro regarding the 
development of a globally acceptable form of traditional medicine in view of difficulties 
created by the differing local characteristics would be borne in mind: possibly, scientific 
progress would facilitate the preparation of a programme in the future. 

The DIRECTOR-GENERAL emphasized the tremendous importance of primary health care. WHO 
had been involved with that concept from its very inception, but activities in that regard 



could only truly succeed if they were based on conscience and faith. The definition, in the 
Constitution of the Organization, of health as total wellbeing was of course, highly 
idealistic. It did, however, constitute a social challenge from which the essential 
emotional energy for achieving that goal could be derived. 

In connexion with the comments made by Professor Aujaleu, he said that there were 
undoubtedly preference values of a political, professional and social nature in play within 
countries. Against those values would have to be set the values of public health 
administrators, with a full sense of what they wished to achieve on the basis of social justice 
and the will to seek to influence other sectors in order to attain that objective. He was 
convinced that a scientific approach, of an epidemiological type, would form the very corner-
stone of progress in primary health care. The cause of primary health care had now awakened 
wide support, among romantics and cynics alike. The reality was that, all other factors being 
equal, if epidemiological reasoning were to be applied and the principles of the Alma-Ata 
Declaration adhered to, a modest expenditure of US$ 10 per head of population, which 
represented an infinitesimal part of the budget of industrialized countries today on so-called 
health activities, could make a dramatic impact on the state of health of the population of the 
world. 

It was of course vital to draw clear semantic distinctions and establish specifically 
what should be covered by the new concept of primary health care, as compared with the basic 
health services of the past. Furthermore, successful mobilization of the community would 
make an immense difference, and, in that connexion, he referred to experience encountered in a 
water supply project before and after community participation. 

The fundamental issue was surely to accept the fact that health for all was an absolute 
imperative. Only in that spirit could the will to provide the necessary infrastructure be 
sufficiently dynamic, and therein lay the way to success. It was essential that optimal 
support for primary health care should be forthcoming, starting from the first-referral level 
hospital. He hoped that the technical discussions at the forthcoming Health Assembly would be 
meaningful and that they would promote a clear understanding of the nature of the support 
required for primary health care. 

With regard to Dr Patterson's comments, he explained that he was not opposed to taking 
account also of health care at the highest level, but with the proviso that it should be 
available to all. He could only advocate health care based on social justice. 

Workers' health (programme 3.1.3) 

Dr RIDINGS detected a tendency to concentrate on the programme rather than the budgetary 
aspects of the proposals before the Board. The budget appeared to him to be satisfactory, there 
being an increase under most heads except for headquarters expenditure. He asked for more 
details of the situation in the Americas. 

Dr VENEDIKTOV said that both programme and budget aspects required the Board's attention. 
He asked first, in respect of the very important statement contained in paragraph 3 on page 100， 

regarding the formulation of policies, strategies and guiding principles, how, given the 
limitations of time and money, the development of policies and strategies was envisaged for 
the coming two years. 

Secondly, he noted with interest that the proposals contained several distinct references 
to joint action with IL0. He inquired what the respective obligations of WHO and the IL0 
might be. 

Thirdly, he asked whether it was intended that the expert committee on health of workers 
in agriculture was to be composed of experts primarily concerned with health aspects of 
agricultural work (as it appeared from the table) or with concrete questions of occupational 
health for the agricultural professions (as it appeared from the text of paragraph 8). 

Fourthly, the references in paragraph 12 and elsewhere to occupational exposure seemed 
solely concerned with toxic chemical substances. Consideration should also be given to 
physical risks, such as noise, vibrations, the micro-climate and electromagnetic waves which 
were very significant in many industries. 



Lastly, paragraph 12 referred to the establishment of exposure limits in 1982-1983 with 
the support of the National Institute of Occupational Safety and Health, Maryland, United 
States of America. He wondered whether it would really be possible to establish exposure 
limits for so many substances inside two years, whether the Institute's support would mean 
that national rather than international standards were to be applied, and whether, if 
international, that Institute would play a dominating role in their establishment. He would 
welcome an assurance that the work would be truly international. 

Dr BRAGA considered the proposals to be very satisfactory, and was particularly glad to 
see WHO paying continuing attention to workers1 health. Referring to discussions at the 
Thirty-second World Health Assembly on the respective responsibilities of WHO and ILO with 
regard to the health of the family as a social unit, he stressed the mutual dependence of 
family members. At times health authorities tended to concentrate on specific groups exposed 
to specific risks, for administrative convenience. For instance, diseases were often 
notified to the ministry of labour rather than to the ministry of health. He hoped that now 
that WHO and ILO had harmonized their points of view, national authorities could be persuaded 
no longer to regard workers and their families as separate entities. 

Professor DOGRAMACI was concerned at the absence of any reference to child labour. 
Children were a cheap source of labour, and were often employed under the guise of 
apprenticeships. He hoped some means would be found of taking their needs into account. 

Professor AUJALEU asked the meaning of "underserved workers" in paragraph 14 on page 100; 
while perhaps clear to the specialist, the expression should be better defined for the general 
medical reader. 

Dr FAKHRO warned against reference to special categories of workers requiring special 
forms of care. Each individual was exposed to specific risks, but there was a danger in too 
much subdivision, and he asked what could be done to prevent workers1 health being removed 
from the attention of public health services. He agreed with Dr Braga that day-to-day 
experience demonstrated the need to establish the respective fields of competence of 
ministries of labour and of health. 

Secondly, he asked what role would be assigned to the ministries of labour, if indeed 
centres for occupational health were set up. 

Thirdly, he wished to call attention to the needs of the woman providing care in her home, 
especially in poorer countries. She might well be dealing with problems beyond her ability. 
Was there any possibility of publications and brochures being used to help in that area? 

Dr ORADEAN said that within the workers1 health programme, which was multilateral, there 
were two areas of special importance. The first was that of health education such as would 
enable the workers to deal competently with their own health matters. The second was that of 
exposure to occupational hazards. Both deserved the fullest scientific support. With 
reference to the remarks made by Dr Braga, she commented that as industrialization developed, 
the specialized aspects of workers1 health became more important; the family was of course 
of supreme importance, but the great need now was to organize preventive and curative measures 
at places of work. 

Dr VENEDIKTOV, recalling that the health services available to migrant workers were said 
to be fewer and of a lower standard than those available to nationals of host countries, 
including European countries, referred to an agreement concluded between a number of European 
countries to provide for health care of the nationals of one European country staying 
temporarily in another. The agreement appeared to have been drawn up with the collaboration 
of the ILO, and he asked about possible, unadvertised involvement of WHO and its Regional 
Office for Europe. 

Dr EL BATAWI (Chief, Office of Occupational Health) said that in all some 15 questions 
had been posed， beginning with a question from Dr Ridings concerning the level of budgetary 
provisions, more particularly in the Americas. So far as the Americas were concerned 
Dr Acuna might be asked to reply. 



As to the operational budget for workers' health, there had been an overall increase. 
At the same time, there had been a reduction in the posts budgeted that had been achieved 
by the abolition of two posts following on the provisions of resolution WHA29.48, as 
clarified in the document. It was his belief that available resources were being used in a 
satisfactory manner. Clearly it was possible for no-one, and for no WHO programme to cover 
everything, but the use that the Organization was able to make of cooperation with ILO was 
considerable ； extrabudgetary resources had also been a great help over the past four years. 
Good mechanisms for technical cooperation were in operation to stimulate activities among 
countries, for example, those of South-East Asia, Burma, India, Indonesia, Sri Lanka and 
Thailand each had some occupational health institution or centre enjoying mutually very 
friendly relations and providing a nucleus for technical cooperation among the countries 
concerned. Following a WHO visit, China had recently opened the door to technical cooperation 
among developing countries in the Western Pacific Region. 

Dr Venediktov had brought up a number of points. First, he had asked for an amplification 
of WHO'S intentions with respect to the development of policies and strategies in the coming 
biennium. The Thirty-third World Health Assembly had resolved to identify guidelines to help 
countries, and more particularly ministries of health, in identifying their roles in 
occupational health vis-à-vis the labour departments and other government departments concerned 
In embarking on that exercise, WHO's first activity would be participation in the joint WHO/ 
ILO Expert Committee on Occupational Health which was to meet from 2 to 11 March 1981 to 
discuss, inter alia， the past, present and future activities of WHO and ILO in regard to 
occupational health and safety. The Committee would engage in a definition of the trends and 
approaches followed by both organizations and the areas they covered, which it was hoped 
would give pointers for the future. 

He was very hopeful of the prospect of developing in time a joint IL0/wH0 medium-term 
programme, possibly under WHO's Seventh General Programme of Work. Dr Venediktov had also 
asked for more details of work-related diseases. He should explain that not until fairly 
recently had what were known as "work-related diseases" been defined as distinct from 
occupational diseases. The distinction was that work-related diseases were those of a chronic 
nature due possibly to multiple causation, having several etiological factors and owing much to 
general as well as personal environment in addition to work. Work played a role, but not the 
only role in their causation. At the same time, work premises and environment provided the 
best medium for the primary control of such diseases. For example, cardiovascular diseases 
could be caused by a number of factors including certain chemicals, low-back pain syndrome in 
industry, osteoarthritis, and peptic ulcers in industry; in all such cases occupational 
health intervention could to a great extent help in their very early identification and 
control. 

With respect to the sharing of costs for joint ventures between ILO and WHO, the forth-
coming expert committee meeting would be held in WHO, with each Organization providing six 
consultants and bearing one-half of the cost. 

On the question of the health of agricultural workers the subject was generally called 
"health for agricultural workers11, but it could equally and more specifically be called 
occupational health in agriculture, in which case WHO would deal with the specific health 
hazards related to that type of work such as the use of pesticides, exposure to heat, 
vibration in machinery and accidents at work, and vegetable dust. All occupational health 
aspects of agriculture were most intimately linked to primary health care. A paper prepared 
jointly with the ILO on primary health care for agricultural workers had been presented the 
previous year at the ILO/WHO seminar on the subject in Africa. Strong emphasis had been 
laid on the educational aspect of the health of agricultural workers. 

Dr Venediktov had further asked why chemical factors appeared to be emphasized at the 
expense of physical factors. The answer was that a certain amount was being done by WHO 
staff, within the limits of funds available, such as the enunciation of guidelines on the 
evaluation and control of heat stress in the working environment. A paper was available on 
that subject, and a document had been produced on environmental criteria, for noise，non-
ionizing radiation and other physical factors. Beyond that, many centres dealing essentially 
with physical factors were collaborating most satisfactorily with WHO, which obtained 
information from them and disseminated it to other parts of the world. With regard to funds 
supplied by the National Institute for Occupational Safety and Health, he was able to reassure 



Dr Venediktov that there had never been any strings attached to them. They had been given to 
WHO to enable it to organize internationally-commended projects for looking into safe exposure 
limits, and they had been used to invite experts of the highest calibre in industrial 
toxicology to decide on such limits. Experts had come from the Soviet Union, from Eastern 
Europe, from the industrialized and developing countries, with only one participant from the 
United States of America, whose expenses had incidentally been borne by the United States 
Government. In no way did the Institute require the Organization to follow American standards, 
and indeed, very recently, a working document on certain toxic chemicals had been prepared in 
the Soviet Union. 

Dr Braga had, once again, spoken of the need to regard health as a totality, a sentiment 
with which he was wholly in agreement. Family health was, indeed, indivisible and it was 
only too easy to include women and children and forget about the all-important working member 
of the family, disregarding the fact that when a breadwinner fell sick, whether owing to 
occupational disease or to some other disease not related to work, the whole family was 
affected. He was convinced of the need for a coherent programme. In that respect, public 
health services had an essential role to play, a role with which WHO should be closely 
identified. 

The prime basis for the role of health services in occupational health was the fact that 
the overwhelming majority of the working population were underserved. A question relating 
to that point had been put by Professor Aujaleu; the answer was that "underserved" referred 
to agricultural workers, workers in small-scale industries, migrant workers, sea-farers, 
child labour, the aged and all those who went to work without the advantages of pre-employment 
health examination. Here lay the source of many diseases - tropical and parasitic diseases 
and those due to malnutrition - which were currently prevalent. Except through primary 
health care, except through the rural health services, such people had no access whatever to 
health care. It followed that the rural services had to learn how to determine the 
cholinesterase level in the blood from a simple sample using a quick method enabling them to 
save the lives of hundreds of people who died of organophosphorus pesticide poisoning every 
year. 

Professor Dogramaci had raised the question of child labour and asked what action WHO 
was taking on the matter. In the previous year, the International Year of the Child, ILO 
had produced a booklet on maternal and child labour, and although it had not specifically 
dealt with the question of health the point was well worth bearing in mind and would be given 
attention in due course. 

Dr Fakhro had asked about the separation of workers' health care from public health 
services. The facts were that an employer with thousands of workers on his premises was 
bound to employ a doctor, but while that made medical care available at place of work, the 
emphasis was very largely on the curative aspects of medicine, symptomatic diagnosis of 
diseases and the prescription of medicaments. Industrial physicians did not in general offer 
preventive occupational health services which would enable them to discover any hazards at 
source at an early stage. Occupational health, through industrial hygiene, was very much 
a question of the identification of risks at source, just as one of the fundamentals of 
primary health care was the prevention of such risks. 

Finally, Dr Oradean had asked about health education for workers. The target was to 
make available to workers, even those employed in the most remote areas, adequate health 
services through workers1 participation. To that end WHO relied heavily on ILO's contact 
with workers through labour unions and other media. ILO also had ways of developing 
guidelines on health education in which the needs of the migrant workers, referred to by 
Dr Venediktov, were not forgotten. Another small pamphlet had been produced dealing with 
psychosocial factors of migrant labour, and a Conference in the Eastern Mediterranean Region 
was being planned on occupational health in the developing country, with particular emphasis 
on migrant workers. 

Dr STILON DE PIRO (International Labour Organization), speaking at the 
CHAIRMAN, said that WHO and ILO had longstanding complementary roles in the 
at work. Over some 30 years several ad hoc collaborative projects had been 
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Following an initiative taken in 1978 by the Directors-General of the two organizations 
to foster a common approach, including joint programming， on occupational safety and health, 
a series of consultations had been carried out at both directorate and secretariat levels. 
Progress had already been considerable. Examples of current collaborative activities 
included the elaboration and updating, under the auspices of UNEP, of the coordinated United 
Nations programme of action on the working environment. Co-sponsorship of the International 
Programme on Chemical Safety was another area of collaboration between WHO and ILO. There 
was also increasing collaboration in technical cooperation activities. 

The proposed WHO programme on workers' health for the next biennium contained many 
elements for implementation jointly with ILO. The ILO Director-General•s programme and budget 
proposals for 1982-1983 also included several programme elements within the occupational 
safety and health programme for joint implementation with WHO. Many of the programme elements 
in the proposed budgets of the two organizations thus corresponded, as the result of close 
interagency consultation at the successive stages of preparation of the respective programme 
proposals . 

Nevertheless, there was still some scope for adjustment. Further to operative paragraph 
4(5) of resolution WHA33.31 on the workers' health programme, the ILO programme proposals 
for 1982-1983 included a study on national institutional arrangements for occupational health 
and the control of the working environment, which ILO believed should be carried out under 
the joint responsibility of ILO and WHO. That could lead to increased harmonization of ILO 
and WHO policies. ILO's tripartite system provided a good setting for close participation 
between governments and the social partners of industry who were involved and who benefited 
from workers' health services. 

Referring to the question of the European agreement, he confirmed that the European 
countries, with the technical assistance of ILO, had elaborated an agreement which would 
ensure that medical care was extended to short-term visitors from one ratifying country to 
another. The project was being carried out under ILO's social security programme to attempt 
to solve the problem that arose because people abroad were not covered by insurance-based 
or national-health social security systems. 

ILO fully supported the general lines of the workers' health programme of WHO and looked 
forward to the further strengthening of interagency collaboration in occupational safety 
and health. 

Dr ACÜÍíA (Regional Director for the Americas), replying to Dr Ridings, said that countries 
of the Americas had, according to the latest estimates, requested directly through the American 
Region Programming and Evaluation System (AMPES), the equivalent of US$ 210 500 in regular and 
extrabudgetary resources and not US$ 84 700 from "other sources" only, as appeared in the 
estimates on page 101 of the proposed programme budget, 1982-1983. 

Referring to the section of the Annual Report of the Regional Director for 1979 (page 137) 
which described regional occupational health activities in the Americas, he said that many 
related activities appeared under other headings, such as radiation health, planning and the 
Pan American Centre for Human Ecology and Health, whose programme was closely related to that 
on workers' health.， 

The meeting rose at 13h25. 


