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The final text will appear subsequently in Executive Board, Seventy-fifth session: 
Summary records (document EB75/1985/REC/2). — 一 一 — — 



THIRTEENTH MEETING 

Wednesday， 16 January 1985, at 14h30 

Chairman： Professor J* ROUX 

PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1986-1987: Item 7 of the Agenda 
(Resolution WHA36.35, para. 5(2)； Document PB/86-87) (continued) 

PROGRAMME REVIEW: Item 7.2 of the Agenda (continued) 

DIRECTION, COORDINATION AND MANAGEMENT (Appropriation Section 1； Document PB/86-87, 
pages 49-70) 

WHO1s general programme development and management (programme 2) (continued) 

General programme development (programme 2.3) (continued) 

Dr BELLA expressed appreciation of WHO1s staff development and training programme and, 
in particular, the training provided in connection with the onchocerciasis programme. 

Miss DEBEY (alternate to Professor Roux) said that document EB75/INF.DOC./5, on the 
managerial framework for optimal use of WHO1s resources in direct support of Member States, 
was of crucial importance in view of the change from a programme-oriented structure to a 
system where each country was responsible for the definition and implementation of its 
national strategy. The document was also relevant to programme 3*2 (Managerial ptôcess for 
national health development). The agreement between WHO and Member States to determine the 
commitments and joint activities of both parties should, perhaps, be valid for several years 
in order to allow for real programme planning and joint monitoring. Care should be taken to 
ensure flexibility; the agreement would have to be adapted according to the country, and 
perhaps a model Memorandum of Understanding might not be necessary. It was stated that a 
study would be made on the possibility of updating basic agreements and she would appreciate 
more information on that point• 

There had been much discussion on the appointment of national programme coordinators who 
were nationals of the country concerned• The problem was whether they could perform their 
duties properly, with a foot in either camp； it would be particularly difficult for them to 
discharge their responsibilities in the joint monitoring process• Great care should be taken 
if the experiment were extended, and a better definition of a coordinator's tasks would be 
useful• 

A third point was the monitoring of Member States1 expenditure by WHO. Paragraph 3.12 
of document EB75/INF.DOC./5 referred to the need for "sound evidence that these funds have 
been used for the intended purpose". There was a potential danger of conflict in assessing 
the evidence, and perhaps expenditure should be defined more specifically in the budget to 
prevent that difficulty. 

Regarding the role of regional offices (section 4 of the document), it seemed that the 
tendency was to move from a programme-based structure towards a country-based structure. The 
term "country desks" ("bureaux de pays") was not very clear. 

In the programme budget document, in paragraph 26 of the statement on programme 2.3, it 
was stated that the substantial increase in the budget for the African Region was the result 
of pooling secretarial staff providing support to the regional health officers under the 
programme. She would like to know what regrouping had taken place and.whether it had been 
intended to improve geographical coordination, and how it had been organized• 

Dr GEZAIRY (Regional Director for the Eastern Mediterranean), in reply to Dr Borgoflo, 
said chat the budget for the Eastern Mediterranean Region had increased because an increase 
had long been overdue for supplies and equipment for computer-assisted management. The 



budget would probably be reduced again in 1988-1989. The budgets of some other regions had 
decreased under the present global budget to balance out previous increases, although the 
"other sources" column often showed that there had been no net decrease• 

Dr NAKAJIMA (Regional Director for the Western Pacific), in reply to Dr Borgoflo, said 
that the increase in the budget for the Western Pacific Region was due to a restructuring of 
services within the Regional Office. The increase in the regional programme was offset by a 
decrease in the intercountry budget. Staff had been transferred from the health information 
programme to the health,situation and trend assessment programme (programme 3.1) to enable 
them to work more directly with Member States. A systems analyst had been transferred to the 
regional programme, and a statistician had been transferred to the intercountry primary 
health care team. Such transfers were important in the campaign for countries to become 
self-reliant in information systems development• Some programmes had lost staff, while 
others had gained staff. The budgetary implications were explained in the regional report, 
but only a summary wâs provided in the global report• He would give more information if 
required. 

Dr ROBERTSON (Staff Development and Training), replying to Dr García Bates• questions, 
said that it was necessary to identify and build "bridges" in the context of the training 
offered by the Organization to its own staff and to senior national staff in Member States. 
Dr García Bates had endorsed the Director-General1 s statement in the Introduction to the 
proposed programme budget on the need for a critical mass of health-for-all leaders. The 
concept of "training" as such for leadership was a questionable one, but it was essential to 
establish a developmental route for the preparation of all-round leaders, both within the 
Organization and at country level in ministries, universities and health-related 
institutions. As the Director-General had said, such training could not be achieved by 
short-term classroom technical courses alone, although there were certain sound traditional 
teaching elements which would continue to be used• Learning by doing, by discussion, by 
absorption, by apprenticeship, by internship, etc., were not infallible methods and some 
types of information could still best be conveyed in traditional ways. WHO should not be 
afraid of using traditional methods, but bold in the use of radical new approaches where 
appropriate• The combination of methods which best served the Organization1s objectives 
would be used : the "objective" of health-for-all leadership development would itself need to 
be much more clearly defined. Dr García Bates had asked whether WHO would be using 
non-traditional methods. The answer was yes, but it was not yet clear which methods would be 
appropriate• One new approach which might be tried was the work-study programme, 
particularly for the training of young potential leaders. An international work-study 
programme might be set up, in which participants would alternate periods at work with periods 
of formal or informal study• 

Many people on a global scale and within WHO had the best of intentions and appropriate 
basic professional training but suffered from a sense of professional isolation. A more 
effective network of communication must be set up among health-for-all and primary health 
care leaders• Orientation exercises should also be provided for the present health and 
political leaders. The Regional Director for the Eastern Mediterranean had quoted that 
morning an example of how a problem-solving meeting had turned into an educational and 
developmental exercise for ministers of health and of education. 

Another bridge was one which might improve the understanding between WHO senior staff 
and senior staffs at country level to improve mutual understanding of what each side meant by 
primary health care and health for all, and understanding of the goals and nature of the 
Organization itself. 

Traditional professional health teaching had its social and developmental inadequacies 
and, unfortunately, it was the senior lead health profession itself that was most at fault, 
with a few laudable exceptions. A bridge was needed for members of individual health 
professions to enable them to become "international health development" experts. In 
universities, in ministries of health, and within the Organization itself, it had often been 
thought that a person could be moved, without any specific preparation, from the desk, 
laboratory or bedside to a position in a national ministry with international 
responsibilities or to the Organization itself where the whole thrust of the work was 
developmental and catalytic. On joining the Organization, any new staff member needed to 
learn how it functioned. WHO was fully committed to a process of continuing education for 



its staff, including stages of briefing, advanced briefing, and further briefing as a career 
developed. Staff members subsequently learned by exposure and experience. A coherent plan 
was gradually being implemented for the briefing and training procedures which all 
professional staff should go through on joining the Organization and in the course of their 
careers. 

Another bridge was required at the national level. Health manpower development 
programmes at global and regional level had already done a great deal to develop basic 
training in public health, health services management and health services research as the 
foundation which health-for-all leaders had to build upon. However, given a number of people 
with the basic professional training, the next stage was to introduce those issues which 
related to an understanding of interrelationships, development and the catalytic process. 
Dr García Bates had asked what kind of behaviour change was necessary. The first requirement 
was surely a change in the utilization of the potential of the Organization and its staff. 
Staff now had to understand not just one or two specialized areas but the whole developmental 
and catalytic processes which lay at the heart of WHO1s work in the period until the year 
2000 and beyond. 

Dr García Bates had asked who would be carrying out the training. The answer was that 
everyone in WHO and in the countries had their part to play. Most of the training required 
for the development of leaders could only be done as a dialogue between equals led by people 
who knew the business from both the WHO side and the national government side• The 
"university without walls" which was WHO1s aim should perhaps have as its deans a judicious 
combination of the Dr Каргios of WHO and his counterparts among the elder statesmen of the 
Member States. All persons in line management in the Secretariat should be involved in 
self-education and in the training of their peers, those above them and those they 
supervised. That principle was rapidly becoming a reality at headquarters and in several 
regional offices• An emphasis on staff development and training would also benefit 
ministries of health at country level, for without that foundation it was difficult to see 
how leaders of the future could be trained• Training staff would have to come from outside 
the health world as well. WHO should look to schools of sociology, anthropology, the 
behavioural sciences and management for some of the input required to meet the 
Director-General1 s challenge. 

Dr MANDIL (Division of Information Systems Support), replying to Dr Quamina, said that 
"informatics" was a collective term to refer to the development and operation of information 
systems and the computer methodology and technology used to support such systems. The term 
came from the French term "informatique11, but it had not yet reached the Oxford Dictionary. 
Analagous new terms, such a "telematics" and "bureautics", had been coined to describe other 
new technologies. 

Dr Quamina had expressed approval of the way in which WHO was introducing microcomputers 
and of the emphasis placed on training. She had suggested that a technical report, as part 
of the WHO Technical Report Series, should be published on the subject. In fact, a start had 
been made in 1981 by an international consultation of experts on informatics and on the uses 
of informatics in the health field from seven Member countries, the then two WHO 
Collaborating Centres on Health Informatics, and members of the WHO Secretariat； it had 
produced a report on the priorities among future prospects for the WHO informatics support 
programme. A technical report could indeed be produced, but whether that would call for an 
expert committee or a study group was a matter for the Director-General to decide. Such a 
report would require the close cooperation of national experts and the WHO Collaborating 
Centres on Health Informatics, which now numbered four. 

Professor Bah also had stressed the importance of information systems and informatics 
training. A number of training activities both for Member States and for WHO staff had been 
conducted or were planned. For example, international seminars had been held in 1983 and 
1984, with particular reference to the suitability and uses of information systems and 
small-scale computing in the health sector. There were a number of examples from Member 
States showing the approach to such processes and how they had been usçd• The first seminar, 
held in Cairo in 1983, had been attended by 14 participants from 12 Member States, and the 
second, held in Sirraione, Italy, in 1984, by 13 participants from 11 Member States. Similar 
training activities would be conducted in 1986 and 1987. 



In cooperation with the staff development and training programme mentioned by 
Dr Robertson, a number of training opportunities had been provided for WHO staff individually 
and in groups. Some 270 staff members, coming from virtually all WHO programmes and 
divisions, were to be trained in 1985. Two such training activities had been carried out in 
1984, and a training seminar was currently taking place. There were plans for such training 
in the regional offices throughout 1985， 1986 and 1987 both for staff and for Member States, 
definite arrangements having already been made in two regional offices• 

Dr Borgoflo had stressed the importance of the master plan, which was the means whereby 
the Director-General intended to pursue the systematic development and operation of systems 
within the Organization. The plan was also a means of controlled technical and managerial 
coordination of such systems and a cost-effective way of developing systems for common 
Organization-wide application. Dr Borgoflo had specifically asked about the new and enhanced 
systems referred to in paragraph 22. Such information could be provided when reviewing the 
programme budget of the technical programmes. Examples of programmes to which such systems 
related included the programmes on tropical diseases research, expanded immunization, human 
reproduction research, and vaccine production. There were some systems needed throughout the 
Organization which would have to be enhanced in themselves or were to be extended to cover 
other offices and levels in 1986-1987 in terms not only of development but also of 
operation. Examples were systems for information support for the monitoring and control of 
health-for-all by the year 2000, and informatics support at the WHO programme coordinator, 
and country levels and within the Secretariat. Activities in all those areas were being 
carried out for and with the full cooperation of the regional offices. A further example was 
the extended use of telecommunications between the Secretariat and institutions in Member 
States, including WHO collaborating centres in those States. An experiment to which 
reference might be made when the Board reviewed the vaccine production programme was already 
being conducted, involving a network linking together a number of collaborating centres in 
seven countries, and the WHO Secretariat, to provide a speedy flow of information for the 
vaccine production programme• 

He fully agreed with the stress placed by Dr Borgoño on the importance of appropriate 
technology and gadgetry to be used at various levels‘Until very recently, expensive large 
computers could only be used in capitals, in specialized buildings and with strong support 
from computer suppliers. But with the growth of inexpensive small-scale and more robust 
informatics technology, it was now possible to confidently extend the use of such technology 
in the regional offices and in the field. There were indeed many cases in which informatics 
technology, though a high technology, had become perfectly appropriate. 

Professor Isakov had asked how all the hardware and software was being coordinated 
within the WHO Secretariat. Several forms of such coordination were currently being 
practised. The information system support groups at headquarters and in the regional offices 
had agreed on a number of standards for application throughout the Organization, to ensure 
minimum technical compatibility. There were also written guidelines for the development of 
any type of computer application, and the acquisition of any hardware and software anywhere 
in the Organization, with clear step-by-step technical and other directives. The Global 
Programme Committee had agreed on a minimum acceptable level of compatibility, which stopped 
just short of suggesting that everyone should have the same type of hardware. That provided 
a level of compatibility, with a cost-effectiveness objective to ensure that any computer 
application developed anywhere in the Organization could probably, with no or minor 
adjustments, be used in any other part of the Organization. There were many illustrations of 
how the coordination of hardware and software in the information systems led to such 
cost-effective use. The administration and finance system, of which the Board had seen some 
slides and viewgraphs, was one such common system; substantially the same system was used in 
the Regional Office for Europe and the Regional Office for Africa and was under active 
consideration for installation in the Regional Office for the Eastern Mediterranean later in 
1985. 

Dr CHOLLAT-TRAQUET (Managerial Process for WHO Programme Development), replying to 
Dr El Gama11 s question on the preparation of the Eighth General Programme of Work, said that, 
according to the plan of action for the implementation of the global strategy for health for 
all ("Health for All" Series, No. 7), adopted by the Health Assembly in May 1982, the 
Assembly was to approve the Eighth General Programme of Work in May 1987. The Executive 
Board had thus to prepare the final draft text in January 1987. That timing would allow for 



the timely preparation of medium-term programmes related to the Eighth General Programme of 
Work, on which the programme budget for 1990-1991, which would be the first programme budget 
for the Eighth General Programme of Work, would be based. To enable those operations to 
proceed smoothly in 1987, the Board would have to begin its preparation of the Eighth General 
Programme of Work in January 1986. That would allow a year of preparation - a very busy year 
in which, following the methods of preparation already used for the Seventh General Programme 
of Work, it would be necessary to consult countries and regional committees, possibly with 
the support of the Programme Coramittee of the Executive Board if the Board so desired. 

If the Board agreed to that general line of operations, the Director-General would 
submit a working paper on the subject to the Board in January 1986. It was as yet premature 
to say what the precise content of the document would be, but it appeared reasonable to 
include in it a summary of the contents of the Eighth General Programme of Work, based on a 
preliminary analysis of the results of implementation of the objectives and activities of the 
Seventh General Programme of Work and of the medium-term programmes related thereto. The 
Eighth General Programme of Work would also take account of the evaluation of global, 
national arid regional strategies for health for all by the year 2000 and of the general 
development of country programmes• The document might also contain a summary of the 
principles and methods used for formulating the Eighth General Programme of Work, Those 
methods would take account of WHO1s new management policies, in particular of the programme 
budget policy to be adopted by the Board at its current session. She was at the Board1 s 
disposal if further information was required on the subject. 

Dr COHEN (Adviser on Health Policy, Director—General's Office), responding to 
Miss Debey1 s request for information about the basic agreements mentioned in document 
EB75/INF.DOC./5, said that, in order to avoid bureaucracy, the Director-General would not 
wish to attempt to engage immediately in all the legal, political and practical matters 
involved in changing the basic agreements with countries, particularly since the nature of 
WHO1s cooperation with its 164 Member States varied widely. Drawing attention to paragraph 
2.20 of the document, in which it was stated that the kinds of existing agreements between 
WHO and Member States might require amendment or updating, and that it was therefore proposed 
in the meantime to rely on memoranda of understanding, he said that the Director-General had 
established a small interdisciplinary group whose purpose, as described in paragraph 2.21, 
was "to see to what extent an illustrative model Memorandum of Understanding can be 
drafted". In other words, the Director-General intended to "play it by ear" and to learn by 
doing. 

Dr КАРRIO (Regional Director for Europe), supplementing Dr Cohen1s statement, said that 
the Regional Office had been endeavouring to develop the "technology" of agreements of 
understanding, and it had been necessary to take conditions in individual countries fully 
into consideration. Even in Miss Debey* s own country, efforts had been made to discover what 
coordination should take place among the various ministries, what ministries should be 
involved and what role should be played nationally and in WHO. Another member had raised the 
question of roles as between the region and headquarters. There was a tremendous variation 
of possibilities, from very modest and straightforward one-programme agreements to 
large-scale cooperation. The extent to which it was desired to use the services of WHO 
depended largely on the political will of countries• His Region and others had accumulated a 
considerable amount of experience in the matter• 

Dr OTOO said that he viewed the leadership training concept as a direct response to long 
felt needs in the process of developing health for all. In many ways, that concept had come 
late - but better late than never! Leadership needs applied as much to political leaders as 
to health and health-related personnel. If leadership training failed to develop a way of 
promoting intersectoral cooperation and community participation in national health 
development, the problems of establishing primary health care on a broad basis might be 
aggravated. The target group for the activity in question and the role it was expected to 
play should be clearly outlined at the various levels of health development• The development 
of such a leadership training programme must be made part of the general managerial process, 
a vehicle for national health development, and part of a package for developing the 
management absorption capacity of member countries. 



External coordination for health and social development (programme 2.4) 

The CHAIRMAN recalled that reference had already been made to the question of external 
coordination for health and social development in connection with emergency relief operations 
and coordination with other organizations. In addition, he had given an account during the 
Board1 s consideration of the report on the African Region of discussions held in the 
Programme Committee on the subject. A considerable amount of ground had thus been covered. 

Dr BORGOSO said that he had gained the impression from the description of programme 2.4 
that the emergency relief operations now came under the responsibility of Dr Partow, even 
though it was shown in the organizational chart at the end of the programme budget document 
as coming under the Director-General1 s Office. If his understanding was correct, that was an 
extremely important move, there would be no need to discuss many questions that had already 
been considered by the Board• 

Mr GRIMSSON, referring to paragraph 15 on emergency relief operations, said that, in the 
light of the earlier discussion, it would be appropriate to reverse the double objective 
referred to. WHO1 s primary role must be to promote the health component of national and 
international preparedness for disasters• 

Turning to paragraph 13, he asked whether the mobilization of international resources 
and, in relation thereto, the economic strategy of WHO and the work of the Health Resource s 
Group, would form the subject of a specific report to the Board at its next session. The 
issue was one that required to be kept under continuous observation by the Organization1s 
governing bodies• Dr Gardner had raised the same issue during the discussion on general 
policy. 

Professor LAFONTAINE emphasized the need for effective coordination in emergency relief 
operations, in which there had been certain difficulties in the past• Such coordination 
should exist not only at the national level but also between headquarters and the regions. 
He hoped that that aspect of the problem would be kept in mind• 

Mrs BRUGGEMANN (Programme for External Coordination), replying to Mr Grimsson1s 
question, said that it was intended that the Executive Board discuss the subjects raised by 
him in response to a request made at an earlier session that WHO should look into the 
economic strategies required in relation to the implementation of the strategy for health for 
all. It would be related to issues of health resources mobilization. Dr Hellberg, who had 
been in consultation with certain experts to see what preparatory work could be done in that 
connection, could no doubt provide more details• 

Dr HELLBERG (Health for All Strategy Coordination) recalled that, at the Board's last 
session, it had been decided that an item on economic strategies in support of health for all 
should be placed on the agenda for the Board's session in January 1986. The 
Director-General had begun preparation of the document for the Board as part of the 
health-for-all coordination process. One of the weaknesses diagnosed during the first 
monitoring round had been related to resources and their handling, availability and use in 
economic and financial planning with regard to health for all. Certain studies were already 
under way in the various regions and results of earlier studies were being brought together 
to provide material for discussion of the Organization1s activities in support of Member 
States in that respect• Discussions with Regional Directors and various programmes at 
headquarters were under way, since economic aspects formed part of many different programmes 
and activities. There would be an opportunity to discuss the matter at length in January 
1986. 

Professor LAFONTAINE said that he would welcome some comments on the point he had raised 
concerning coordination between the regions and headquarters• He had in mind particularly 
the question of refugees in Central America. 

The DIRECTOR-GENERAL confirmed that the Secretariat had taken note of Dr Borgoflo1s 
comments on the importance of bringing the whole spectrum under better control than in the 
past and of Professor Lafontaine1 s stress on the need for coordination to be properly and 
productively related between the various levels from headquarters to the country level and 
through the regional level. The Secretariat was keenly aware of the danger of any 
disruption in that process. 



HEALTH SYSTEM INFRASTRUCTURE (Appropriation Section 2; Document PB/86-87, pages 71-105) 

Health system development (programme 3) 

Health situation and trend assessment (programme 3•1) 

Professor FORGÁcS observed that it was stated in paragraph 2(1) under "Targets11 that by 
1989 most countries should have well-developed mechanisms for collecting relevant information 
and using it to assess their health system, while in paragraph 5 it was stated that a great 
many countries had difficulty, or were unable, to obtain basic information even in respect of 
the 12 global indicators for health for all• There appeared to be some incompatibility 
between the two statements. 

Referring to paragraph 14, he stressed the importance of the question of terminology. 
An international standard classification of diseases existed, and there was also some 
international classification of primary health care systems, but international 
standardization of other indicators was also needed for the monitoring of the strategy, since 
it was otherwise extremely difficult to collect and use the information concerned at the 
regional and global levels• He asked whether it was possible to formulate a standard 
classification of indicators during the Seventh General Programme of Work. 

Dr BELLA said that, although the Ivory Coast had made a considerable investment in 
health, much remained to be done, and the current world financial situation did not help. As 
a basis for its primary health care system, and in addition to a number of large hospitals, 
the Ivory Coast had established 26 rural health sectors, one for each of its subprefectures, 
each sector covering several villages and including what was termed a peripheral hospital. 
Every young doctor, once qualified, was required to serve either in a health sector post or 
in a peripheral hospital, and only after two years of service there could he return to the 
capital and begin to specialize• The Ivory Coast considered that it was following WHO1 s 
recommendations in so doing• 

With reference to resolutions WHA37.17 and WHA29.31, he would like to appeal to the 
Director-General to provide funds to equip the peripheral hospitals he had referred to, to 
which country people came for treatment• The hospitals needed chairs for dental surgery, 
since at the moment young dental surgeons who had been trained at great expense had to work 
at tables for lack of proper equipment. There was also a need for basic X-ray equipment to 
assist in the diagnosis of the more prevalent complaints, and notably of injuries caused by 
the large number of road accidents which occurred in the country. He thanked the 
Director-General in advance for what he might be able to do in that connection. 

Dr B0RG0Ñ0 said programme 3 of the programme budget was of considerable importance 
since, according to the tables presented, it accounted for roughly one-third of the 
Organization1s regular budget• Programme 3.1, in particular, was crucial since, for 
monitoring and evaluation to be feasible, it was essential to have access to information 
which was timely, reliable and complete. He therefore deplored the fact that the allocation 
for that programme had been decreased by some USt 1 million, due primarily, although not 
exclusively, to a decrease in intercountry and regional programmes in Africa. 

He urged that, when developing indicators, great efforts should be made to develop 
positive ones, particularly where coverage was concerned； such indicators would make it 
possible, instead of merely enumerating how many fewer had become ill or died, and assessing 
the coverage of specific programmes, such as the expanded programme on immunization, to 
assess other aspects, such as the number of births at which professionals were in attendance, 
etc. 

The most important part of the programme was contained in paragraphs 12-15 of the 
programme statement, since that would make possible real development at local level from the 
point of view of reorganization. That should have a catalytic effect which could be used to 
obtain complete and reliable information, not only within countries and regions, but also for 
publication in WHO1s periodicals. He therefore suggested that, where that part of the Budget 
was concerned, the funding should not be reduced by the large amount indicated. 



Dr QUAMINA, referring to paragraph 6 of the programme statement, in which reference was 
made to resolution WHA37.17, said that members would recall that, at both the Board and the 
Health Assembly, speakers had expressed their concern at the difficulties countries had 
experienced in fulfilling the requirements for monitoring and evaluating the health 
situation. She commended the Director-General for the programme activities described in 
paragraphs 10-13, which showed that he had responded to that resolution by trying to assist 
countries not only to meet their obligations to WHO, but also to fulfil their own needs for 
an information system which would allow them to evaluate their programmes for themselves• 

Dr LEE observed, with regard to paragraphs 10 and 15 of the programme statement, that 
WHO1s Weekly Epidemiological Record had in the past been an important publication; however, 
since the diseases subject to international regulation had decreased to three - cholera, 
plague and yellow fever 一 its importance had decreased. Were any efforts being made to 
improve the quality of the Weekly Epidemiological Record in order to give better service to 
Member countries? 

Dr SAMBA (Officer in Charge, Regional Office for Africa) drew attention to paragraph 25 
on page 256 of the budget document, which stated that at intercountry level the increase in 
the African Region was due to the transfer of the provisions for the Regional team for 
epidemiological surveillance and disease control• 

Mr UEMURA (Health Statistics), in reply to the point raised by Professor Forgács, 
recalled that the Health Assembly had decided that every two years Member countries should 
carry out a process of monitoring or evaluation of the implementation of their health-for-all 
strategy. The results of that process were consolidated into a regional, and eventually a 
global synthesis, and thus monitoring and evaluation were essential tools for management 
vis-à-vis the targets set out in national strategies• The process provided an excellent 
opportunity for stimulating interest and for improving national capabilities in generating 
and utilizing information； however, improvements could not be achieved overnight, but only 
as a result of long and painstaking efforts. 

On the question of terminology, international classifications would have to be further 
developed so that there would be different sets of classifications for use at different 
levels of the health system, including a very simple one for use at the lay reporting level. 
It was not intended to develop any international classification for indicators； the 12 
global indicators adopted by the Health Assembly would constitute the core. However, 
countries, and also regions, might find that for monitoring and evaluation they needed more 
specific indicators than those 12 core indicators. Some regions had in fact already adopted 
additional indicators； for example, the Regional Committee for Europe had recently adopted 
38 regional targets and approved a provisional list of some 65 indicators. 

Dr Borgoño had urged that indicators used should not be merely negative, but should be 
concerned with positive aspects of health, and he fully supported that view. In a number of 
countries, indicators had traditionally been seen as negative and concerned with morbidity 
and mortality, but it was now felt important to supplement these with more positive types of 
indicator assessing progress in health promotion and protection. Here the European Region 
was again in the lead, and was preparing a new publication on the subject of measurements in 
health promotion and protection. 

As far as the WHO Weekly Epidemiological Record was concerned, it was true that the 
number of diseases subject to international health regulations had now fallen to three. 
However, the Record had been reoriented, and was now capable of disseminating important news 
on a wide variety of health topics. For example, it periodically published reports on 
diarrhoeal and parasitic diseases, as well as on such less common topics as none omraun i с ab1e 
diseases and environmental health. The Secretariat would continue to do its best to see that 
the Record, as well as other publications connected with the programme, continued to serve 
the interests of Member States, especially in support of the monitoring and evaluation of the 
strategy for health for all. 

Dr EL GAMAL said that he considered the WHO Weekly Epidemiological Record to be a very 
useful and important publication. Ministries of health placed great reliance on it in their 
work. 



As far as the question of indicators was concerned, he had been somewhat confused by the 
statement made by Mr Uemura to the effect that, in addition to the core of global indicators, 
there were to be a number of supplementary indicators, or sub-indicators, for the different 
regions. He did not see how it would be possible to make a global statement if so many 
different kinds of indicator were to be used at regional level. 

Dr GEZAIRY (Regional Director for the Eastern Mediterranean) said that, at an 
intercountry meeting held in Damascus in September 1983, it had been agreed to adopt 
12 supplementary indicators, or sub-indicators, which were considered to be of special 
interest to the Region, but which would not have any negative effect on the global or core 
indicators. They had been the following： proportion of the recurrent budget in the total 
government budget allocation to the ministry of health; proportion of total public 
expenditure devoted to health; annual health budget per capita; per capita health resources 
for primary health careI percentage of population covered by safe water supply^ sanitary 
waste disposal； annual incidence rate of each of six EPI target diseases for the most recent 
five years; percentage of population covered by local health care; maternal mortality 
rates； proportion of children having a weight-for-age in line with reference values on 
entrance to primary school; life expectancy at birth; and finally, gross domestic product 
per head• 

The DIRECTOR-GENERAL said that Dr Bella had made an appeal for WHO cooperation in 
providing equipment to front line hospitals which were directly in support of primary health 
care. In order to respond to that request there would need to be a close dialogue between 
WHO and the Member State concerned, because if donors - whether bilateral or multilateral -
were to be convinced of the need for such new equipment, they would have to be convinced also 
that the country concerned accorded due importance to primary health care, and did not devote 
an unduly large percentage of its budget to maintaining large tertiary level hospitals. He 
would discuss with the new Regional Director for Africa how to initiate such a dialogue with 
the Ivory Coast authorities so that WHO could respond to the request. 

He was glad that Dr El Gamal had appreciated the importance of the Weekly 
Epidemiological Record, That publication had undergone radical changes, and now provided 
relevant, sensitive and consistent information for decision makers in ministries of health in 
Member countries. 

Dr OTOO, expressing his appreciation of programme 3.1, pointed out that in many 
countries the health sector was competing with other sectors of the economy for funds to 
carry out its programmes• There was therefore a need to convince political decision-makers 
and economists that the contribution of the health sector to the economy was as important as 
that of other sectors. He consequently suggested that WHO should extend the health situation 
and trend assessment programme to include a method of "talking with figures" or develop a 
health economics language for effective dialogue with planners. The result would be to 
secure more national fund ing for small-scale local health programmes and thus ultimately 
effect savings in WHO1s budget• 

Managerial process for national health development (programme 3,2) 

Dr HAPSARA strongly supported the programme proposals on leadership training in 
paragraphs 13 and 14 of the programme statement• He hoped that, in the measures already 
taken or to be taken by the Director-General, particular attention would be paid to 
identification of the expertise needed, design of curricula, training of trainers 
(paragraph 14), and the requisite facilities. Careful identification of the expertise needed 
should involve, inter alia, task or performance analysis and value systems analysis. 

Leadership was the essence of management and human relations were the essence of 
leadership. The emphasis in training should be on the human factor, in other words on 
sociological, psychological, sociopsychological and socioanthropological aspects, rather than 
on purely economic considerations and managerial techniques or tactics as had sometimes been 
the case in the past• Every effort should be made to gear training to the philosophy of the 
people in the country or society concerned• Drawing on experience in his own country, he 
said that the building up of expertise should be focused on the management of health 
development, including policies, programming and implementation planning; actuating health 
programmes, including organization, staffing, supervision, intersectoral cooperation and 



community participation; control, monitoring and evaluation of the programme; the 
implementation of activities as required; and development, in other words a constant 
endeavour to improve the quality of management or implementation. 

• 

Mr GRÍMSSON believed that a strong health economics component was very important, 
especially in regard to the managerial process for national health development； that was not 
clearly visible either in the programme under discussion or in other programmes. The 
programme was not intended solely as a priority one for affluent countries at a time of 
austerity, but could be formulated in such a way as to be equally applicable to all Member 
States. Economic thinking was still alien to many health workers and all Member States were 
concerned about the cost implications and appropriate allocation of resources to health. He 
would welcome a response from the Secretariat on that point. 

He also wished to point out a discrepancy between the reference to the creation of a 
critical mass of "health development specialists'1 in programme 3.1 (paragraph 13 of the 
programme statement) and the need for "generalists" mentioned in connection with 
programme 2.3. 

Dr GARCIA BATES, commenting on health system development (programme 3) as a whole, said 
that it was difficult to dissociate the four programmes of which it consisted and to 
appreciate their respective budgetary reductions and increases, since each was linked to the 
others. It was important that there should be no reduction in the budget allocation to the 
programme as a whole, especially since national health policies and strategies depended 
largely on the development of the interrelationship between the public health and social 
security systems and the private sector, the first two of which, for historical reasons in 
the Americas, had worked together to provide services, organize resources, and finance them. 

The political decisions as to the future development of health and particularly of 
social security systems constituted the basic framework for the changes needed in the health 
system. Although in most countries, particularly those of Latin America, the social security 
systems favoured certain privileged groups of workers, while few resources were available to 
the rest of the population, those systems nevertheless constituted an undeniable step forward 
in broadening the access of the population to health services. Their social role should be 
reassed so as to reinforce their virtues and overcome their defects, based on a more 
comprehensive view of the nature of social security in the modern world. On that basis, it 
was clear that, by focusing the programmes and WHO1 s support for them on finding ways of 
integrating and coordinating the public health and social security systems and on seeking 
responses appropriate to the specific situation of the countries concerned, national health 
policies would be consolidated. There were no general rules since there were large 
differences between countries so that collaborative efforts on the part of the Organization 
were called for to enable countries to find the correct approach. The situation of countries 
needed to be carefully assessed and a search made for new methodologies so that previous 
mistakes were not repeated and effective decision-making and management tools were developed 
for their health systems, together with the necessary legal framework. 

Miss DEBEY (alternate to Professor Roux), referring to the substantial increase in 
allocations to programme 3.2, requested precise information on the seven new posts in the 
South-East Asia Region mentioned in paragraph 17 of the programme statement, since they were 
stated to be mainly responsible for that increase. 

Professor BAH said that his country had been well advised to focus its efforts on 
primary health care since, despite the recent changes in the country and the gradual 
introduction for the first time of private health care, the foundations remained and primary 
health care in the rural areas was in a satisfactory state. He wished to thank the Regional 
Director for Africa and the Director-General for their collaboration in the development of 
the health system in his country; a WHO team was currently assisting in restructuring and 
evaluating its managerial process. 

Dr SUDSUKH appreciated the support to be given with a view to better programme budgeting 
(paragraph 12 of the programme statement) as one of the mechanisms leading to the optimal use 
of scarce resources. That approach was outlined in document EB75/INF.DOC./5, and could be 
adjusted for use in countries in accordance with their specific situations. He was glad to 
see that decentralized programme budgeting would be extended to several countries in each 
region during the 1986-1987 financial period. 



He fully agreed with Dr Hapsara1s views in connection with paragraphs 13 and 14 on 
health development specialists and training, respectively； training should be a continuing 
process and should be based on field experience and practical learning, and not just on 
institutional training courses• 

Dr KHALID BIN SAHAN said that the whole area of managerial processes for national health 
development was critical for countries, who were finding it increasingly difficult to find 
the funds that they needed. He saw four major problems facing countries in connection with 
the managerial process. The first concerned the escalating costs of medical care as a result 
of the higher prices of technologies; larger institutions had to be built, far more 
difficult disease conditions requiring a high level of diagnostic services and prolonged 
treatment controlled, and increasingly sophisticated equipment and facilities provided and 
selected. The second problem was that of obtaining and providing reliable information for 
planning purposes, while the third was money supply and the need to justify countries1 
greater demands, and the fourth was the skill of planners. Furthermore, ministries of health 
were not necessarily the most effective means of effecting major socioeconomic changes, since 
ministers of health were not usually at the centre of decision-making on socioeconomic 
investment• Another weakness was that many plans were drafted primarily in medical terms, 
and he agreed with Mr Grimsson that more attention should perhaps be paid to addressing the 
economic planners in a language that they understood• 

For those reasons, it was important for WHO to pay increasing attention to the 
managerial process for national health development, not only at the country level, but also 
at the regional and global levels. He therefore fully supported the proposed increases in 
certain areas of the programme budget. 

Dr KO KO (Regional Director for South-East Asia) said that all budgetary implications 
must be looked at in the context of the managerial framework for optimal use of WHO1s 
resources in direct support of Member States. If countries were being given more 
responsibility and authority, they would naturally need more resources• Whereas that was 
already the case in a country like Thailand, with the Thai programme budgeting exercise, in 
some other countries WHO would have to reinforce the offices of WHO programme coordinators 
(WPCs) to enable them to assume their additional responsibilities. 

In reply to Miss Debey1 s question, he said that the seven posts mentioned in 
paragraph 17 were all nationals occupying general staff positions, and he referred her to 
page 442 of document PB/86-87 for a breakdown of posts. 

Paragraph 12 on support for better programme budgeting systems, referred to by 
Dr Sudsukh, had some implications for the future, as the experience gained in the countries 
concerned could usefully be adapted and applied in other countries• 

Dr VUKMANOVIC (Managerial Process for National Health Development), thanked members of 
the Board for their reflections and guidance, of which he had taken note. 

He informed the Board that the strategy for WHO support for the managerial process for 
national health development comprised six major components, namely, promotion, technical 
cooperation, training, mobilization of material support, development of methodology and 
strengthening WHO support capacity. Based on that strategy, a plan of action had been 
established defining the respective roles of each echelon of the Organization: WHO programme 
coordinators, the staff at country level, at the regional offices and at headquarters. 

In response to the question put by Dr Hapsara, Dr Sudsukh and others he pointed out that 
training in the managerial process was only one component of the WHO strategy to support the 
application of the process. In the present context, training should be considered, as 
Dr Sudsukh had suggested, as a continuous process, as part of applying the various components 
of the managerial process and as a part of learning how to resolve issues and problems when 
planning, implementing, monitoring and controlling the health system and the delivery of 
health programmes. He agreed with Dr Hapsara1s suggestion that the type of people to be 
considered for that training should include representatives of various disciplines of both 
health and social sciences, and political and economic sciences, and should include health 
and development planners, representatives of other government sectors related to health, and 
of universities, institutes of public health, and insurance authorities, representatives of 



interest groups and nongovernmental organizations, and, above all, representatives of people 
and their communities. Intercountry training activities had been initiated to start up the 
training process for key nationals with the aim that the principles discussed could then be 
applied at the country level. Thus, training in that context was not used in its classic 
sense, as training done in isolation, but as part of the application of the managerial 
process• 

It was necessary to think, when devising programmes of such a type as would facilitate 
obtaining commitment to health for all, of all those concerned, not only at the highest 
government level but also of important people both in government and outside government in 
various groups, universities, nongovernmental organizations, and in the communities. WHO, 
being unable to provide all the training required in all countries, had adopted a selective 
approach, providing and facilitating the training of key nationals with the expectation that 
they would train others, thus putting in motion a multiplier effect• 

With regard to Mr Grimsson1s concern, he informed the Board that a set of guiding 
principles had been set out in a recent booklet on programme budgeting and resource 
allocation in support of strategies for health for all, which concentrated on showing how 
policies, strategies and plans of action for health for all should be looked at in the light 
of the availability of resources for the implementation of national strategies for health for 
all. The programme/budgeting policy being promoted by WHO called for the government as a 
whole to define national priorities as a part of the strategy for health for all and to 
mobilize resources from various government sectors, interest groups, nongovernmental 
organizations and from people and their communities. 

As regards the complex of issues raised by Dr García Bates and Dr Khalid bin Sahan, he 
agreed that the task which lay ahead would perhaps facilitate the application of the 
managerial process in countries in subserving national goals through the mobilization of 
financial resources from health insurance schemes, interested groups and communities, in 
addition to those from government sectors, and through the mobilization of all individuals 
and institutions concerned. It was a complex problem and would perhaps form part of the 
leadership development process which was to be initiated• 

He added that WHO should accelerate its efforts to promote managerial capabilities and 
that the main aim at present was to launch the process at the country level. 

Mr FURTH (Assistant Director-General)， replying to the question asked by Miss Debey 
about paragraph 17 (page 79), said that pages 441-443 of document PB/86-87 gave a complete 
list of the addition and deletion of posts in the offices of the WHO programme coordinators. 
The conclusion, on page 443, showed a net increase of 22 posts, resulting from an increase of 
39 posts and the abolition of 17. On page 441, which provided details region by region, it 
would be seen that in Africa there was a net decrease of posts in WHO coordinators1 offices 
primarily because of their replacement by national programme coordinators. In Burkina Faso, 
Mauritania and Togo, WHO programme coordinators had been replaced by national coordinators. 
No posts of national coordinators were shown in the table, as they were not WHO posts, 
although WHO paid part of the national coordinators1 remuneration and some allowances. In 
the Americas, on page 442, there were two new РАНО/WHO representatives 一 in Haiti and Panama 
一 being financed from the WHO regular budget while the РАНО/WHO representative in Uruguay was 
being taken over by the РАНО regular budget. In South-East Asia, seven general service posts 
were being added to strengthen the WHO programme coordinators1 offices in Bangladesh, 
Indonesia, Sri Lanka and Thailand. In the Eastern Mediterranean Region, there were three new 
WHO programme coordinator posts in Iran, Iraq and Saudi Arabia. As of 1986-1987, if the 
programme budget was approved, there would be 69 WHO programme coordinators and 24 national 
programme coordinators, making 93 altogether, of which 77 would be financed from the regular 
budget and 16 from other sources• 

Dr KAPRIO (Regional Director for Europe), in reply to Mr Grimsson1s concern, said that 
in the European Region the health economics programme had been separated from the management 
process for national development to form a sub-programme. 

As regards Dr García Bates1 comment on the social security aspect, it was clear to 
countries where health expenditure represented over 10% of GNP that it was a very important 
factor economically. The problem of achieving a balance between tertiary and primary care 



was therefore one which the European Region was trying to solve from the WHO viewpoint by 
showing that, if more funds were spent on prevention and on primary health care, there would 
be considerable savings in other health sectors• The economic s programme was being carried 
out in cooperation with the International Social Security Association (ISSA), which had 
connections with ILO, and with the Organization for Economic Cooperation and Development 
(OECD), which collected information on health expenditure from the affluent countries of the 
world. If people in the European countries started to agree that primary health care 
investment was more important than tertiary care, that might lead to better care, since 
primary health care affected more people. Moreover, if such a development came from 
affluent countries, which could afford to experiment, it might influence and encourage 
similar developments in the Third World. 

Dr SUDSUKH, referring to Mr Furth1s statement that there were 69 WHO programme 
coordinators and 24 national ones, making 93 in all, pointed out that the Organization had 
164 Members. What did WHO do in the countries where there was no programme coordinator? 

The DIRECTOR-GENERAL said that in many European countries there already existed a 
national capacity to coordinate with WHO. He had always encouraged European countries to 
remember that WHO was not only concerned with the developing world and that they too should 
work with the Organization and make use of its information, experience and policy-making 
mechanisms• In the USSR, to quote but one example, many professionals within the Ministry 
of Health were working in close cooperation with WHO. In other regions there were 
situations in which one coordinator worked with several countries• Although some countries 
had no coordinator, there were coordinating mechanisms in the overwhelming majority of Member 
States• 

WHO policies were faced not only with all the constraints which Dr Khalid bin Sahan had 
mentioned, but with different preference value systems in different countries• In some, the 
preferences of urban voters, who wanted technically advanced, expensive treatments, carried 
more weight with governments and heads of state than did those of rural voters; that was 
the political preference value system. There was also the social preference value system, 
which had its own parameters, as well as the technical preference value system which 
advocated the latest technology and clamoured for unlimited resources. All those competing 
value systems needed to be addressed, as Dr Khalid bin Sahan had said, in the appropriate 
economic language. To adapt to those conflicting demands, it was necessary to engage in 
research and development so as to create a system which would appeal to heads of state, who 
tended to favour prestigious developments, so that they could have a basis that would justify 
putting money into such things as primary health care• 

There was an immense way still to go in that direction. That was why he was promoting 
the development of health-for-all leaders who could cope with and influence those conflicting 
demands• They must be able to advocate at the head of state level and convince heads of 
state of the political value of providing health for people. 

It was easier to act on those lines if proper information was available• WHO had done 
a great deal in connection with a whole series of communicable diseases• In those areas, 
the best information in the world was being generated by the Organization and because of 
that, and because the cost-effectiveness of its achievements had been proved, it was possible 
to win the battle• On the other hand, WHO was at the embryonic stage of medical technology 
assessment• It must be able to conduct a proper argument at different levels, for example 
as to whether ultrasound scanning was better than computerized tomography scanning, but it 
must also be able to provide reasoned arguments in people1 s - and politicians' - language 
about primary health care. The health-for-all strategy called for leadership and if WHO did 
not produce leaders capable of arguing at both those levels, the management of health 
delivery would grow worse because of escalating costs. 

The meeting rose at 17h 35* 


