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SIXTH MEETING 

Friday, 10 January 1986, at 14h3Q 

Chairman： Dr G . TADESSE 

The meeting was held in private from 14h30 to 14h5Q and resumed in public session at 

14h55 

1. APPOINTMENT OF THE REGIONAL DIRECTOR FOR SOUTH-EAST ASIA： Item 10 of 
(Document EB77/12) 

At the invitation of the CHAIRMAN, Dr Sung Woo LEE (Rapporteur) read 

resolution adopted by the Board in private session： 

The Executive Board, 

Considering the provisions of Article 52 of the WHO Constitution and Staff 

Regulation 4.5； 

Considering the nomination and recommendation made by the Regional Committee for 
South-East Asia at its thirty-eighth session； 

1. REAPPOINTS Dr U Ko Ko as Regional Director for South-East Asia as 

2. AUTHORIZES the Director-General to extend the appointment of Dr U 
Director for South-East Asia for a further period of five years from 1 
subject to the provisions of the Staff Regulations and Staff Rules. 

The CHAIRMAN congratulated Dr Ko Ko and extended the Board's best wishes for continued 

success in all his endeavours in the South-East Asia Region. 

Dr HAPSARA, Dr Uthai SUDSUKH, Dr REGMI and Dr Sung Woo LEE joined in commending Dr Ko Ko 
on his past services, congratulating him on his re-election and wishing him every success in 、 
the future. 

Dr KO KO (Regional Director for South-East Asia) thanked the Chairman and members of the 
Board for endorsing the recommendation of the Regional Committee for South-East Asia for his 
reappointment, for which he was most grateful. He and his colleagues would continue to do 
their utmost to respond to the needs of the countries of the Region. 

the Agenda 

out the following 

from 1 March 1986； 

Ko Ko as Regional 
March 1986, 

2. GLOBAL STRATEGY FOR HEALTH FOR ALL BY THE YEAR 2000： Item 11 of the Agenda (continued) 

Economic dimension： Item 11.2 of the Agenda (Resolutions WHA38.20 and WHA38.21； 

Documents EB77/14, EB77/INF.DOC./1 and EB77/INF.DOC./2 and Corr.l) (continued) 

Dr HELLBERG (Director, Health for All Strategy Coordination) said it had become evident 
from the Board's discussion that the economic dimension formed part of the health-for-all 
strategy and of the evaluation process. The documents before the Board were a response to 
two separate requests by the Board： firstly, for a report on the effects of the adverse 
economic situation on health and, secondly, for the subject "Economic strategies to support 
the Strategy for Health for All" to be placed on the Board's agenda. 

The effects of the world economic crisis had been particularly drastic in Latin America, 
Africa and the least developed countries of Asia, Between 1981 and 1983, average living 
standards had fallen by 9.5% in Latin America and 11% in Sub-Saharan Africa. Among the 
variety of factors damaging the living standards of the poor were unemployment, adverse 
movements in the terms of trade, removal of food subsidies, emphasis on export crops and - in 
Africa - drought and famine. 
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The fact that poverty had increased particularly in the poorest countries must have had 
a damaging effect on health. The documentation before the Board brought together evidence 
from scattered sources on increased malnutrition and showed that many countries had had to 
reduce expenditure on the health sector because of the cost of debt servicing and to cut 
imports, including imports of drugs and medical equipment. In addition, foreign aid had been 
diverted from the least developed countries. All those factors appeared to represent a 
setback for the health-for-all objectives. 

The information so far collected was not firm enough for submission to the 
Secretary-General of the United Nations in accordance with resolution WHA38.20. More was, 
however, being collected to improve the information base for the purpose. 

One message that had emerged had been that lack of resources had become a serious 
obstacle to the achievement of health for all, particularly in the least affluent countries. 
The following conclusions could be drawn： firstly, health-for-all plans must be costed and 
must be based on the reality of existing resources; secondly, countries needed to explore 
every possible alternative source of finance； and, thirdly, primary health care plans for 
health for all must be tailored to the resources that could realistically be expected to be 
made available, if necessary by deploying existing funds more efficiently, though that was 
easier said than done. 

Against that background, WHO activities had been developed with two objectives in mind: 
firstly, to assist countries in their financial planning and management (eight countries had 
been given specific support in that area in 1985); and, secondly, to stimulate training in 
financial planning and management. WHO had given its backing to short courses in Sydney with 
the Regional Office for the Western Pacific and was to do so for courses in London with the 
London School of Economics and the London School of Tropical Medicine and Hygiene in April 
1986 and for one in Aix-en-Provence, France, in July 1986. Its aim was to transfer such 
training rapidly to the developing countries. 

The Director-General looked forward to the Executive Board 1s guidance with regard to the 
support needed by countries in the area of the economic dimension of health-for-all 
strategies, together with a realistic assessment of what WHO could and should do in that area 
both alone and in collaboration with other agencies. 

Dr MENCHACA, welcoming the Director-General's report, recalled that in the analysis made 
under item 11.1 of the Agenda reference had been made to the repercussions of economic 
problems on the efforts to attain health for all by the year 2000 and a number of criteria as 
to the means of achieving that goal had been mentioned. While referring to some of the 
aspects on which the Director-General had been requested to provide information under 
resolution WHA38.20, the report before the Board did not entirely meet the Health Assembly 1 s 
requirements. All the reports that had been submitted consistently referred to the economic 
crisis with its harmful effects on the health situation of many countries, regardless of 
region. Board members and Member States of the Organization could not but be concerned at 
that situation, which made the fact that the Secretariat had been unable to fulfil its tasks 
all the more regrettable. The report now before the Board pointed out that neither Member 
States nor WHO could wait for all the data to be available before choosing a course of 
action. He believed, however, that sufficient information was indeed available, and that the 
causes of the problem had been identified； he therefore urged the Secretariat to complete 
the report as a matter of priority, bearing in mind the importance of the subject and its 
harmful effects on the attainment of health for all by the year 2000. 

Dr Uthai SUDSUKH, welcoming the Director-General's report, said that the unfavourable 
situation of the world economy could not but have an undesirable effect on health 
development. Member States and WHO must find appropriate ways and means of reshaping the 
health-for-all strategies so as to accommodate them within the framework of increasing 
economic constraints. Thus the economic aspects of planning for the strategy must be given 
careful consideration. Although document EB77/INF.DOC./2 was said to be incomplete and 
should be finalized as soon as possible, the three reports under consideration had served to 
bring the issue to the Board

1
 s attention. The fact that health expenditure in most 

countries, including those that claimed to have adopted the primary health care approach, was 
on the increase, was a warning sign. 
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In coping with the financial constraints and avoiding delay or misdirection in the 
attainment of health for all, two main approaches might be considered； either to find 
additional funds or to spend what was available more rationally and efficiently. Several 
options for further funding had been proposed and summarized in paragraphs 46-51 of document 
EB77/INF.DOC./1 but the problem was how to bring them into operation. 

Community financing or mobilization of resources from the community was in line with the 
strategy for health for all. In order to make it work effectively it required thorough 
preparation in order to assure the communities concerned that the introduction of the scheme 
was really for their own benefit. A common form of mobilization was the use of a revolving 
fund at the village level, where people could be convinced of the benefit of helping to 
launch certain health development activities from which the capital would be recovered, along 
with a portion of the benefit, which could then be used for further development. The 
establishment of such a revolving fund at the community level might serve as a means of 
community self-management that could lead to self-reliance in future development. 

Another commonly-used approach was to resort to international financial aid, but such a 
step required critical consideration to avoid creating additional burdens and further 
complicating an already difficult situation. In that connection, however, WHO could promote 
communication and dialogue with various NGOs, bilateral agencies and various agencies in the 
United Nations system to ensure that a better understanding of the strategy and concepts of 
health for all was created among them, and greater assistance consequently provided. In view 
of the increasing economic difficulties, it went without saying that efforts should be made 
to use existing resources more efficiently. 

WHO might also provide support through a programming and budgeting system for national 
health development planning and financing, through the reorganization and reorientation of 
existing health services systems at different levels of care and the strengthening of the 
referral system between those different levels• Such measures would ensure a certain quality 
of care and encourage people to use the service accordingly, thus reducing wastage resulting 
from badly organized services. WHO might also be involved in the promotion of better 
knowledge and increased awareness of health economics among medical and health personnel who 
were the users of expensive technology and pharmaceutical products for diagnostic and 
therapeutic purposes. The creation of such an awareness among them might help reduce 
unnecessary expenditure arising out of over-investigation and over-prescribing for patients. 
WHO had already embarked oil that task by organizing an international course of health 
economics in London in 1986, with the hope of stimulating Member States to organize similar 
courses in their own countries, 

Dr REGMI said that the report was a valuable one, and was particularly pertinent in the 

present economic climate. 

In Nepal, all planning procedures, including those related to health, were to be revised 
on account of the sudden devaluation of the currency, a situation which might also be 
prevalent in other countries• In such circumstances, the developed countries should stand by 
the developing countries until the latter gained the necessary momentum to operate unaided. 
Dependency was, after all, only a transitory phenomenon. 

Priority should therefore be given to short-term planning and special emphasis given to 
traditional low-cost drugs, revolving funds and community involvement in all fields. 

Dr 0T00 said that the issues raised in the report affected the implementation of the 
health-for-all strategy. It was in organization and management, the basic elements of both 
health and financial planning, that the basic weaknesses of health systems were to be found, 
and the absence of costed plans for health for all was due to the lack of the necessary 
planning skills. Concentrated efforts should therefore be made at all levels of the 
Organization, and particularly at national level, to develop such skills. At the national 
level, existing local or international management institutions might have to be used to help 
develop costed plans for health for all and to train staff in the health ministries to 
continue such planning activities. WHO'S resources should be used to help those ministries 
carry out their planning activities. 



EB77/SR/5 
page 5 

The economic climate in most developing countries was such that plans in the health 
sector could never be pursued unchanged for as much as a year; given that sort of 
instability, ministries of health should employ economists in their planning divisions to 
carry out financial analyses and projections and provide the health sector with a certain 
amount of financial stability. 

In many Member States, the cost of hospital services overshadowed the expenditure on 
health-for-all programmes. To improve the chances of more funds being allocated to 
health-for-all activities, therefore, the financing of hospital services should be examined 
in detail in many developing countries, and ways found of making them self-financing. Cost 
recovery schemes should also be developed to improve the health-for-all programmes, and since 
developing countries frequently provided free health services at the expense of good-quality 
and equitably distributed health services, they should be encouraged to institute 
cost-recovery schemes in their health systems, whatever the political costs. 

Dr KOINANGE said that notwithstanding the importance of the economic dimensions of 
health, health workers were the least well trained in management and economics. He was 
therefore unable to accept the limitative nature of the final sentence in document EB77/14, 
which stated that training should be given "whenever necessary"• In his view training should 
be continuous. The worldwide concern expressed about the escalation of health costs 
highlighted the difficulties facing health planners and administrators, yet rarely were 
health workers, either during their training or on the job, given a proper idea of the cost 
of providing health care. Such knowledge was essential, and he strongly supported the idea 
of training health workers in the economics of health. Such training should also be 
continuous. 

Dr HAPSARA agreed with previous speakers who had suggested that the document should be 
completed in such a way as to convince all sectors involved of the importance of the economic 
aspects of health. In that connection, EB77/INF.DOC./2 might usefully clarify further the 
economic trends in the developed countries, and in the developing countries including the 
health aspects; and identify in greater detail the support given by the developed to the 
developing countries, including prospects for the future. Further emphasis might also be 
laid in document EB77/14, on strengthening the role of WHO at the global level and oil 
developing strategies to convince other countries, United Nations agencies and related 
sectors that issues of economics and financing in the field of health should be given greater 
attention. 

Dr BELLA said that he appreciated the Director-General 9 s approach in seeking 
quantifiable arguments before reporting to the Secretary-General of the United Nations on the 
repercussions of the world economic situation. At the present time the best course open to 
Member States was to follow the recommended path, and he noted WHO 1s willingness to provide 
technical services where needed. 

Mr Almar GRIMSSON acknowledged that the Director-General had gone out of his way to 
develop collaboration with international agencies, including funding agencies, but said there 
was no doubt that more had to be done to achieve optimum use of financial resources. 

Dr Sudsukh had referred to the use of revolving funds even at local level• In health 
development in many developing countries, the foreign currency situation was a very big 
obstacle particularly where the provision of essential drugs and appropriate technology were 
concerned. He had heard serious mention of the possibility of setting up a consortium of 
countries, possibly at different stages of development, in a given geographical area, to 
improve their situation collectively and with the backing of an international funding 
agency. The idea was basically a good one, and might be reflected in the summary of 
recommendations in EB77/INF.DOC/1. 

Dr GRECH observed that the economic crisis had affected all countries in varying degrees 
and there had been a drastic deterioration in living standards and the disruption, if not 
paralysis, of the health services in che least developed countries. Some Member States, 
particularly in the African Region, deserved not only sympathy but active support. The 
repercussions, as the report under discussion had made so clear, had mostly been borne by the 
poorest and those whose health was most vulnerable. 



EB77/SR/5 
page 6 

It had been a painful experience to read through the report before the Board, and 
undoubtedly much more so to have drafted it, as one gloomy fact after another emerged. The 
Director-General and the Secretariat were thus to be commended on the frank exposition of the 
problems prepared in the short time allotted to them, and in spite of the constraints, partly 
due to the lack of data sources as stated in the introduction to the document. However, 
there were some encouraging aspects, mainly the awareness of the grim situation in certain 
afflicted areas and the prompt marshalling of relief, as well as the realization by some 
countries that the provision of primary health care might be the only way of reaching the 
entire population. 

Dr AYOUB echoed the sentiments of those members of the Board who had expressed 
difficulties in implementing their health-for-all programmes on account of economic 
constraints, and endorsed the many pertinent suggestions made in the report. 

One way of economizing in health care programmes was to ensure proper coordination 
between various government bodies dealing with different aspects of health programmes, 
particularly agencies which had different but sometimes conflicting roles in certain areas. 
Another way was to ensure proper coordination between the ministry of education and the 
health authorities with regard to school health. Attention might also be addressed to social 
security schemes under which many hospitals and clinics were richer than their counterparts 
dependent on the ministry of health. Moreover the construction and operation of healthy and 
safe industries would avoid costs resulting from air pollution, occupational diseases and 
disability from industrial injuries. Voluntary organizations and private bodies such as 
scientific societies might also work with health ministries in a wide variety of projects. 
Lastly, priority should be given to establishing criteria for decision-making rather than 
leaving the matter to individual opinion, guesswork or superficial impressions. Those 
criteria should cover the size of the population at risk, the feasibility of control measures 
and their effectiveness, and the severity of the problem to health and its impact on 
individual productivity. 

Dr GARCIA BATES called attention to one very important issue raised by the report, 
namely the inability of national authorities at various levels to organize and manage their 
own budgets. Great strides had been made in the past 20 years in administrative and other 
techniques but understanding of budget management had remained at a low level. If the health 
sector, in countries where the budget was of supreme importance, failed to grasp that power 
was linked to a clear understanding of budget management it would find itself left outside 
the political discussions in which the distribution of resources by sector was decided. A 
more detailed study of the subject was also required since it was often taken for granted 
that a chronic lack of resources was the lot of the health sector. There was a need to 
change that attitude and to look into the question of how many health budgets in fact 
remained with surplus funds at the end of the year as a result of poor budget handling or 
because health administrations felt the money management necessary to make optimum use of 
funds was beneath them. She stressed that such a study should not only review the economics 
of health in the countries concerned in order to determine where the bottlenecks occurred in 
the management of budgeting and finance but also evaluate the level of knowledge of the 
technicians responsible for health planning and budgeting in the countries concerned. 

Dr HELLBERG (Director, Health for All Strategy Coordination) said that the discussion 
had underlined the importance and enduring nature of the issue. After the first monitoring 
round in 1983-1984, it had become obvious that the issue of resources was the main obstacle 
to the development and implementation of the health-for-all strategy in countries. That was 
why the Director-General had decided to strengthen the support given to countries in that 
area. It was no easy task, and for that reason would continue to be the subject of 
discussion at the Health Assembly in 1986 and in the Technical Discussions in 1987. As the 
discussion had shown, many senior health administrators felt uncertain on economic matters 
and experienced difficulties in communicating with ministries of finance. That was why it 
had been decided that there was a need for training in planning and management in order to 
give health administrators greater confidence in handling budget matters. Such training had 
been called for, among others by Dr García Bates and Dr Koinange, and their points would be 
taken up by the Secretariat. He assured Professor Menchaca that work on the subject was 
continuing and that the document would be updated for the Health Assembly. He reminded Board 
members that economic and financial matters had been under discussion to different degrees in 
the various regional offices for a number of years. For example, a comprehensive document on 
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the repercussions issue was available from the Region of the Americas. Many different 
programmes at both regional and headquarters level were involved with different aspects of 
economics and financing and work was in progress on how to relate such aspects more closely 
to each other. 

Professor ABEL-SMITH (Senior Consultant on Economic Strategies to the Director-General) 
said that he was interested to note the novel ways of financing health services a number of 
countries had been adopting. WHO was attempting to collect as much information as possible 
on such methods and how they were working in practice for submission at a later date. The 
question of financing was a highly political one in all countries and not all countries would 
wish to choose the same pattern. However, it was surprising how little countries knew of 
what other countries, particularly in different hemispheres, were doing in the field. WHO 
thus had the task of widening countries 1 options by informing them of practices elsewhere. 

Another area in which there was a need for strengthening the information base was, as 
Dr Grech had pointed out, concerned with the flow of external aid specifically for the health 
sector. The subject had been under discussion with the Development Assistance Committee of 
the OECD countries• That Committee, however, analysed in detail only one group of aid and 
there was a need for disaggregated data on other groups. It should be noted that some of the 
information available was very depressing； the latest report from the Development Assistance 
Committee had shown a drop of about 13% between 1983 and 1984 in aid specifically earmarked 
for health. 

A further point, suggested by his own experience, was that the recruitment of health 
economists to work in health ministries would only give successful results if the health 
economist was made a real partner in the planning process, working closely with and accepted 
by the public health planners. 

Dr NAKAJIMA (Regional Director for the Western Pacific) said the external aid programmes 
to which Professor Abel-Smith had drawn attention were a major concern of the developing 
countries in the Western Pacific. In that connection, countries undergoing a severe 
financial crisis often received international support channelled through the International 
Monetary Fund, which generally imposed a macrofinancial policy for such support at country 
level. Ministries of finance and other government bodies were obliged to follow that policy, 
which often made no provision for the health and social sectors. The Executive Director of 
UNICEF had commented on the situation. The Director-General was also well aware of it and 
had on a number of occasions approached the heads of the International Monetary Fund and the 
World Bank on the subject, but without effect. In the case of bilateral aid it was usually 
the responsibility of the recipient country to decide the distribution of the aid between the 
different sectors. The health sector frequently came off badly in that process. 

Two ways in which a country experiencing acute financial crisis could cope with such 
problems were, firstly, particularly in rural areas where money was no longer circulating 
because of the fall in incomes, to combine primary health care activities with 
income-generating activities through community involvement with health care delivery, and, 
secondly, to adapt the health service concept taken from the developed countries to one based 
on mutual cooperative organization within the community. 

Because it was sometimes difficult for central ministries or health planners to identify 
such solutions to financial problems, the Region was organizing seminars and training courses 
not only on financial management, but also on the development of health services within the 
community combined with local economic development to generate income. 

Some external aid had already been attracted to such projects and a number of countries 
in the Region had begun to consider what kinds of income-generating activities could be 
combined with primary health care. Discussion on the subject had taken place at the Regional 
Committee and other meetings. In that context it should be noted that it was easy to make 
mistakes when attempting to transfer economic models from the developed to the developing 
countries； that matter was reeiving particular attention at regional and country level. 
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Additional support to national strategies for health for all in the least developed among 
developing countries； Item 11.3 of the Agenda (Resolution WHA38.16 and document EB77/15) 

Mrs BRUGGEMANN (Director, Programme for External Coordination) said that during its 
discussion in January 1985 the Board had seen a need for additional support to be made 
available to the least developed among the developing countries in order to enable them to 
pursue their goals for health for all, and particularly to strengthen their health 
infrastructures, that being the precondition for long-term sustained improvement of the 
health of their people. 

During the Board's discussion and also at the Thirty-eighth World Health Assembly, 
concern had been expressed about the economic, managerial and health vulnerability of the 
least developed countries. The Health Assembly had urged the Director-General to mobilize 
all possible financial and technical resources to respond to those needs and ultimately to 
enhance the capacities of the least developed countries to attract and absorb significant 
quantities of new health resources. 

The report contained in document EB77/15 was an attempt to show the action WHO was 
pursuing in partnership with the least developed countries and in concert with other United 
Nations organizations. 

Should the Board wish to submit its views on the matter to the Health Assembly, it was 
invited to consider the draft resolution contained in the document. 

Dr MARUPING commended the Director-General 1 s continuing efforts to mobilize much needed 
resources for the least developed countries, success in which depended so much on goodwill, 
sympathy and a genuine desire to help in the face of a deteriorating world economic situation. 

It was a point of concern that financial management in the health field was unreliable 
in some countries, especially developing countries. Health teams needed continuing training 
in the matter since the financial problems of health authorities were in part due to the fact 
that such teams, in their enthusiasm to provide health care, often neglected to collect 
revenue due to the health system. 

The problem of small health budgets and poor financial management was compounded by the 
rigid procedures governing the provision of aid by many donor agencies. The way programmes 
operated in the field often made it impossible to comply with those procedures, resulting in 
governments being unable to claim the aid allocated to them. In addition, such agencies were 
frequently selective in the areas for which they would provide support. For example the 
ancillary non-medical equipment and support services essential to the delivery of health care 
were often excluded from such support. 

She supported the draft resolution and urged the Director-General to make every effort 
to acquire more resources, in particular for the priority areas and needs in the least 
developed countries that currently had low donor support• 

Professor MENCHACA commended his report on action to mobilize resources to support 
national health policies, especially those of the least developed countries. The 
Director-General should be encouraged to continue his efforts in that direction and the 
Secretariat urged to develop new initiatives and explore new ways to help the least developed 
countries. 

Dr ТАРА expressed great sympathy for the 36 least developed countries, which, with a 
total population of 300 million, were considered to be the poorest and economically weakest 
of the developing nations. He commended WHO for the action it had already taken on behalf of 
those countries. Further resources, however, needed to be made available to them, and for 
that reason he fully supported the draft resolution. 

Dr DIALLO said that the difficulties involved in implementing national strategies in 
developing countries had been clearly outlined both in the Regional Directors' reports and in 
the evaluation of the Strategy for Health for All by the Year 2000. WHO, like other 
organizations, had already provided considerable support to the least developed countries. 
Document EB77/15 outlined all the efforts made to mobilize technical and financial resources 
on behalf of such countries. He congratulated the Director-General on his efforts to mobilize 
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resources in order to strengthen the infrastructure of the health systems in such countries. 
He strongly supported the measures mentioned in paragraphs 20 and 21 of the report. The 
inclusion of Guinea in the list of least developed countries was explained by a long period 
of difficulties which had brought about a gradual deterioration in the economic, social and 
health situation. The Government was currently making efforts to establish machinery to 
improve that situation as rapidly as possible. He supported the draft resolution contained 
in document EB77/15 and urged that it should be adopted unanimously. 

Dr ISMAIL said that countries with which he was familiar had shown clear evidence of 
political commitment to achieving the goal of health for all by the year 2000 by emphasizing 
the primary health care approach, expanding the health service network and infrastructure, 
adopting essential drugs schemes, and applying the principle of decentralization. 
Nonetheless, they often met specific difficulties, such as high building costs. The 
Organization might consider in such circumstances developing a more effective, simpler and 
cheaper approach to help countries to expand their basic networks. 

Many countries were faced with technical constraints in creating and maintaining 
collaboration among the different sectors. WHO should therefore extend its work and 
information in the field of intersectoral collaboration. The tapping of community resources 
was another field where the mobilization of WHO technical capabilities could be very 
effective for the least developed countries. 

He supported the draft resolution contained in document EB77/15. 

Dr BELLA also commended the efforts of the Director-General to support the least 
developed countries. He urged Board members to support the draft resolution contained in 
document EB77/15. 

Dr ADOU endorsed the comments of the previous speakers and expressed his support of the 
draft resolution. 

Dr DE SOUZA, referring to the figures given in document EB77/15, requested further 
details oil the proportion of funding allocated to the least developed countries. 

Mrs BRUGGEMANN (Director, Programme for External Coordination) said that the Secretariat 
had listened attentively to requests in relation to specific needs and- that in the programme 
for health resource mobilization additional efforts would be made to discuss such needs with 
donors so that they might also be taken into account in relation to bilateral support. Any 
information gap which might have existed in the past should be bridged so that proposals made 
for requests for multilateral support could also filter through to bilateral channels. A 
reply to the question raised by Dr de Souza would be given at the Board's next meeting. 

The CHAIRMAN invited the Board to consider the draft resolution appearing in 
paragraph 22 of document EB77/15. 

The resolution was adopted.1 

Technical cooperation among developing countries in support of the goal of health for all； 
Item 11.4 of the Agenda (Document EB77/16) — 

Mrs BRUGGEMANN (Director, Programme for External Coordination) said that technical 
cooperation among developing countries (TCDC) had first been highlighted a decade previously 
when the United Nations General Assembly had established the concept in 1975. The 
Buenos Aires Plan of Action of 1978 still remained the basis for TCDC. For its part, WHO had 
started in 1976 to develop a TCDC concept for health development and had included it in the 
Global Strategy for Health for All. The Thirty-eighth World Health Assembly (1985), in 
resolution WHA38.23, had recognized the importance of technical and economic cooperation 
among developing countries as a fundamental element of national, regional and global 
strategies and had stressed the need to strengthen the WHO programme to promote TCDC and 
provide support to developing countries for the establishment and implementation of that form 
of cooperation. 

1
 Resolution EB77.R2. 
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In response to the Health Assembly's request to the Director-General to report to the 
Board and Assembly on action for TCDC, the present progress report (document EB77/16) 
contained a summary of the Organization 1s approach to TCDC and its collaborative programmes 
and activities at regional and global levels. It briefly outlined some basic principles 
which WHO applied in support of TCDC and which it considered essential prerequisites for such 
cooperation. Above all, political cooperation and voluntary agreements between governments 
were required if TCDC efforts were to succeed. 

As mentioned in the report, a number of political groupings were very actively 
cooperating in health matters in the Americas, Africa, the Mediterranean and elsewhere to an 
extent which transcended hemispheric boundaries, as for example in the Group of Non-Aligned 
Countries. WHO also believed that the promotion of socioeconomic development and national 
self-reliance must be the ultimate aim of any joint undertaking• Resources for TCDC 
activities had to come from the countries themselves or from external development funding 
agencies. WHO, however, provided seed money for action and financed its own catalytic role. 
The report indicated the broad areas in which WHO was active in the promotion and support of 
TCDC, as well as criteria for action. 

Over the years WHO had gained valuable experience in support of TCDC activities. The 
lessons learned from its experience placed it in a good position to assist Member States in 
the establishment and implementation of programmes in the framework of TCDC. Particular 
emphasis had recently been given to establishing a critical mass of health-for-all leaders 
through international and national colloquia on leadership development for health for all and 
TCDC and other complementary activities. 

Regional offices were playing a crucial role in promoting cooperation among countries 
and the report described in detail the Organization's collaborative programmes and activities 
at regional level. It also outlined a number of global programme activities with strong TCDC 
elements. 

The report also gave some thought to future action and pointed to the need to intensify 
the Organization's supportive actions in order to overcome the many difficulties and 
constraints that still existed. 

Dr REGMI expressed his appreciation of document EB77/16, although some mention of South 
Asian Regional Cooperation (SARC) might have been included. An important aspect of TCDC was 
that it extended beyond boundaries, 

Dr NAKAJIMA (Regional Director for the Western Pacific) also stressed that TCDC extended 
beyond regional boundaries and noted specifically that such cooperation was taking place 
between countries of the Western Pacific and South-East Asia and other Regions. Within the 
Western Pacific Region itself formal machinery had been established to promote such 
cooperation. Cooperation was extremely important not only among developing countries but 
also between developed and developing countries in the Region. WHO support in that area was 
proving to have a multiplier effect and technical cooperation arrangements were proving 
extremely useful• He invited countries in other regions to support technical cooperation 
activities. 

Dr GRECH said that, unlike some other experiments, TCDC had proved successful and was a 
realistic way of facilitating equity in health. In the European Region, technical 
cooperation had been given fresh impetus by the adoption of the first health-for-all target, 
which stated that, by the year 2000, the actual differences in health status between 
countries and between groups within countries would be reduced by at least 25%, by improving 
the level of health of disadvantaged nations and groups. 

The concept of technical cooperation was sound and fitted well with the traditional 
catalytic role of WHO. There was no doubt that gaps existed and that support to rectify them 
should be sought. Nevertheless, each country was obliged to identify priorities and to rely 
primarily on its own resources. Technical cooperation provided a satisfactory common 
framework within which Member States could develop their policies oil the most vital issues in 
the Region. Significantly, collaboration in the health field was proceeding steadily between 
countries of different political ideologies. He therefore supported the further action 
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planned by WHO for the effective application of TCDC, and considered the guiding criteria to 
be acceptable. However, WHO would need to take into account the importance of efficient and 
rational utilization of resources and the need for mechanisms to optimize and review such use 

He noted that the section of the Director-General's report dealing with the European 
Region made no mention of the MONICA project or other noncommunicable disease programmes, 
which were areas of cooperation between developed and developing countries. Perhaps they did 
not fall strictly within the framework of TCDC. 

Professor MENCHACA welcomed the report. Technical cooperation was a powerful tool in 
the struggle to achieve health for all, and increasing importance was being given to it in 
implementing national strategies. Critical analysis of some technical cooperation programmes 
that had been running in the Region of the Americas for some time had shown results to be 
very positive, with a measurable impact on health systems at relatively low cost - an 
important element given the precarious state of the economies of the participating 
countries. Colloquia on TCDC had also proved highly successful and one would be held soon in 
Cuba with the support of WHO headquarters and the Regional Office• 

The range of possibilities for TCDC was very wide, and he urged the Secretariat to 
continue to give its support. Technical cooperation was greatly appreciated by the 
developing countries and allowed them to shoulder responsibilities and to identify and 
understand their own potential. 

Dr ТАРА welcomed the progress report, which made heartening reading, with TCDC 
programmes taking place in all the regions and at the global level. He drew attention to a 
particularly successful programme in the Western Pacific Region, the intercountry project on 
managerial process for national health development, which was described in paragraphs 60-62 
of the report. The programme was very useful and effective for the small islands of the 
South Pacific. He thanked UNDP for its support, which he hoped would be continued for the 
planned extension period (1987-1991). He urged WHO to continue to support the activities 
outlined in the report. 

Dr Uthai SUDSUKH welcomed the comprehensive report. He supported the comments by 
Dr Regmi and Dr Nakajima on the scope of TCDC activities. The concept of TCDC went beyond 
the boundaries of countries or regions, or of different stages of development and 
socioeconomic conditions. The report listed only a few examples of such cooperation in the 
South-East Asia Region - there were many others that might be included. As Dr Nakajima had 
indicated, TCDC was taking place among countries of the South-East Asia and Western Pacific 
Regions, for example, through the ASEAN training centre for primary health care in Bangkok. 

Technical cooperation was not limited to the developing countries. It was also taking 
place among developed countries and between developed and developing countries. The 
terminology was perhaps limiting, and "technical cooperation among countries" might be a more 
appropriate term. 

Dr MONEKOSSO (Regional Director for Africa) said that it was at the thirty-fourth and 
not the thirty-fifth session of the Regional Committee, as suggested in paragraph 22 of the 
report, that the Committee had taken the original decision concerning the future work of the 
subregional working groups. At the thirty-fifth session, the Committee had decided to alter 
the approach of the working groups, so that they would discuss real experiences of TCDC and 
try to find ways and means for new activities. 

For many of the smaller states of the African Region, technical cooperation was 
imperative - it made economic sense to collaborate and share institutes that individually 
they could not sustain. Such arrangements sometimes failed and it was the responsibility of 
WHO to counter the forces that led to such breakdowns. 

Technical cooperation in the African Region was an extension of traditional African 
hospitality. The cooperation between Mozambique and Zambia mentioned in paragraph 23 of the 
Director-General 1 s report was an outstanding example. Zambia, itself experiencing 
considerable problems with its health care system, had been willing to make a sacrifice to 
enable Mozambique to survive the difficult period following independence. WHO had been 
privileged to participate in making that arrangement work. 
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New structural arrangements in the African Region, particularly the subregional offices, 
were designed to promote technical cooperation actively. One of the main responsibilities of 
subregional staff was to find appropriate ways and means of promoting collaboration between 
the countries of the subregion, TCDC was an important way of obtaining optimum value for the 
funds available. 

Dr GARCIA BATES said that TCDC had transcended its objectives, achieving much more than 
the rational use of resources. It was based on the idea of exchange and was independent of 
the degree of development of countries. There was a vital need for peoples to exchange 
experiences and ideas. 

TCDC also went beyond the health sector mentioned in paragraph 85 of the report. For 
example, in the Region of the Americas, the health sector had joined with agriculture in 
common efforts for development. Such activities were supported by РАНО and other 
organizations. Similar activities were being undertaken in the area of administration, 
related to the need to improve the training of health workers in financial and economic 
matters. Curricula for health administration in the Region were being developed with 
integrated efforts from health centres and schools of public and business administration. 
Similarly, economists from the areas of trade and industry were working with health experts 
to improve distribution and sales of drugs. 

No matter what level of development countries had reached, the international 
organizations should take a lead in establishing networks across regions, countries and local 
areas, identifying nodes in the network where support was needed. The resources required 
were not vast but they must be used in a timely fashion to facilitate communication across 
the networks. 

Some thought should be given to Dr Sudsukh 1s comments on the terminology used. 

Professor MENCHACA hoped that the Secretariat would take account of the points raised by 

other speakers. 

Since its initiation by the United Nations, TCDC had taken on a life of its own, with 
its own particular characteristics. However, that in no way presented any limitation to 
technical cooperation among countries. 

Mrs BRUGGEMANN (Director, Programme for External Coordination) thanked members for the 
additional information they had provided and expressed regret that the activities of South 
Asian Regional Cooperation had not been mentioned in the report. The Secretariat would take 
account of members 1 comments in improving the report prior to its submission to the Health 
Assembly. The Secretariat would also reflect on the question raised by several speakers as 
to the definition of TCDC, Perhaps the term should be considered in the general perspective 
of intensified cooperation for health among all countries. 

The Board took note of the progress report on technical cooperation among developing 
countries in support of the goal of health for all (document EB77/16)• 

The meeting rose at 17h35. 


