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SEVENTH MEETING 

Thursday, 15 January 1987, at 9h3Q 

Chairman: Dr Uthai SUDSUKH 

PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1988-1989: Item 7 of the Agenda 
(Documents PB/88-89 and EB79/4) (continued) 

REPORTS OF THE REGIONAL DIRECTORS ON SIGNIFICANT REGIONAL DEVELOPMENTS, INCLUDING REGIONAL 
COMMITTEE MATTERS: Item 8 of the Agenda (Documents EB79/14, EB79/15, EB79/16, EB79/17, 
ЕБ79/18 and EB79/19) (continued; 

GENERAL POLICY REVIEW: Item 7.1 of the Agenda (continued from the third meeting) 

The CHAIRMAN recalled that the Director-General, in his response to the Board1s debate 
on the Introduction to the proposed programme budget, had proposed that the issues raised in 
the Introduction and the Board1s comments on them as well as other related issues might be 
brought to the attention of the Health Assembly so that it would have the opportunity of 
debating openly those issues considered to be crucial for the future of the Organization. 
The Director-General had also felt that it would be useful for the Board to suggest to the 
forthcoming World Health Assembly - and that was fully in keeping with the Board's 
constitutional function of submitting proposals to the Health Assembly on its own 
initiative - that it request the regional committees to hold full debates on those matters at 
their 1987 sessions with a view to taking remedial action. They would then report back to 
the Board in January 1988, and the Board in turn could consider the action taken by the 
regional committees and report to the following Health Assembly in the same year. He invited 
comments and suggestions in that regard. 

Sir John REID expressed support for those suggestions. The lengthy discussions on the 
Director-General1 s Introduction had been time well spent because of the challenges involved 
and the opportunity afforded for self-criticism. During the programme review, the Board 
would have difficult decisions to take, particularly on financial matters. The outcome would 
be reported to the forthcoming Health Assembly, where there would again be a vigorous debate 
no matter what the Board had decided. Even though there might be no confidence crisis, there 
was a crisis in terms of the vast health problems iri the world and the resources available to 
dea丄 with them. The establishment of clear priorities must be the primary task, but would be 
a waste of time unless Member States adhered to those priorities. Accordingly, all 
resolutions of the Executive Board and the World Health Assembly must be applied in letter 
and in spirit, and there was prima facie evidence that that was not always the case. 

Expressing appreciation for the relevant passages of the Director-General1 s frank 
Introduction to the proposed programme budget, particularly paragraph 5, the evaluation of 
WHO1 s programme budget during the period of the Seventh General Programme of Work, and 
reflections for 1988-1989 and beyond, he strongly believed that those views must be followed 
not just by discussion, but by action. Consequently, after the Health Assembly debate in 
May, there should be full discussions at all the 1987 sessions of the regional committees, by 
which time they could take into account the Director-General1 s Introduction and views and the 
comments of both the Board and the Health Assembly, so as to ensure that the best possible 
use was made of the resolutions passed. In the current critical financial situation nothing 
less could be done. Once the regional committees had concluded their discussions and 
proposed action to be taken, the Board could review the matter again in January 1988 and 
report to the Forty-first World Health Assembly. That was not a budget year and so there 
would be adequate time for full discussions of the vital issues involved. He had prepared a 
draft resolution to that effect. 

Expressing alarm about the length of time taken in discussions at the current session 
and the need to arrive at decisions, he said that the method of work of the Board should be 
submitted to a similar examination to that of the Health Assembly. 

The CHAIRMAN said that the draft resolution proposed by Sir John Reid would be 
considered at a later stage, after Board members had had ample time to consider it. 
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PROGRAMME REVIEW: Item 7.2 of the Agenda (Documents EB79/5, EB79/6, EB79/7, EB79/7 Add.l 
and 2, EB79/8, EB79/9, EB79/10, EB79/11, EB79/12, and EB79/INF.DOC./1) (continued from the 
sixth meeting) 

The CHAIRMAN, turning to the review of individual programme statements contained in 
pages 43-284 of the proposed programme budget document, pointed out that the basic 
information and tables found in pages 1-39 and in the annexes did not call for a formal 
review by the Board, since they were essentially background information, but that members 
were free to comment thereon at any time. He invited the Board to begin consideration of the 
programme statements and tables, appealing once again to members to be brief and to the point 
so that the Board could complete its work on schedule. 

DIRECTION, COORDINATION AND MANAGEMENT (Appropriation Section 1; Document PB/88-89, 
pages 43-66) 

Governing bodies (programme 1) ‘ 

There were no comments. 

WHO'S general programme development and management (programme 2) 

Sir John REID, referring to programme 2.2 (Director-General•s and Regional Directors1 

Development Programme), requested information on the very large proposed increase in 
allocations for the European Regional Director's Development Programme. 

Mr WESTENBERGER (Director, Support Programme, Regional Office for Europe) said that 
experience had shown over the years that, with the emergence of new unforeseen problems - an 
example in the previous year being the Chernobyl disaster - the European Regional Director's 
Development Programme was insufficient. The Regional Committee for Europe had considered it 
important to find additional resources, and the proposed increase was seen as the right step 
towards enabling the Regional Office to respond to new developments. 

Dr BRACHO ONA said that he was not satisfied with the reply to Sir John Reid. He found 
it difficult to understand the extremely high budgetary increase for the European Region, 
especially in comparison with the Region of the Americas, and wondered which parameters had 
been used to justify an increase of such magnitude. 

Sir John REID specified that he had not been speaking on behalf of the European Region, 
and was not challenging the Regional Director's judgement. He had merely felt in honour 
bound to ask the question in view of the very substantial increase. At the time of the 
Regional Committee1s discussions, comparative figures relating to the other regions had not 
been available. He hoped that the matter could be dealt with under the mechanism provided 
for in his draft resolution, and that the Regional Director could discuss it with the 
Regional Committee at its 1987 session. 

Dr BRACHO ONA agreed with Sir John Reid 1s suggestion on the understanding that all the 
programmes would be reviewed at a later stage. 

Mr FURTH (Assistant Director-General) drew attention to the fact that, while the global 
and interregional part of programme 2.2 remained at the same level as in 1986-1987, 
US$ 2 500 000 had been deducted from that provision in the contingency plan, which meant that 
the Director-General would in fact have that amount less available than was indicated in the 
budget document, representing a major reduction. 

The DIRECTOR-GENERAL reminded the Board that the Director-General1 s Development 
Programme had originally been set up on the initiative of the Board itself. It had 
facilitated the introduction of 14 new programmes in such areas as tropical disease research 
and training, essential drugs, new vaccine development, the Expanded Programme on 
Immunization, AIDS, support to the three WHO collaborating centres in the occupied 
territories in the Middle East, the role of physicians and other health workers in the 
preservation and promotion of peace (resolution WHA36.28), emergency preparedness, health 
systems research throughout the different regions, leadership development, world action on 
medical education, and psychoactive substances, to name but some. Nobody should be under the 
illusion that a 40% cut would change nothing and that WHO could continue to respond to all 
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requests. It was precisely because of the Director-General's Development Programme that it 
had been possible to develop such programmes in the previous ten years, despite zero or 
negative budget growth. 

Dr BRACHO ONA agreed with the Director-General. Budgetary details would be discussed 
subsequently. 

The DIRECTOR-GENERAL explained that he had not been replying to Dr Bracho Oña's 
question, but on contingency plan which showed a 40% reduction in the Director-General1 s 
Development Programme. With such a reduction, it was not possible to provide the same 
responses as in the past. 

Dr ASVALL (Regional Director for Europe) underlined the operational value of the 
development programmes. The Regional Director's Development Fund provided the flexibility 
needed for responding to new developments in the Region, where there had been considerable 
satisfaction among Member States with the way in which the Regional Office had been able to 
respond quickly to new developments in recent years. The Region possessed a detailed, 
long-term, forward-looking planning system, but discussions held with the Consultative Group 
on Programme Development and the Regional Committee had repeatedly underlined the need, in 
addition, to ensure adequate flexibility through a properly funded Regional Director's 
Development Programme. That did not entail changing priorities, but securing greater benefit 
for the Organization1s investments. Moreover the increase in the Regional Director's 
Development Fund signified not an increase but merely a shift in funds, from activities 
planned in detail. The Regional Committee was fully informed about the way in which the 
money spent on the development programmes was being used. 

Dr BART (adviser to Dr Young), referring to programme 2.3 (General programme 
development), pointed to the disparity between regional and country allocations for the 
African Region, as shown in the table on page 61 of the programme budget document, namely a 
US$ 3.7 million increase fot regional and intercountry activities as against an only 
US$ 30 000 increase for country activities. He asked why the difference was so striking and 
how those resources were to be used at the regional level. 

Dr MONEKOSSO (Regional Director for Africa) said that the figures reflected the fact 
that adjustments had already been made in order to transfer the greatest possible amount to 
the country level, despite the freezing of posts and limitation of activities in the Regional 
Office. It was hoped that additional support would be available at the country level to make 
up for any deficiencies. 

Dr VAN WEST-CHARLES referred to paragraph 33 on page 60 of the proposed programme budget 
document, where it was stated that reductions had been made in the programmes to support the 
new subregional health development offices in the African Region. He wondered whether that 
was a wise move and whether, as Dr Bart had intimated, programme execution might not be 
jeopardized at the country level. It would perhaps be preferable to consider a more 
efficient use of the offices and invest more money in programme execution. 

Dr BART (adviser to Dr Young) said he had understood from Dr Monekosso1 s statement the 
previous day that all the posts transferred from national level to international level had 
been accounted for. That made it all the more difficult to understand why there should be 
such a large allocation for the Regional Office. 

Dr MONEKOSSO (Regional Director for Africa) said that the use of the term "offices" for 
what were in fact subregional teams might be misleading. Those teams, which were placed in 
the field to help countries carry out their primary health care programmes, should be 
distinguished from offices in the strict sense, which merely exercised a bureaucratic role in 
programme management. The new teams could be said to constitute the Region's "rapid 
deployment force", and as such they deserved the Board's support. 

The DIRECTOR-GENERAL said that to Dr Bart's question it should be added that in the 
conversion of the posts of national WHO programme coordinators to those of international WHO 
representative, a very substantial cost was involved. 

Dr BART (adviser to Dr Young) asked for details of that cost. 

The CHAIRMAN said those details would be supplied by the Secretariat. 
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External coordination and health and social development (programme 2.4) 

Sir John REID, referring to paragraph 19, asked how much of the increase in provision 
for emergency preparedness activities, amounting to the best part of US$ 1 million, was 
devoted to matters arising from resolution WHA36.28 on the role of physicians and other 
health workers in the preservation and promotion of peace. 

The DIRECTOR-GENERAL replied that the provision made to follow up the implementation of 
resolution WHA36.28 had amounted to US$ 95 800 for 1986-1987 in the Director-General's 
Development Programme. An amount of US$ 40 300 had been included under programme 2.4 in 
1988-1989 for the same purpose. 

Dr LARIVIERE (alternate to Dr Law) noted that the Region of the Americas had built up an 
inventory of information, expertise and operational talent to be used in emergency 
preparedness activities. He would like more information on what links were planned between 
headquarters and resources in the Americas. ‘ 

Dr ASVALL (Regional Director for Europe) said that during the past year a special task 
force of trained experts had been developed which could be sent immediately to countries to 
help ministries of health organize disaster relief and, where necessary, to help with 
assessment of the damage done and the need for external assistance. That initiative followed 
on a Regional Committee resolution of some years before. Agreements had been concluded both 
with the headquarters unit and with colleagues in the Americas for the reciprocal use of 
those experts, the exchange of computer files, and so on. That was a typical example of how 
a resource in one region could also be made available in other regions and at global level. 

Dr BRACHO ONA said that in the Americas and notably in Ecuador, it was not only 
catastrophes that led to a large number of burn cases, but rather the more simple, 
preventable type of accident, such as accidents in the home. As Secretary-General of the 
Federation of Plastic Surgeons of America, Spain and Portugal, he felt bound to point out 
that the large majority of such catastrophes involved children and young people. Curative 
and rehabilitative measures for burn cases could put a heavy strain on national budgets, and 
in-depth studies were currently being carried out into prevention of such accidents• He 
would like to know from the Regional Director for Europe what action was being taken in that 
regard. 

Dr ASVALL (Regional Director for Europe) said that under the global programme on 
accidents, which was run by the Regional Office on behalf of the Director-General, there had 
recently been a number of activities relating to burns, including a special meeting on the 
subject. He would be glad to supply Dr Bracho Oña with more material on the matter. 

Dr NAKAJIMA (Regional Director for the Western Pacific) said that a recent seminar in 
Hawaii, held jointly with the American Region, had focused intensively on the burns programme 
and one of the major lecturers at the seminar had been the Secretary-General of the 
International Society for Burn Injuries. Many accidents involving burns took place in the 
Western Pacific Region, not only due to natural disasters, but to general accidents, and the 
majority of those involved were children. A special programme, to be developed in close 
coordination with other regions, especially the European Region, was therefore under 
consideration. The programme, which would also cover volcanic eruptions, would be developed 
further in China and certain other Pacific countries. 

Dr BART (adviser to Dr Young) suggested that the section on emergency preparedness might 
better be discussed in relation to document EB79/32 (Collaboration within the United Nations 
system), which covered in some detail specific emergency preparedness programmes. 

It was so agreed. 
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HEALTH SYSTEM INFRASTRUCTURE (Appropriation Section 2; Document PB/88-89, pages 67-192) 

Health system development (programme 3) 

Health situation and trend assessment (programme 3•丄） 

Professor FORGACS noted that improvement of information support and management at 
national level was the basis of the programme under consideration. In many countries, health 
information systems were based on traditional public health measures, with an overwhelming 
orientation towards the prevention and control of infectious diseases. There was a lack of 
standardized data base for monitoring lifestyles, the incidence and prevalence of 
noncommunicable diseases, and other social parameters. He therefore wished to emphasize the 
importance of the programme activities outlined in paragraphs 9-11 (pages 69-70 of the 
programme budget document), and in particular the importance of the indicators of positive 
health set out in paragraph 13. 

During the forthcoming financial period, attention should be given to ensuring a smooth 
transition from the Ninth to the Tenth Revision of the International Classification of 
Diseases. 

Dr HAPSARA pointed out that the table on page 7 of document ЕВ79/4 showed a budgetary 
reduction of US$ 745 800 for health situation and trend assessment for 1988-1989. The total 
budget for global and interregional activities for that programme, as shown on page 72 of the 
programme budget document, was US$ 7 026 000, a reduction of 10.6%, in comparison with a 
reduction of 7.13% in the global and interregional components of the proposed programme 
budget for all programmes, shown in the table on page 5 of document EB79/4. The table on 
page 17 of the same document showed that both the World Health Statistics Annual and the 
World Health Statistics Quarterly would have fewer pages in the 1988-1989 biennium. That 
measure would lead to a reduction in activities in global trend assessment• He hoped that 
work in that important area would be one of the first items to be reinstated when the 
financial situation improved. 

Dr MARUPING, referring to paragraph 10 (Training in information support), rioted with 
satisfaction the intention to offer training courses in applied epidemiology. Such training 
courses would be of great value for the African Region, where much attention was being 
focused on support at the operational level• For some time the fact that field staff were 
not sufficiently equipped with epidemiological skills to enable them to assess the situation 
in their area, and to take the necessary action, had been a weakness in the managerial 
process. There had been a tendency to depend on the information sent to central level, an 
approach which was time-consuming• She hoped that everything possible would be done to 
support that particular activity. 

Sir John REID said the section on health system infrastructure was one of the most 
important of all, and one in which the Board would be least likely to want to make cuts. He 
would like to know whether it was intended to change the system of distribution of the Weekly 
Epidemiological Record, which was universally regarded as a very useful tool, both for 
epidemiological information and for the management of health services. 

Professor ISAKOV agreed that the section was a highly important one. Failure to achieve 
interaction between the various levels of medical and health services of all types was often 
the most significant obstacle to achieving the goal of health for all. In that connection 
the International Classification of Diseases was of great importance. 

Dr UEMURA (Director, Division of Epidemiological Surveillance and Health Situation and 
Trend Assessment) thanked members for their comments and for their support for the programme. 

Professor Forgács had urged that information on socioeconomic factors, such as healthy 
lifestyle, should also be taken into account； the programme did in fact consider those 
aspects, and some regions had included the relevant indicators in their monitoring and 
evaluation of the health-for-all strategy. The Regional Office for Europe would shortly be 
publishing measurements relating to positive aspects of health. 
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Work was being actively pursued on the Tenth Revision of the International 
Classification of Diseases. That work would be discussed in the second half of 1987 by an 
expert committee, and it was intended to ensure that the transition was made as smooth as 
possible. He assured Professor Isakov that in developing the Tenth Revision WHO intended to 
continue its close dialogue with all Member States. 

On the point raised by Dr Hapsara, it was true that the number of posts frozen under the 
health situation and trends assessment programme was somewhat higher than the average 
proportion for the whole global and interregional component. As was stated on page 68 
(paragraph 2) of the programme budget document, that programme had two broad targets, one to 
promote national capabilities for health information support, and the other to provide global 
epidemiological surveillance and monitoring. It was in the second area particularly that the 
cut-backs planned would have adverse effects, since three of the five posts to be "frozen" 
related to it. As manager of the programme, he would certainly hope that those activities 
would be among the first to be reinstated as soon as the financial situation improved. 

In reply to Sir John Reid, he was glad to state that there would be no contingency 
reductions concerning the Weekly Epidemiological Record, which was of great value to a large 
number of readers. 

Dr COOPER (Director, Health and Biomedical Information Programme) said that the Weekly 
Epidemiological Record had in the past been widely distributed free of charge. However, WHO 
was now reviewing the free distribution of all its periodicals, and it was now inviting many 
institutions, particularly institutions in developed countries that had in the past received 
the Record free of charge, to consider becoming subscribers. The Record would of course 
continue to be provided free of charge to governments and institutions in cases where payment 
of the subscription would cause hardship. 

The DIRECTOR-GENERAL stressed that over the years resources for external coordination 
had been reduced by more than half in order to enable WHO to shift resources to other 
indispensable areas. Under the present freeze, external coordination was suffering even 
further "punishment". 

Health situation trends assessment had likewise suffered a reduction of five 
professional and two general service posts, to enable the savings made to go directly to 
country activities. It too had been substantially cut under the present freeze, and now 
possessed only half the resources it had had some ten years ago. However, the Board should 
realize that WHO, while imposing those reductions, was still trying by all possible means to 
keep intact the essential core activities. 

He wished the Board to be aware, therefore, of the very substantial shift of resources 
that had been going on continuously at global level from one area to another. Without that 
shifting of resources it would not have been possible to launch a string of new programmes, 
and at the same time to transfer hundreds of millions of dollars to country activities. 

Managerial process for national health development (programme 3.2) 

Dr Sung Woo LEE pointed out that the table on page 76 of the programme budget document 
showed that the combined country and regional and intercountry total for the African Region 
was US$ 12 million, compared to less than US$ 1 million for the European Region. 
Paragraph 16 explained that that was mainly the result of establishing 26 new offices of WHO 
representatives in the African Region, resulting in an increase of US$ 3.3 million. In 
addition, section 2.3 (General programme development) showed an increase of another 
US$ 3.77 million for new subregional health development offices. There thus appeared to be 
an increase of some US$ 7 million purely for offices in the African Region; he requested 
more details regarding that increase. 

Dr MONEKOSSO (Regional Director for Africa) replied that in the African Region a 
shifting of resources from the centre to the periphery was taking place, which explained the 
budgetary increase at the country level. But the changes were being contained within the 
limits for the African regional budget and represented a policy shift rather than a financial 
increase. The 26 new offices resulted from a decision to establish a strong WHO presence in 
the countries with a view to better management of resources and more effective cooperation 
with governments. 
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As for the three new subregional offices, they were operational offices and not just 
places for paper work, whose staff would go in the field to work at all levels. The staff 
represented a regrouping of about 50 intercountry officials who had been scattered about the 
Region and whose work had involved a great deal of travel. The posts had been grouped to 
form teams in each of the subregional offices• Each team comprised about 15 people. Three 
were responsible respectively for aspects of health manpower development, especially the 
continuing education of district-level staff； the reinforcement of the health management 
process at the country and especially at the district levels； and the promotion of 
operational field research oil problems being encountered in work in the field. In addition, 
six staff members in each team would cover various technical areas such as nutrition, 
epidemiology, mother and child health, etc. To those staff were added two or three officers 
to provide administrative back-up for the team and for countries. Those subregional staff 
represented the WHO support programmes in the Seventh General Programme of Work, and the 
reorganization was aimed at bringing a WHO presence nearer to the countries. He stressed 
again that it had been accomplished within the budget framework although there would be some 
slight extra expenditure in equipping the offices. 

Responding to the earlier question about the increase in intercountry activities, that 
again was merely a process of transferring resources from the Region to the countries. There 
would be some increase in expenditure, but most of it would be transferred from the Regional 
Office. 

Health systems research (programme 3.3) 

Professor FORGACS expressed agreement with the situation analysis for the programme. 
Health systems research had low prestige compared with biomedical research, a situation which 
was reflected in national budgets. It was well known among scientists that the success of a 
piece of research mainly depended on the methods applied. He therefore hoped that the 
strengthening of methodological knowledge and skills referred to in paragraph 10 would be 
imp 丄 ¿merited. 

He suggested that the human ecological approach was an appropriate method for 
action-oriented health systems research and, in that connection, drew attention to the useful 
recent WHO meeting on the subject. 

Professor MENCHACA said that, in view of the importance of health systems research, he 
wondered why there was a reduction in the budgetary allocation for country and regional and 
intercountry levels in the Americas. Further, he inquired whether the "Other sources" in the 
table on page 79 were intended for specific activities or could be used for other purposes. 
If they were earmarked for specific activities, could changes be made? 

Dr HAPSARA said that two years earlier the Executive Board had had a fruitful debate on 
health systems research which had been strongly advocated by the Director-General. The 
proposed programme, therefore, seemed to be a welcome outcome of that earlier discussion. As 
regards implementation, however, there was a need to provide more support or guidance and to 
encourage motivation to expand health systems research. 

Dr DE SOUZA (alternate to Mr McKay) supported the preceding speaker's comments. The 
health systems research programme was very important and basic to the work required, 
especially at country level. He strongly supported the recommendations of the Health Systems 
Advisory Group made at its meeting in Geneva in 1986, and therefore supported the relevant 
part of the programme budget. 

Dr GUERRA DE MACEDO (Regional Director for the Americas), answering the points raised, 
said that there were two reasons for the reduction 一 or almost elimination - of allocations 
for that programme in the Americas. Firstly, methodological problems were being encountered 
in planning the use of resources three years in advance as it was proving difficult to 
identify at the country level, and even at the Regional Office, specific activities for 
research. As a result, it had been decided to combine the Region1s efforts in health systems 
research with programme 7 (Research promotion and development), which represented research in 
general. 
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Moreover, it was difficult to separate health systems research work from that oil the 
promotion and development of health systems and services themselves. 

Dr NÜYENS (Health Systems Research) said that he was grateful for the comments and 
support of members of the Board, 

He assured Professor Forgács that the Division of Strengthening of Health Services had 
been collaborating in recent years with two regional offices which had built up extensive 
experience in the methodological skills required for health systems research, especially in 
the fields of behavioural science and operational methods. It had provided support to other 
regions in developing methodological skills, but considered that the global level had some 
role to play, and that was why for 1988-1989 it planned to consolidate the regional 
experiences in an interregional training activity with strong emphasis on the methodological 
requirements for health systems research. 

In the programme budget, resources had been allocated to starting collaboration in that ‘ 
field with important nongovernmental organizations such as the International Sociological 
Association and the International Society for Psychology to try to develop a critical mass of 
research workers capable of dealing with the concepts and methods required. 

The human ecological approach, which had been advocated by the former Regional Director 
for Europe, had been reflected at the meeting on human ecology and health held in Delphi, 
Greece from 30 September to 3 October 1986. The same sciences as used in health systems 
research had been integrated. The whole human ecological approach, using sources from 
disciplines which were unusual for WHO, for example social geography, could help to make 
health systems research more comprehensive than it was at present. 

Answering Dr Hapsara and Dr de Souza, who had referred to the earlier discussion in the 
Executive Board, he replied that it was important that the Board should be informed that one 
of the objectives of the extra incentive provided by the Director-General had been to 
mobilize additional resources from donor agencies so that health systems research could be 
extended. The aim had to a certain extent been achieved. That was gratifying as WHO must 
avoid merely supporting projects in countries and just leaving it at that. After the 
projects were concluded it must help to develop a network of institutions and individuals, 
bringing together decision-makers and research workers so that there would be some guarantee 
by the year 2000 of an established process of health systems research and not just protocols 
and projects. 

In reply to Professor Menchaca and in relation to Dr Monekosso1 s comments on the African 
subregional offices, the Division had over the last months been able to convince at least one 
donor agency to invest in a health systems research process which would be established in one 
of the subregional offices in the African Region over 44 years. He hoped to be able to 
report back on its success at a later date. 

The DIRECTOR-GENERAL said that the subject of nealth systems research had been debated 
for nearly 30 years in the Advisory Committee on Medical Research, now called the Advisory 
Committee on Health Research. His own early experience in India had clearly shown that any 
ministry which was serious about using health systems research methodology could effect 
dramatic reductions in costs and increase productivity. It could call the bluff of dormant 
infrastructures on which billions of dollars had been wasted because they were not operative 
in many developing countries. Cost recovery, for example, was only achieved through health 
systems research and, with a reasonable methodology, people could be trained within a 
relatively short time. He had referred to the subject in his Introduction to the proposed 
programme budget. 

It was sad that much of the programme budget was not being used for creating that 
capability at national level whereby both national and external resources could be mobilized 
and rationalized. It was sad that many countries were unable to absorb external resources 
that had been promised. It was of primary importance that countries should develop their 
capability for absorbing external resources through health systems research. If countries 
could demonstrate greater absorption capacity, he was sure donor support could greatly 
increase. 
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Health systems research was the ideal approach, to attaining practical solutions to 
large numbers of health problems - one to which he was particularly attached because of his 
own experience, but which was still often not accepted or used. One of the reasons was that 
it touched on raw political nerves. Few politicians wanted to know the truth and health 
systems research revealed the truth. Of course, politicians had the right not to know, but 
too many of them wished to have their cake and eat it, not knowing, but pretending that they 
did know the truth. 

In his view, WHO had a moral obligation to foster health systems research and he was 
happy to see the Board supporting it and advocating it at home. 

He, personally, would keep on trying to mobilize additional resources for any country 
which was serious about developing that capability. 

Professor MENCHACA fully supported the Director-General. Members could rely on the 
Organization as a source not only of resources, but of ideas. The use of health systems 
research allowed countries to analyse their budgets. 

The DIRECTOR-GENERAL, in answer to Professor Menchaca's question, said that "Other 
sources" were available for any programme. As a matter of fact, there was hardly any 
programme in WHO which did not have a health systems research component. The tragedy was 
that all too often those who worked on specific communicable diseases then found that the 
delivery infrastructure was not sufficiently effective to apply the technology they had 
developed. 

Health legislation (programme 3.4) 

Sir John REID, referring to paragraph 5 of the situation analysis, which mentioned 
legislative approaches to AIDS, said that, judging from newspaper reports, he feared that 
premature legislation was being enacted in some countries on an emotional rather than on a 
scientific basis. He hoped to learn more of present trends when AIDS was discussed later in 
the session. 

Professor MENCHACA said that he knew it was difficult to ask for more funds, but health 
legislation had not been given its due importance in the programme budget. Knowledge of 
countries1 health legislation facilitated relations between them. Greater attention should 
be paid to the subject. 

Mr SONG Yunfu said that health legislation was an important way of providing justice and 
was a guarantee of the implementation of health policies. He was pleased to note that the 
budget had not been reduced. However, he noted that in the table on page 83 the amounts 
shown under "other sources" were small. Perhaps the various regions could be mobilized to 
seek further resources. 

Mention was also made of the role played by headquarters. He inquired whether more 
brochures or documentation in other languages than French and English could be made 
available. Legislation was different in every country, but the promotion of manpower in that 
«area deserved consideration. 

Mr FLUSS (Health Legislation) thanked members of the Board for their comments. He was 
encouraged to hear Professor Menchaca fs and Mr Song's call for more resources. Headquarters, 
in collaboration with the regional offices, would look into those matters. The translation 
into additional languages of legislative publications and other material produced by WHO 
would be an expensive endeavour but perhaps a donor country or organization might be found to 
help in that respect. 

As regards Sir John Reid 1s comment on trends in health legislation with reference to 
AIDS, he felt it might be better to defer consideration of the subject until Dr Mann, the 
programme1 s Director, was present and the whole question of WHO'S Control Programme on AIDS 
was discussed. 
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Dr GUERRA DE MACEDO (Regional Director for the Americas) said that, although it might 
seem that little importance was attached to health legislation in the Region of the Americas, 
that was not in fact the case. For example, in the period 1986-1987 the Organization was 
completing an analysis of the treatment given to health in the constitutions of all countries 
in the Region, as well as drawing up a number of information documents on such matters as 
essential drugs and food safety. 

Organization of health systems based on primary health care (programme 4) 

Sir John REID said that programme 4 was one of the most important programmes in the 
whole budget. The Situation Analysis showed how much progress still had to be made. There 
was a need to secure an effective link between intersectoral cooperation and primary health 
care. At the national level that link was often honoured in theory but not so frequently in 
practice. The increasing attention being paid by WHO to intersectoral cooperation at the 
district level was therefore to be welcomed, although it was regrettable that the programme 
statement did not include any reference to primary health care coverage in inner cities. 

Dr MARUPING said that it was becoming increasingly clear that intersectoral cooperation, 
particularly at the operational level, was of vital importance. WHO should therefore make an 
effort to promote it. Many primary health care activities took place in sectors other than 
health - drinking-water and sanitation being just one example. When workers from different 
sectors assumed operational functions at the district level, much of their intersectoral 
cooperation was based on interpersonal relationships rather than on a specific policy and a 
purposeful effort to build up capacities. In Lesotho action was therefore being taken to 
strengthen intersectoral cooperation. For instance, a training workshop in applied research 
for development services was due to be held in June 1987. 

Dr VAN WEST-CHARLES said that programme 4 was of the utmost importance, especially as 
far as district health systems were concerned. When such systems were set up, caution should 
be exercised to avoid*placing hospitals at the pinnacle of the system. Failure to do so 
would be at variance with the objectives established and could lead to the emergence of an 
unhealthily split mentality among health workers. 

Dr HAPSARA welcomed the increased emphasis placed on district-level infrastructures. In 
considering the role of hospitals, it should be borne in mind that the quality of the health 
professionals working in them was of great importance. A proper balance must be struck 
between hospital manpower and manpower in other public health sectors. At least in some 
countries that he knew of there was a shortage of professional staff. 

Professor MENCHACA noted that in most countries there tended to be a greater 
concentration of economic and human resources in hospitals, although almost everybody agreed 
that the major thrust should be based on primary health care. The Organization should 
therefore make a great effort to reverse that state of affairs, beginning with the outlook of 
physicians themselves, who should not undervalue work in health care systems away from 
hospitals. In many countries it was much more attractive for physicians, in some cases 
financially and in others as far as professional progress was concerned, to work in 
hospitals. As a result, medical and paramedical personnel were concentrated in large cities, 
to the detriment of primary health care systems. The hospital should be considered in terms 
of its connection with primary health care and of its capacity to solve primary health care 
problems； such was unfortunately not yet the case in the great majority of countries. 

Dr KOINANGE said that programme 4 was undoubtedly the most important programme in the 
budget : it was essential that politicians and political parties be persuaded of the need for 
primary health care. 

Dr QUIJANO stressed the importance of research. In particular, WHO should promote 
research at the level of the primary health care worker, who needed to be convinced of his 
capacity to undertake research and of the importance that such research would have for the 
strengthening of health services. 
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Dr BART (adviser to Dr Young) observed that by the year 2000 over 50% of the world1 s 
population would be living in urban areas. However, it appeared from the use of the word 
"also" in the first sentence of paragraph 23 of the programme statement, that urban health 
would be an "additional" programme rather than a central focus of the primary health care 
infrastructure. In fact, the problem of providing health care in urban and peri-urban areas 
was not adequately understood; it required much research and a higher status within the 
organization of health systems based on primary health care. Everything that he had heard at 
recent Board meetings suggested that primary health care was thought of in terms of providing 
health services to persons who did not have access to them because they lived in rural areas, 
rather than because they were disenfranchised individuals living in urban and peri-urban 
areas without services but not far away from potential suppliers of them. The creative 
impetus which WHO would be asked to provide in the matter seemed yet to be lacking. 

Dr FERNANDO said that in most developing countries health teams, including doctors, were 
very poorly paid; as a result, their members became more and more interested in the practice 
of clinical medicine in hospitals. It was therefore very important to persuade politicians 
that health personnel should receive adequate remuneration. Otherwise the primary health 
care concept would never be fully developed in its accepted sense. 

Professor MENCHACA again emphasized the need to convince medical personnel of the 
importance of primary health care. Action should be taken to strengthen the link between the 
physician and primary health care by making primary health care attractive both financially 
and as far as professional progress was concerned. On the financial side physicians working 
in primary health care could be offered salaries similar to those that they would receive in 
hospitals, while their legitimate concern to advance their knowledge could be satisfied by 
the establishment of a rotational system offering periodically involvement in research in 
leading medical institutions. 

Dr BRACHO ONA, after expressing agreement with previous speakers as to the importance of 
the programme under consideration, drew attention to the situation with regard to physicians' 
remuneration in Ecuador, where a physician engaged in primary health care was offered higher 
grade in the salary structure than a specialist practising in a hospital. That was only just 
because the latter worked fixed hours and could engage in private practice as well. The 
country did not have many highly qualified specialists in public healthy but if the number of 
middle-level team leaders could be increased, primary health care would be made much more 
effective. 

Professor ISAKOV noted that the proposed programme included a completely new dimension -
the strengthening of the role of regional and local institutions in the development of 
primary health care services. The latter were of vital importance for primary health care as 
a whole, and the emphasis placed on them was therefore most appropriate. Decentralization of 
primary health care administrations, accompanied by coordination with national ministries of 
health, certainly constituted the correct approach. An important positive factor was the 
expectation that programme 4 would attract substantial funds from "Other sources" and that 
activities under the programme would be financed at country level. 

Dr GUERRA DE MACEDO (Regional Director for the Americas) said that programme 4 was of 
capital importance in his Region. Around it the Regional Office hoped to organize almost all 
its activities in support of Member States, as was reflected in the allocation of more than 
US$ 31 million of the Regional Office budget to the programme. 

Urban health was also of great importance in the Region, since some 75% of its 
population would be living in cities by the year 2000. A large proportion of the population 
had no regular access to health services. The decentralization of health systems was also a 
major concern, as were arrangements for mutual understanding and the sharing of 
responsibilities and control between the health services and the population at local health 
systems. Such arrangements might also serve as a basis for the organization of integrated 
global systems, including hospitals and all the other services which WHO was anxious to 
promote. 
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Dr DIALLO welcomed the emphasis placed on primary health care, which was indeed required 
not only in villages but also in the poor quarters of cities• Primary health care could be 
successful only if the workers engaged in it were truly committed. Appropriate training at 
primary schools, health institutions and faculties of medicine was therefore essential. A 
credible hospital referral system was also needed. In any case, hospitals should provide 
secondary and specialized services and not serve as the first point of contact. Ministries 
other than the ministry of health were involved in primary health care, and health systems 
research was therefore important in order to secure realistic political commitment to primary 
health care. 

Dr AASHI noted that it had been suggested that governments should encourage primary 
health care workers by providing material and other incentives. However, to raise 
physicians1 salaries in order to encourage them to work in primary health care would be a 
very difficult and complex operation• There were other ways of encouraging them to undertake 
such work. It might be possible, through legislation, to oblige newly qualified physicians 
to work in primary health care, but to adopt a decision that would commit States to providing 
additional funds for the provision of incentives would be unrealistic and impractical, and 
therefore unwise. 

It should be pointed out that while everybody was aware that the primary health care 
approach had been applied for a number of years, many countries might not have understood the 
role of hospitals in that specific context； efforts should therefore be made to define that 
role more explicitly. 

Dr MARKIDES said that thinking about primary health care was generally associated with 
considerations of distance from towns or even villages. That tended to obscure the important 
issue of providing primary health care in cities and towns, where over 50% of the population 
lived. A careful study of primary health care in urban areas was called for. Most hospitals 
were situated in towns. Thus far they had played the role of referral institutions• Which 
were needed most, large hospitals in cities or smaller hospitals in small towns or even 
villages? The current trend was to build huge "ivory towers" and to concentrate all 
specialized departments in large cities. In view of the changes that had taken place in 
recent years, it might be necessary to review the whole structure and work of hospitals. The 
matter required the most careful consideration. 

Dr HAPSARA said that the quality of primary health care services was very important. In 
many developing countries a great effort had been made to promote the extensive development 
of rural areas. Through as improved level of education, the population had come to expect 
services of higher quality. In Indonesia quality did not match public expectations. The 
approach outlined in paragraph 20 of the programme statement therefore needed to be clearly 
analysed and to be translated into a strategic design covering all aspects of the problem. 

Dr NSUE-MILANG considered, with regard to the availability of doctors for primary health 
care, that it would be worth considering the possibility of requiring all new medical 
graduates, following inclusion of 1-2 months' training in primary health care in their 
curriculum, to spend a period working at the periphery, or in the field in large countries, 
at the outset of their careers. In small countries, such as Equatorial Guinea where health 
districts covered a population of 20 000-30 000, all medical coverage extended from the base 
of the district hospital. After a period of 1-2 years at a district hospital or in the 
field, according to the country, doctors would then have the opportunity to resume further 
studies with a view to specialization in other areas, if they so wished. 

Professor MENCHACA saw merit in emphasizing the primary health care approach and the 
close links between medical care and the community, at the very outset of medical training. 
Such was indeed the case in Cuba. 

Mr ABI-SALEH said that any consideration of primary health care seemed to be undermined 
by fundamental and lasting reservations with regard to that new system. The difficulties 
encountered since 1978, when the concept had been established, were becoming ever more 
apparent, not so much on the part of governments and decision-makers or of consumers, but 
rather on the part of management, accustomed to administering a health system mainly centred 
on the preponderant role of the hospital. He was, nonetheless, optimistic that hospitals 
could be made to see that necessary care could be provided alternatively in a primary health 
care centre. The view should be put to medical faculties that doctors could work equally 
well elsewhere than in a hospital. 
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The notion of sending health workers to the periphery seemed to have gained acceptance; 
certain countries were even encouraging the specialization of primary health care doctors. 
Similarly, nurses in certain countries had also been given the opportunity to carry out a 
substantial proportion of their studies in peripheral health and primary health care, 
followed by domiciliary visits. More generally speaking, research should be designed to 
foster appropriate techniques for integrating primary health care in community life. 

Professor RAKOTOMANGA said that public opinion must be fully enlightened as to the 
meaning of primary health care, and of its significance not only at the periphery but 
throughout the health systems network. He agreed with Professor Menchaca that the concept of 
primary health care should be enshrined in medical training as a whole, as well as in public 
health and community medicine. For his own part however, he could not agree with the 
previous speaker that primary health care might be considered as a distinct specialization. 

Looking at the proposed programme budget, it was gratifying to see that the African 
Region would benefit from extrabudgetary resources. However, it seemed to him that 
reductions in funds seemed to be affecting certain regions more than others, and he wondered 
why. Some clarification as to whether the obtainment of extrabudgetary resources was posing 
the same problems as the collection of assessed contributions from Member States would be 
welcome. 

Dr AYOUB stressed the vital importance of the primary health programme. Any real 
improvement in that sector must be based on adequate paramedical training, designed to meet 
real needs. Further intersectoral forms of cooperation, as well as cooperation among various 
social groups, were also important. Attention should be concentrated on assessment and 
evaluation of existing problems in evolving a valid and relevant health policy and strategy 
that would result in genuine promotion of health. 

In Egypt, experiments had been taking place whereby all newly graduated doctors were 
required by law to work in primary health care centres for at least one year, either in rural 
areas, maternal and child health centres or at school health centres. For certain recent 
graduates, the period of service might be longer, with incentives such as free 
accommodation； some such graduates were often encouraged to carry out domiciliary visits in 
return for a slight salary increment. The experiments seemed to be proving successful. 

Dr VAN WEST-CHARLES said that the discussion had revealed the need for clarification of 
the issue at many levels. In his own view, the primary health care focus should be switched 
from the periphery towards the centre, so as to optimize its role in terms of the development 
of the entire population. By endeavouring to modify the traditional system as a whole, 
health professionals could, from the outset, see themselves as important actors in the 
overall development process. 

He stressed again that primary health care should be seen not as a programme for the 
periphery, but rather as a total system. The issue was therefore the delicate one of 
defining adequately primary health care posts and determining the degree of specialization 
necessary for primary health care. 

‘ Professor Menchaca had referred to the curriculum. In Guyana, a medical school was now 
ensuring that students were involved in the community from the very outset； the relationship 
was thus already established when the student undertook, hospital training. Training in 
primary health care was - he stressed - dispensed not merely to undergraduates, but at all 
levels of medical studies. The more important role to be played by health professionals in 
the overall development programme of a country - alluded to by the previous speaker - was of 
course also relevant to intersectoral cooperation. Primary health care should not be viewed 
as a matter mere丄y for paramedical workers or as a "poor man's system", but rather as a 
modern enterprise relating to all levels, rural and urban, and as important at the centre as 
on the periphery. 

Dr MARUPING associated herself with the comments by Professor Rakotomanga and Dr van 
West-Charles. However, she feared that a disquieting tendency to fragmentation still existed 
with regard to primary health care. She herself saw it as a totality, the aim of which was 
to provide care at all levels, involving promotion and prevention, as well as curative and 
rehabilitative action. Unless that concept of total care at all levels was fully understood, 
the feeling would persist that better quality care was provided in hospitals only, and that 
would be extremely unfortunate. 
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With progress in the strategy of health for all, a particular type of situation was 
emerging. To take the example of Lesotho, most doctors were being trained in the developed 
countries, and moreover the country was still very much dependent on expatriate doctors who 
stayed for only a limited period. Consideration was currently being given to the further 
strengthening of decentralized health care teams, with the hospital, possibly at district 
level, set at the top of the pyramid. The health teams would be responsible for all four 
levels of health care in a given area, whether urban or peripheral. 

Mr ABI-SALEH explained, lest there should have been some misunderstanding, that in 
referring to the "periphery", he had had in mind community services developed around the 
hospital and through doctors and nurses applying primary health care; he had not used the 
term in a purely geographical sense. 

Dr GRECH concluded from what had been a highly interesting discussion that the same 
questions tended to arise whenever the issue of primary health care and the role of the 
medical profession therein was considered. On one particular matter, he suggested that 
while, in a sense, specialization was not essential, it might be required for prestige and 
career purposes, because of the same mechanisms as those pertaining in the clinical 
disciplines. 

He agreed with Professor Menchaca that the concept of primary health care should be 
instilled from the outset in the medical student, whose training was all too often almost 
exclusively based on curative care, without reference to the real social problems existing 
beyond the hospital bed. The self-reliance of primary health workers should be fostered, 
with appropriate support, so as to ensure job satisfaction. 

Professor MENCHACA observed that although primary health care had been a centre of 
attention since the Alma-Ata Conference, it was not yet possible to say that the substantial 
changes implied in the concept had been achieved in all countries. Much remained to be done. 

On the subject of specialization, he agreed with Dr Grech that it could usefully boost 
the authority of doctors working in primary health care. Furthermore, and despite the 
considerable economic difficulties confronting the majority of countries, was not the 
ultimate objective that of making specialized care as widely available as possible to the 
entire population? 

Dr AASHI, pointing out that the question of specialization would also be considered in 
connection with health manpower development, observed that it would be impractical for the 
time being to envisage specialization courses for practising doctors, as that could hold up 
implementation of primary health care for many years. He would prefer to use the term 
"training", with the implication that brief courses in primary health care might be organized 
for practising physicians, the possibility of specialization being reserved for consideration 
at an early stage by the new generation of medical students. 

The CHAIRMAN, speaking in his individual capacity, fully endorsed the programme 
statements, which satisfactorily reflected the principles and practice of primary health 
care. The budgetary implications were therefore entirely justified. 

Primary health care constituted an entry point to health for all. Since it improved the 
quality of life of the individual, besides serving as a firm foundation for national health 
systems development as a whole, primary health care implied a number of other commitments, 
such as genuine community involvement aimed at self-reliance, and intersectoral cooperation. 
The most important consideration in achieving the latter was, not only to involve other 
sectors in carrying out activities connected with the health sector, but also to urge other 
sectors to work together in order to achieve better health for the population. In Thailand, 
efforts had been made to that end by setting a goal of development and improvement in the 
quality of life, in which health played an integral part. The roles of the different sectors 
in achieving that aim had been carefully defined, and a set of basic minimum needs for better 
quality of life had been determined, taking into account input from different sectors, such 
as education, agricultural, social development, etc., thus making it possible for the 
different sectors to assess what action they should take in addition to their immediate 
obligations. 
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As Sir John Reid had pointed out, a well-defined organizational arrangement constituted 
an excellent entry point for the health system. The actions taken could be monitored and 
evaluated, and the results pinpointed. Full use should be made of WHO1s support, both at the 
district and national levels, so as to maximize action. The issues raised by the 
Director-General, in paragraph 28 of his Introduction, regarding the ways in which WHO could 
work with all other relevant sectors of governments, without weakening the role of ministries 
of health in Member countries, called for serious consideration. 

The meeting rose at 12h35. 


