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the Board to the Forty-seventh World Health Assembly for approval. 

Work on the draft Ninth General Programme of Work was initiated in 1992 by the eighty-
ninth session of the Board. At its ninety-first session in January 1993，the Board approved 
the policy and programme framework. In addition to the Board's sustained involvement 
throughout the preceding two-and-a-half years, its Programme Committee and the regional 
committees have reviewed and commented on all earlier drafts. Recommendations of the 
Executive Board Working Group on the WHO Response to Global Change, contained in its 
final report to the Board in May 1993, have also been taken into account. The draft reflects 
the reform initiated by the Director-General in response to those recommendations and his 
views on WHO'S leadership role well into the twenty-first century. All levels of the WHO 
Secretariat have contributed extensively to the preparation of the Ninth General Programme 
of Work. 

This Programme of Work is the third since the goal of health for all was adopted in 1977. 
The main emphasis is on supporting countries and the international health community in 
their efforts to reduce inequities in health and tackling specific problems affecting health and 
health systems. The first chapter sets the scene for world action in health and for WHO'S 
work in support of those efforts during the closing years of the twentieth century and the 
start of the new millennium. 

The second chapter sets out the policy framework for worldwide action, setting a number of 
goals and targets and identifying four interrelated policy orientations to focus action by the 
world health community - including WHO - in order to achieve the goals and targets. Within 
that overall policy framework, the chapter then sets the programme framework for WHO, by 
defining what the principal results of WHO'S own work will be in terms of its technical 
cooperation with countries, and of its directing and coordinating function in international 
health work. 

The third chapter outlines the general principles that WHO will follow in reforming its 
managerial mechanisms so as to give the greatest possible support to country and global 
action for health during the period. 

The Ninth General Programme of Work will be made known to a large audience of decision-
makers and health professionals as well as to the public at large. 
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EXECUTIVE SUMMARY 

WHO's Constitution sets the ultimate objective of the Organization and its Member countries as the 
attainment by all peoples of the highest possible level of health. It also states that the enjoyment of the 
highest standard of health is one of the fundamental rights of every human being. In 1977, the Health 
Assembly expressed this as "Health for all by the year 2000", committing governments and WHO to the 
attainment by all people of the world of a level of health that would permit them to lead socially and 
economically productive lives (resolution WHA30.43). 

The Ninth General Programme of Work is the third of three General Programmes of Work since the 
adoption of the resolution on health for all. It has two functions. First, in the context of the strategy for 
health for all, it defines the policy framework for world action during the period 1996-2001. Secondly, it 
sets the framework for programme development and management for WHO itself during that period. The 
global policy framework and the WHO programme framework have both been conceived in the light of 
progress during the Seventh and Eighth General Programmes of Work, and of developments and trends 
in health and health systems. 

The Ninth General Programme of Work has a dual role. First, it establishes the global health policy 
framework for action by the world health community (international organizations of the United Nations 
system including WHO, nongovernmental organizations, bilateral and multilateral donor and development 
agencies, banks and countries themselves). Secondly, it establishes the programme framework for WHO's 
own work in the light of global health policy. The emphasis of both the global policy framework and the 
WHO programme framework is on support to countries in improving health and health systems, with 
particular emphasis on countries in greatest need. 

CHAPTER I. HEALTH SITUATION AND TRENDS 

There have been worldwide improvements in health status and in coverage by and access to health 
services, but not all have benefited equally. Much greater collaboration is needed between the people 
served and the providers of services and care. Development has not always advanced health or the quality 
of life, and although appropriate technology has been devised to prevent or solve many of the major health 
problems that face countries, it has rarely been made available to those who need it most. Increased 
understanding of the importance of health-promoting behaviour and a healthy environment demands greater 
attention to health promotion and protection, not just to care. 

Substantial increases are very unlikely to be forthcoming in the resources allocated for health at either 
national or international level. Whatever resources are available have to be used judiciously to initiate and 
sustain action on high-priority public health matters, whether in developing or developed countries. Much 
more attention must be paid to studying the determinants of health, to ensuring equity in health care and 
services and to improving the quality of life. 

Many health problems are already being tackled in countries and through international action. The 
targets and goals set by various high-level international meetings are an important part of the policy basis 
for concerted world health action during the period of the Ninth General Programme of Work. 

CHAPTER II. GLOBAL POLICY FRAMEWORK AND WHO PROGRAMME FRAMEWORK 

(1) GLOBAL POLICY FRAMEWORK 

The International Conference on Primary Health Care in Alma-Ata in 1978 identified primary health 
care as essential health care that is practical, scientifically sound and socially acceptable and that is 
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accessible and affordable to the country and community. It is thus the way to achieve the goal of health 
for all. Primary health care is the basis of the Global Strategy for Health for All by the Year 2000, adopted 
in 1981. The Global Strategy provides the policy framework for worldwide health action until the turn of 
the century and is thereby also the basis for WHO's work during the period. 

Three general programmes of work were envisaged to outline in greater detail the global health policy 
framework as well as the framework for WHO's own work: the Seventh General Programme of Work 
(1984-1989) emphasized the systematic building-up of the infrastructure of health systems; the Eighth 
General Programme of Work (1990-1995) stresses action at country level; the Ninth will focus on 
supporting countries and the international community in concerted, sustained and complementary action 
to bring about greater equity in health, and to tackle specific health development problems. 

The goals and targets of the Ninth General Programme of Work indicate the minimum to be achieved 
by global health action - by international organizations of the United Nations system, nongovernmental 
organizations, bilateral and multilateral donor and development agencies, banks and countries themselves -
during the period 1996-2001. When targets are expressed in terms of reduction or improvement, the 
reference point is the status in 1990 unless otherwise stated. 

Policy orientations 

Four interrelated policy orientations have been established to focus action by the world community, 
including WHO, on these goals and targets as well as to support countries in reaching targets they may set 
in the light of their own situations. The four policy orientations in turn provide the framework for WHO’s 
work during the period. They are: 

(A) integrating health and human development in public policies; 

(B) ensuring equitable access to health services; 

(C) promoting and protecting health; 

(D) preventing and controlling specific health problems. 

The main results to be achieved through these four policy orientations are given in the section of 
Chapter II entitled "Programme orientations", clearly establishing the relation between what worldwide 
action will achieve and what WHO itself must do to support it. 

(2) WHO PROGRAMME FRAMEWORK 

The two main functions of WHO are technical cooperation with countries, and the directing and 
coordinating of international health work. These are complementary and together include: advocacy of 
measures to improve health, stimulating and mobilizing specific health action and disseminating 
information; developing norms and standards, plans and policies; training; research promotion; direct 
technical consultation and resource mobilization. 

During the Ninth General Programme of Work, WHO's work will be carried out in keeping with the 
four policy orientations identified above. Thus, each programme orientation corresponds to a policy 
orientation. 

Priorities for WHO's work have been determined in the light of the major results expected of world 
action during the period. What WHO will deliver is described in terms both of its cooperation with 
countries and in terms of its directing and coordinating function in international health work. In 
determining what WHO will do during the period of the Ninth General Programme of Work, account has 
been taken of the best opportunities and what is already being carried out nationally and internationally. 
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CHAPTER III. GENERAL PRINCIPLES FOR PROGRAMME MANAGEMENT 

Profound political, economic and social changes are affecting the whole world. In January 1992 the 
Executive Board established a working group to review WHO，s response to these global changes. The 
Working Group's final report, in May 1993, contained a large number of recommendations, amounting to 
a call for fundamental reform in the way WHO carries out its work. Six important managerial tasks must 
be accomplished before and during the period covered by the Ninth General Programme of Work in order 
to maximize WHO’s performance at national，regional and international levels: (1) priority-setting; 
(2) programme development, implementation and evaluation; (3) ensuring a more unified Organization; 
(4) mobilization and allocation of resources; (5) maintaining WHO's technical excellence; and 
(6) clarification of WHO，s role in the United Nations system. 

The chapter outlines the general managerial principles that WHO will follow and reflects certain 
initial reforms set in motion by the Director-General. 

In tackling these managerial tasks, the Organization is guided by the following principles. WHO 
should be oriented to support country health development. It should take a long-term view of health 
development while at the same time adapting to changing international, regional and national situations and 
needs. WHO should be able to mobilize and use all possible resources to support international and national 
health development. WHO will be accountable to Member States for both programme delivery and its use 
of resources, which will call for a policy of "transparency". 

The detailed planning for the Ninth General Programme of Work will be expressed in the three 
biennial programme budgets for the period. Undertaking such detailed planning closer to the time of 
implementation will ensure flexibility to respond to emerging health problems and opportunities. Analysis 
of the impact of WHO,s action and programme performance during one programme budget will contribute 
to planning and implementing of subsequent programme budgets. 
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CHAPTER I. HEALTH SITUATION AND TRENDS 

A changing world 

1. In the last 10 years there has been an unforeseen and overwhelming global trend towards the 
democratization of political systems, accompanied by much greater participation of people in determining 
their own future. On the other hand，while the end of the "Cold War" relieved the tension between East 
and West, regional and intercountry conflict and warfare have persisted. Hopes were high for reduced 
spending on arms and increased spending on health development. So far this so-called "peace dividend" 
has not materialized, or seems to have been absorbed by peace-keeping and peace-making efforts, leaving 
still meagre resources to accelerate human development. 

2. World population growth continued to slow down, falling from 2.1% per annum between 1965 and 
1970 to 1.7% between 1985 and 1990; it is expected to be 1.6% between 1995 and 2000 and as low as 1% 
between 2020 and 2025. In absolute terms，however, the world's population grew from 4855 million in 1985 
to 5295 million in 1990，and is expected to reach 6228 million in 2000. Much of this increase is occurring 
in developing countries. About one-fifth of the population of countries with developed market economies, 
and one quarter of the population in those with economies in transition are aged under 15 years, compared 
to about 45% in the least developed countries (LDCs). It is estimated that by the year 2000 the developing 
countries will have nearly 600 million children under the age of five, that is, almost 2.3 times the number 
of people over the age of 65. 

3. By 1990，people aged 65 and over living in developed countries had increased in numbers to 
145 million, representing 12% of their populations. In developing countries, the proportion of the 
population aged 65 and over had changed only marginally - from 4.2% in 1985 to 4.5% in 1990 - but this 
represented an increase in numbers from 155 million to 182 million; overall, about 70% of the increase 
in the world's elderly population is now taking place in the developing countries. The demographic shift 
has very significant implications for planning, financing and delivery of health services in the coming 
decades. 

4. The number of people living in urban areas increased from 1752 million in 1980 to 2282 million in 
1990, and is estimated to reach 2962 million by the year 2000; again most of the increase will be in 
developing countries. It is expected that by the year 2025 about 60% of the world's population will live in 
urban areas. The "megacities" - large urban agglomerations with a population of 10 million or more - are 
increasing faster than those of smaller size. The number of such megacities increased from 3 in 1970 to 
13 in 1990，and is expected to rise to 21 by the year 2000. Many such cities have huge numbers of very 
poor people concentrated in slums, where poor housing, squalid living conditions, unsafe water supplies, 
sanitation and waste disposal, and a lack of transport and health services all contribute to ill-health and an 
unsatisfactory quality of life. 

5. In many parts of the world there have been large movements of people displaced by political unrest. 
In 1991 the number of refugees amounted to 17 million. Some four-fifths are found in developing countries, 
including somewhat less than one-third in Africa. The past few years have seen a tendency among some 
developed countries to restrict the granting of asylum. It is thus expected that the proportion of refugees 
accommodated in the developing world will increase in the years to come. Consequently the need for 
relatively specialized services that are often beyond the capacities of existing national health and social 
systems will also continue to grow. 

6. The long-term rise in the capacity of the world economy to supply increasingly diverse goods and 
services led to widespread improvements in material standards of living for most of the world's population. 
Nevertheless, the gap between the developed and developing countries has increased, and so has that 
between the developing and the least developed areas. Poverty continues to be a major obstacle to health 
development and is one of the main determinants of individual，family and community health. The number 
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of poor people has increased substantially, both in the developing world, and among underprivileged 
population groups and communities within developed as well as developing countries - particularly in the 
slums of the great cities. 

7. Against any optimism about the global economy in the 1990s and beyond should be set a number of 
major uncertainties, such as the future direction of international trade, the effects of widespread 
restructuring in the 1980s, and the development of international financial markets. There has been a 
disproportionate flow of resources from developing to developed countries because of debt servicing and 
repayment, and as a consequence of prices for raw materials that favour the latter at the expense of the 
former. Structural adjustment policies in poor countries aimed at improving economic performance have 
in many cases simply made the situation worse, confirming Robert McNamara's comment in 1980, when 
he was President of the World Bank, that "the pursuit of growth (and financial readjustment) without a 
reasonable concern for equity is ultimately socially destabilizing". 

8. Studies in a number of countries have documented the severe negative effects of unemployment on 
health. There is a need to consider this in the wider context of social security in view of the rapid changes 
under way in patterns of employment, often resulting in short- and long-term unemployment, in developing 
as well as in developed countries. A comparatively new phenomenon is that of "exclusion" of people from 
the main stream of development and society as a consequence of long-term unemployment. 

9. Growing concern is being expressed in many forums about the adverse health effects of continuing 
environmental degradation, pollution and the uncontrolled dumping of chemical wastes, diminishing natural 
resources, depletion of the ozone layer and predicted global climatic change. It was this concern that in 
June 1992，at the United Nations Conference on Environment and Development (UNCED), persuaded 
172 Member States to adopt the Rio Declaration and Agenda 21，an action plan on environment and 
sustainable development intended to guide national and international action. 

10. Even though adult literacy rates in all regions of the world are rising, illiteracy, particularly common 
among women and the poor, continued to impede health and social development. Overall literacy is 
expected to increase to over 75% before the end of this century, although for least developed countries a 
rate of only about 50% is projected. Marked disparities exist between male and female literacy rates in 
many countries, and female literacy remains a key development issue. Schools provide an ideal opportunity 
to encourage healthy behaviour, although educational programmes require further strengthening in both 
developed and developing countries. While enrolment in primary, secondary and higher schools has grown, 
millions of young people still have no opportunity for education, and girls and women continue to be 
under-represented in the classroom. 

11. Radio and television are reaching ever larger numbers of people. For better or for worse they have 
become important factors in the spread of new views of the world, especially among young people. One 
particular result of this has been that attitudes to health and welfare systems have changed, often resulting 
in unrealistic expectations and harmful changes in lifestyle. On the other hand, the media have also shown 
their potential for promoting health, drawing public attention to specific health issues, and generating 
awareness and interest in combating health problems and establishing behaviour that favours health. 
Nonetheless, it is clear that the impact of the media on health education and health promotion, and thereby 
on health, also depends on such factors as content of the programmes and the length of time for which 
people are exposed to them. 

12. The structure of the family itself continued to change in most parts of the world, generally becoming 
more nuclear and thereby weakening traditional patterns of social solidarity and support. Just one of the 
factors involved has been the increasing number of women in developing countries entering the paid labour 
force for economic reasons. Family breakdown and other changes in family structure have had 
repercussions on the health of individual family members and of the family as a whole as well as on the 
health and social services，which have often not been able to respond to increased demands. It has also 
had an impact on behaviour - especially that of young people, and particularly in the areas of sexual 
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relations and the use of tobacco, alcohol and other drugs - with important short- and long-term 
consequences for health. 

13. In addition to the significant proportion of deaths due to tobacco use and to alcohol and drug abuse 
and the effects of such habits on individual and family health, it has a significant impact on productivity and 
safety at work and on the road, on family economy and on communities. Health workers have an important 
role to play in supporting efforts to reduce the demand for substances likely to be abused. 

Trends in health and health systems 

14. Throughout the world, improvements are apparent in health status as a result of changing social, 
economic, political and ecological factors, improvements in health care coverage and better access to 
services. Improvements have been particularly marked in the developing countries compared to the least 
developed. While the disparities between developed and developing countries are tending to diminish in 
terms of health status and access to services, those between the developing countries as a whole and the 
least developed countries have widened. Furthermore, within both developed and developing countries 
there is evidence that disparities are increasing between higher-income and lower-income population groups. 
At the same time, technological advances in medicine in the industrialized countries, especially in the field 
of genetic research and applied technology, are raising new issues of an ethical nature which call for urgent 
consideration at the highest levels. 

15. The association of demographic changes with changes in the pattern of morbidity and mortality is 
often referred to as the "epidemiological transition". Countries at the beginning of the transition have very 
high levels of death in children aged under five years, with infectious diseases as the leading cause. As 
these diseases are brought under control, under-five mortality declines and the chronic and degenerative 
diseases emerge as leading causes of illness and death. At a final stage of transition, as in the developed 
countries today, the traditional infectious diseases of childhood are brought under control and the vast 
majority of deaths take place very late in life. In both developing and developed countries, the rise in 
chronic and degenerative diseases is related to changes in lifestyle and behaviour, resulting, for example, 
in more sedentary work, less exercise, and new eating habits. Thus, in developing countries, the growing 
prevalence of chronic conditions - particularly of cancer, cardiovascular diseases，diabetes and mental 
disorders - added to the longstanding communicable diseases such as cholera, viral hepatitis, malaria and 
tuberculosis，creates a "double burden". 

16. The HIV/AIDS pandemic does not affect the world's population uniformly. WHO's current 
projection is for a cumulative total of 30-40 million HIV cases - men, women and children - in the year 
2000, of which more than 90% will be in the developing countries. Women are particularly vulnerable 
owing to their biological, societal and economic conditions, and will increasingly bear the burden of the 
pandemic. Studies so far indicate that about 50% of adults infected with HIV will develop AIDS within 
10 years, and no major differences have been found in the rate of progression from HIV infection to AIDS 
by geographical area, sex or race. AIDS has placed great additional burdens on the already strained health 
services in many developing countries, and the overall social and economic impact of this disease will be 
immense. The deaths of millions of young men and women will leave the elderly without support while 
millions of children will be orphaned - imposing a further strain on the health and social services. 

17. High rates of maternal, perinatal and infant mortality continue to be reported from developing 
countries and from poor communities in developed ones. The least developed countries are still 
characterized by unacceptably high rates of morbidity and mortality in all age-groups, by low life expectancy 
and by poor quality of life. Maternal mortality rates continue to differ more between the developed and 
developing countries than any other major health indicator. All such data highlight the persistence of gross 
inequities in access to the basic prerequisites for health，such as adequate and safe nutrition and water 
supply and adequate sanitation services, as well as in access to appropriate preventive and curative care and 
rehabilitative services. 

9 
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18. One-third of the world's population - 1700 million people - are at risk of tuberculosis. Diarrhoeal 
diseases remain a major cause of morbidity and mortality among infants and young children, and cause 
more than three million deaths a year in children aged under five years. Acute respiratory infections, 
particularly pneumonia, are the major cause of mortality in children under five years of age, causing more 
than 4 million deaths annually. In most tropical countries malaria remains a major threat, causing more 
than one million deaths each year; tropical Africa is worst affected. Many other tropical diseases still 
scourge the developing world, even though good progress has been made in combating leprosy, 
dracunculiasis (guinea-worm disease) and onchocerciasis (river blindness). Approximately 350 million 
people are chronic carriers of hepatitis B, causing 1 to 1.5 million deaths per year from cirrhosis or primary 
liver cancer as a direct result of infection. Chronic infection with hepatitis С (formerly called non-A, non-B 
hepatitis) which affects at least 50 million people also results in deaths from cirrhosis and liver cancer. 

19. Despite the achievements of the International Drinking Water Supply and Sanitation Decade 
(1981-1990), an estimated 1000 million people in the world's developing countries remain without access 
to safe drinking-water supplies, and almost twice that number lack sanitary means of excreta disposal. The 
health consequences are major as reflected in the continued very high rates of water-related diseases, felt 
particularly acutely in the rural and urban fringe areas of the poorest countries. There were major 
outbreaks of cholera in some regions of the world in the 1990s. Unsafe food also contributes significantly 
to the toll of morbidity and mortality. 

20. Many countries succeeded in establishing effective family planning programmes as an essential 
element of primary health care, particularly through services for maternal and child health care. The 
decline in fertility is uneven in the developing world, greatest in East Asia and least in Africa. However, 
many couples still do not have access to or do not make use of existing contraceptive technology. It is 
estimated that about 300 million couples who do not want any more children are not using any method of 
family planning, even though many of them know the dangers to women's and children's health of 
pregnancies that are too early, too late or too frequent. 

21. Malnutrition and inadequate food remain problems for hundreds of millions of people. For example, 
about 190 million children still suffer from protein-energy malnutrition, and more than 2000 million people 
are suffering from, or at risk of, deficiencies in iron, iodine or vitamin A. Inadequate attention to the basic 
rules of food safety in the home adds to the toll of suffering and disease. At the same time, in developed 
and developing countries alike, a large and growing number of premature deaths are due to chronic 
noncommunicable diseases largely related to diet and lifestyle. The World Declaration and Plan of Action 
for Nutrition, which the International Conference on Nutrition, organized by FAO and WHO, adopted in 
Rome in December 1992, stresses the determination of Member States to eliminate hunger and to reduce 
all forms of malnutrition. 

22. At least 400 million people in developing and developed countries are disabled; this includes sensory 
(vision and hearing), locomotor, mental and neurological impairments. The financial and social implications 
of disabilities are vast, but are rarely appreciated by the public, still less by health personnel and decision-
makers. Injuries and deaths due to accidents at work, traffic accidents and intentional violence are on the 
increase in most countries; young people are the most frequent victims. Stress in all its forms adds to the 
toll of mental suffering. Furthermore, the numbers of the disabled are rising as a result of the use of life-
saving technology at birth and the aging of populations. The evidence suggests that the "extra" years of life 
are often years affected by disability. A major initiative was taken in 1993 by the World Bank in close 
collaboration with WHO to measure the global burden of disease (GBD), taking into account the 
consequences of disease and injury in terms of mortality, morbidity and disability. GBD is measured in 
units of disability-adjusted life years (DALYs). This new approach may prove a powerful tool for priority-
setting and for assessing the cost effectiveness of health interventions. However, further work is needed 
to improve the methodology and test its application at country level. 

23. There is strong commitment to health-for-all goals and to the development of health systems based 
on the principles of primary health care in many countries, both developed and developing; also. 

10 
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communities, families and individuals take increasing responsibility and action for health. On the other 
hand, decision-makers, planners and funding agencies do not sufficiently appreciate the degree to which 
poor choices for action and development, special interests, and inappropriate changing of priorities can 
inhibit the putting-into-effect of health-for-all strategies and activities, particularly the strengthening of 
health infrastructures to provide sustained and integrated health care. Nor is there much evidence that 
international and bilateral funding agencies have significantly shifted their priorities in health cooperation 
towards the low-income and least developed countries. 

24. In many cases coverage by and access to various elements of primary health care and its range of 
preventive and health promotional care and services to deal with health problems have improved 
significantly. But if this momentum cannot be sustained, the desired improvements in health status and 
equity in health for all groups will not be achieved. Much progress has been made in two of the major 
elements of primary health care，namely, immunization and water supply and sanitation; sustainability of 
the gains made is now a matter of major concern. Groups with special needs - such as the elderly, the 
poorest and the rural populations - have been particularly disfavoured; in many parts of the world women 
continue to be at a marked disadvantage for access to the necessary range of care and services over their 
entire life-span. The cost effectiveness of the care that women provide (for instance as nurses and 
midwives) is recognized, but many countries still devote inadequate resources to educating them and to 
planning their effective employment and deployment. 

25. The capacity of many national health systems has been stretched to the limit because of increases in 
demand, but few countries have been willing or able to reallocate substantial new resources to the health 
sector. Reallocation of financial, manpower and technical resources within the health sector is also difficult; 
many examples can be found of countries which actually have a surplus of physicians and of other trained 
health personnel yet where the rural areas, poor communities and vulnerable groups are often underserved. 

26. Man-made and natural disasters have led to major setbacks in countries whose economy and 
development were already fragile. There is evidence that disasters are actually increasing in numbers; the 
reported toll of victims killed or disabled is rising too. Civil war creates victims and swells the total of 
displaced persons in the world, with serious implications for the health sector. Earthquakes, storms, floods 
and chemical or industrial emergencies test the capacity of national and international bodies to respond in 
a timely and appropriate way. 

27. The increasing cost of health care and the global economic problems that affect all sectors have 
prompted many countries to explore new financing mechanisms, ways of controlling increasing health costs 
and new means of enhancing efficiency and improving performance in the health sector, including 
management information systems and incentives for health care workers. Mixed private and public 
initiatives, community financing schemes, health maintenance programmes and innovative group health 
insurance projects within employment schemes are being tried in different settings and with different results. 
Nevertheless, large groups of people continue to fall outside national or private insurance programmes and 
thus have little or no access to adequate health care. 

Conclusions 

28. While it is apparent that the picture of the world's health is not entirely gloomy, many areas call for 
urgent action on the part of the international community (including WHO and its Member States). There 
have been worldwide improvements in health status and in coverage by and access to health services, but 
not all have benefited equally. There needs to be much greater collaboration between the people served 
and the providers of services and care. Development has not always had a positive impact on health or the 
quality of life. Although appropriate technology is available to prevent or solve many of the major health 
problems that face countries, there are often significant cost implications for individuals and society. 
Technology is not always available for those who need it most or used as effectively as possible. All these 
factors raise important ethical concerns. Increased understanding of the importance of health-promoting 

11 
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behaviour and a healthy environment points to the need for greater attention to be paid to health 
promotion and protection, and not just to care alone. 

29. Substantial increases in the resources allocated to health work at both national and international level 
are very unlikely to be forthcoming. Whatever resources are available have to be used judiciously to initiate 
and sustain priority public health action, whether in developing or developed countries. Better methods 
of allocation and greater operational and technical efficiency have brought about significant improvements 
in health even in countries with low income. On the other hand, evidence is accumulating to show that high 
income and higher allocation of resources to the health sector do not automatically make for better health 
status. Much more attention needs to be paid to studying the underlying determinants of health, to 
ensuring equity in health care and to improving the quality of life. 

30. Many of the world's health problems are already being tackled in countries and through international 
action, and a number of them are the subject of specific resolutions and declarations approved at high-level 
international forums such as the Health Assembly, the United Nations World Summit for Children and the 
United Nations Conference on Environment and Development. The targets and goals they set are reflected 
in those of the Ninth General Programme of Work itself as part of the policy basis for concerted world 
health action during the period and represent the minimum to be achieved by the end of this century. 

31. Four interrelated policy orientations are identified for focusing action by the world health community 
(countries, international institutions, including WHO, nongovernmental organizations and so on) in order 
to reach the goals and targets described in Chapter II，as well as to address the health development 
problems to which countries will give priority in the light of their specific situations. These are: 

(A) integrating health and human development in public policies; 

(B) ensuring equitable access to health services; 

(C) promoting and protecting health; 

(D) preventing and controlling specific health problems. 

32. These policy orientations, in turn, provide the framework for WHO to identify the priorities for its 
own work and the types of product that it should deliver during the period. 
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CHAPTER II. GLOBAL POLICY FRAMEWORK AND 
WHO PROGRAMME FRAMEWORK 

(1) GLOBAL POLICY FRAMEWORK 

Health objectives and strategy 

33. WHO's Constitution (1946) sets the attainment by all peoples of the highest possible level of health 
as the ultimate objective of the Organization and its Member countries and states that the enjoyment of 
the highest standard of health is one of the fundamental rights of every human being. In 1977, the Health 
Assembly decided to express this fundamental rights as "Health for all by the year 2000"，committing 
governments and WHO to the attainment by all people of the world of a level of health that would permit 
them to lead socially and economically productive lives (resolution WHA30.43). 

34. The Constitution, the health-for-all goal and the concept of health as a human right, expressing 
succinctly the conviction that all people should have opportunities to improve and maintain their health, 
represent important aspirations for the world community. 

35. In 1978 the International Conference on Primary Health Care in Alma-Ata identified primary health 
care as the way to achieve the goal of health for all. As a strategy, primary health care seeks a 
reorientation of health systems to enable the whole population to have effective and essential care and to 
promote individual and community involvement in health，as well as intersectoral collaboration. As a 
philosophy, it is based on the principles of social justice and equity, self-reliance and community 
development in the promotion of health. The primary health care strategy and philosophy will continue 
to be valid beyond the year 2000，as reaffirmed at a conference held in Riga in 1988 ("From Alma-Ata to 
the year 2000: reflections at the midpoint"). 

36. In 1981, the Global Strategy for Health for All by the Year 2000，founded on primary health care, 
was adopted by the Health Assembly, providing the policy framework for the worldwide health action 
needed to achieve it and the framework for WHO，s programme. The United Nations General Assembly 
also approved it. The Global Strategy included a short list of indicators for global monitoring and 
evaluation. 

( 

37. Three general programmes of work were envisaged to outline in greater detail, for 1984-1989, 
1990-1995 and 1996-2001, the global health policy framework as well as the framework for the work of the 
WHO Secretariat up to the year 2000. The Seventh General Programme of Work emphasized the 
systematic building-up of the operational infrastructure of health systems. The Eighth General Programme 
of Work stresses action at country level. The Ninth will focus on bringing about health improvements and 
greater equity in health through support to countries as they tackle the major tasks of health development, 
with particular emphasis on countries in greatest need. 

38. The second evaluation of implementation of the health-for-all strategy, in 1991, confirmed that 
inequities persist in health status, and in access to health care and services, between countries as well as 
between groups and areas within countries. Such inequities may in some instances be increasing. During 
the Ninth General Programme of Work, therefore, the focal point of global health action and of WHO's 
own work will be support to countries in reducing such inequities by tackling the main problems affecting 
health and health systems. 

Goals and targets 

39. In defining the global health policy framework for the period covered by the Ninth General 
Programme of Work, the following goals and targets have been set as an expression of the commitment of 
the international health community to support countries in achieving improvements in health status and 
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greater equity in health by tackling problems which, at the end of the twentieth century, still characterize 
the health development gap between countries and between different groups of people within a country. 

40. These goals and targets are based upon priorities already determined by the international health 
community; it has repeatedly expressed its commitment, inter alia, at high-level international conferences 
on health and related problems and in resolutions of the World Health Assembly. 

41. Global improvements in health will only be achieved through a major reallocation of resources, and 
this will require time and energy. The principles that should guide that reallocation are already embodied 
in the concepts of health for all and primary health care, and it is on this basis that the Ninth General 
Programme of Work has been developed. The focusing of national and international energies to attain the 
targets will make possible significant progress towards improving equity and ensuring sustainable health 
development. 

42. The targets of the Ninth General Programme of Work are the minimum to be achieved by the end 
of the period in order to control or eliminate major health problems. For example, the eradication or 
elimination of poliomyelitis, dracunculiasis (guinea-worm disease), leprosy, neonatal tetanus and measles 
can be achieved if collaboration between international organizations, donor agencies and research and 
training institutes is redoubled as for the eradication of smallpox in 1979. 

43. Similarly, at regional, national and even subnational levels targets will be set in the light of the most 
prevalent or otherwise important health problems, such as Chagas disease in the Americas, and the skills， 
knowledge and resources available to tackle them in a sustained way. 

44. Most of the targets in the Ninth General Programme of Work are expressed as global averages below 
which no country should find itself; a serious limitation of this approach is that it may conceal a strong 
concentration of the mortality, Ш-health and disability in certain population groups. Some of the targets 
will be more relevant in certain parts of the world or for certain populations; inevitably, some targets will 
be met more easily, for example, by countries in which the health status of most people is close to the levels 
being proposed. Therefore, expertise, resources and effort will have to be focused on those countries and 
population groups where the levels set have not yet been reached. 

45. For each of the 10 goals, the targets set are seen as vital stepping-stones. They reflect progress in 
addressing or solving the problem, current scientific and technical knowledge, including epidemiological 
information on selected health problems and diseases, the skills and technology available to solve them, and 
a realistic estimate of the technical, financial and material resources needed for action. Measures to be 
taken to reach targets can sometimes be expressed as subsidiary targets - many of which have also been 
agreed by the world health community. In some cases indicators to measure progress in reaching targets 
including, for example, the monitoring of changes in behaviour and knowledge, and baseline information 
about current status do not exist; these are important areas for further work. The table in Annex 1 
indicates progress in dealing with the problem, as well as the estimated global situation by the year 2000 
for selected targets of the Ninth General Programme of Work. 

46. When targets are expressed in terms of reduction or improvement, the reference point is the status 
in 1990 unless otherwise stated. 

1. Goal: To increase the span of healthy life for all people in such a way that health disparities 
between social groups are reduced 

1.1 Target: Life expectancy at birth will not be less than 60 years in any country 

1.2 Target: For all population groups, the difference between the highest and the lowest 
values for life expectancy at birth will be reduced by at least 50% 
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2. Goal: To ensure universal access to an agreed upon set of essential health care and services 
of acceptable quality, comprising at least the 8 essential elements of primary health care1 

2.1 Target: At least 85% of the world's population will have access (within an hour's walk 
or travel) to treatment of common diseases and to essential drugs and vaccines, biological 
products and blood products of good quality2 

2.2 Target: The proportion of those seeking care in health services for sexually transmitted 
diseases who are appropriately examined and treated will be at least 70% 

2.3 Target: All countries will have launched initiatives for healthy aging and will have 
appropriate preventive, curative and rehabilitative services for the elderly 

3. Goal: To ensure survival and healthy development of children 

3.1 Target: The infant mortality rate will not exceed 50 per 1G00 live births 

3.2 Target: The mortality rate among children under five years of age will not exceed 70 per 
1000 live births, particularly through substantial reductions in mortality due to diphtheria, 
pertussis, tetanus, measles, tuberculosis, diarrhoeal diseases and acute respiratory 
infections 

3.3 Target: The proportion of low birth weight (less than 2.5 kg) will be reduced to less than 
10% … 

3.4 Target: At least 90% of the children under one year of age will be immunized against 
these six diseases: diphtheria, pertussis，tetanus, measles, poliomyelitis and tuberculosis 

4. Goal: To improve the health and well-being of women 

4.1 Target: The maternal mortality rate will be reduced by 50% 

4.2 Target: All pregnant women will have access to prenatal care, trained attendants during 
childbirth and referral facilities for high-risk pregnancies and obstetrical emergencies 

4.3 Target: Disability-free life expectancy at birth for women will increase by 15% in all 
populations 

5. Goal: To ensure healthy population development 

5.1 Target: All individuals and couples will have access to information and services to 
prevent pregnancies that are too early, too closely spaced, too late or too many 

1 The 8 elements are: education concerning prevailing health problems and the methods of preventing and 
controlling them; promotion of food supply and proper nutrition; an adequate supply of safe water and basic 
sanitation; maternal and child health care including family planning; immunization against the major infectious 
diseases; prevention and control of locally endemic diseases; appropriate treatment of common diseases and injuries 
and mental health care; and provision of essential drugs. Additional issues that countries address will broaden the 
scope of primary health care. 

2 Targets for the other elements of primary health care are included under goals 3 to 10. Indicators to determine 
access to all elements of primary health care should be developed as a complement to information about access to 
individual elements. 
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6. Goal: To eradicate, eliminate or control m ĵor diseases constituting global health problems 

6.1 Target: The following diseases will be eradicated: 

-poliomyelitis 

-dracunculiasis (guinea-worm disease) 

6.2 Target: The following diseases will be eliminated (no longer of public health significance 
in terms of incidence and severity): 

- leprosy (prevalence rate will be less than one case per 10 000 people in all endemic 
countries) 

-neonatal tetanus (incidence rate will be less than one case per 1000 live births in all 
districts) 

-measles (mortality rate in children under five years of age will be reduced by 95% and 
the incidence rate by 90%) 

6.3 Target: The following diseases will be controlled (prevalence and/or mortality rates will 
be substantially reduced):1 

-malaria: mortality will be reduced by 20% in at least 75% of affected countries 

-tuberculosis: numbers of deaths and new infections will be substantially reduced and 
maintained at lower levels over subsequent decades; 70% of sputum positive patients 
will be detected and 85% of those detected will be cured 

-hepati t is B: among children, new hepatitis В virus carrier incidence will be reduced 
by at least 80% through integration of hepatitis В vaccine into national immunization 
programmes 

-coronary heart disease: mortality among people under 65 years of age will be reduced 
by at least 15% 

-cancer : mortality among people under 65 years of age will be reduced by at least 15% 

6.4 Target: The risk of sexual transmission of HIV will be reduced. An indicator of progress 
would be that 50% of sexually active people (aged 15-49 years) who had sexual contact 
other than with their regular partner in the past year, will have used a condom in the 
most recent act of sexual intercourse at risk.2 

1 Regional or national targets may be set for other prevalent or otherwise important problems, such as Chagas 
disease in the Americas. 

2 Since appropriate methods to measure HIV incidence or prevalence are under development, measurable 
behaviour changes determining HIV transmission are used as a proxy measure of changes in HIV incidence or 
prevalence. 
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7. Goal: To reduce avoidable disabilities through appropriate preventive and rehabilitative 
measures 

7.1 Target: Disabilities from sensory, locomotor and mental impairment will be significantly 
reduced among underserved population groups 

8. Goal: To ensure continued improvements in nutritional status for all population groups 

8.1 Target: The prevalence rate for severe and moderate malnutrition in children under five 
will be reduced by 50% 

8.2 Target: Micronutrient deficiencies from vitamin A and iodine will be eliminated (no 
longer of public health significance in terms of prevalence) 

8.3 Target: The prevalence rate for iron deficiency anaemia in women (aged 15-49 years) 
will be reduced by 33% 

9. Goal: To enable universal access to safe and healthy environments and living conditions 

9.1 Target: The percentage of the population with safe drinking-water in the home or with 
reasonable access will be at least 85% 

9.2 Target: The percentage of the population with access to sanitary excreta disposal 
facilities or services will be at least 75% 

9.3 Target: Mortality from unsafe and violent situations will be substantially reduced 

10. Goal: To enable all people to adopt and maintain healthy lifestyles and healthy behaviour 

10.1 Target: All people will have access to information and opportunities to promote health-
enhancing lifestyles and decrease health-damaging behaviour 

Policy orientations 

47. Four interrelated policy orientations are proposed as a focus for action by the international health 
community to reach the goals and targets as well as to support countries in reaching those they set in the 
light of their particular situations. The four policy orientations will in turn provide the framework for the 
work of WHO: 

(A) integrating health and human development in public policies; 

(B) ensuring equitable access to health services; 

(C) promoting and protecting health; 

(D) preventing and controlling specific health problems. 

The main results that world action must seek are described below in "Prc^amme orientations" to make very 
clear the relationship between these results and the priorities for the work of WHO itself. 
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(2) WHO PROGRAMME FRAMEWORK 

WHO'S functions 

48. The two main functions of WHO are technical cooperation with countries, and directing and 
coordinating international health work. They are complementary and include: advocacy for health, 
stimulating specific health action and disseminating information; developing norms and standards, plans 
and policies; developing models for monitoring, assessing and evaluating programmes and projects; 
training; research promotion; direct technical consultation and resource mobilization. WHO has always 
determined how best to carry out these functions in the light of changing needs, obstacles and opportunities. 
During the period covered by the Ninth General Programme of Work, both the technical cooperation with 
countries and the directing and coordinating function will be focused on enhancing the capacity of countries 
to define and implement their own priorities for health development and public health action, disease 
prevention and health promotion, and to establish sustainable health infrastructure. 

Technical cooperation with countries 

49. Technical cooperation in recent general programmes of work has stressed efforts to attain national 
health goals defined by countries in line with agreed global goals and strategies. 

50. Cooperation and collaboration between countries and WHO in determining and responding to country 
needs is essential. Technical cooperation must be based on joint analysis by nationals and WHO staff of 
a country's health problems and the determinants of ill-health，on the identification of population groups 
most at risk, on the setting of priorities and related targets and on the development of a health programme 
and the related strategy for WHO action should be formulated accordingly. The analysis must take into 
account cooperation in progress，or planned, with other agencies and countries, and should find a way for 
WHO to deliver its technical expertise more effectively at country level and to fulfil its international 
function in accordance with the general developments and current reform in the United Nations system. 

51. Changing conditions underline the need for WHO to secure the full involvement of all government 
agencies, especially the planning and finance ministries, as well as the authorities for the environment and 
education sectors and the nongovernmental bodies, opening up lines of communication with these different 
sectors, and strengthening relations with ministries of health as the leaders in health development. 

52. WHO's performance at country level is related to the opportunities and the difficulties of reconciling 
its global mandate with the political, cultural and social needs of countries and regions. It must use its 
strategic advantages to focus support on reducing inequities and must fit its activities closely to the specific 
needs of countries and their different population groups in order to deliver effectively what it should and 
can best provide. Resource allocation and management processes will be adapted to give WHO staff at 
country level the flexibility and the authority to reorient priorities and resources, in order to make regional 
and global technical support to countries respond appropriately to changing national situations and newly 
emerging problems, to promote national action and to use new opportunities. 

53. Instead of the traditional programme-by-programine approach, the activities of WHO programmes 
at different levels - country, regional and global - will be integrated so as to contribute to clearly defined 
results in countries, and allow for better coordination of efforts, particularly within countries, by the various 
United Nations bodies and specialized agencies, multilateral and bilateral donors, development funds and 
nongovernmental organizations involved in development work. This will require WHO to support countries 
in determining their national health priorities and resources, in implementing health sector reform, in 
initiating research, in providing health information, in mobilizing and orienting national expertise and 
resources and the contribution of external cooperation agencies and donors, including humanitarian 
assistance in the health field. 
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54. Emphasis will be placed on coordinated and sustained support to national health policy development 
for disease prevention and health promotion, strengthening of the health infrastructure (especially at local 
level), more effective programme implementation and the development of management capabilities, taking 
due account of national needs and expertise. WHO will intensify its support to countries in greatest need. 
It will also promote more effective collaboration between countries, and especially developing countries, 
to sustain national health development. 

Directing and coordinating function in international health 

55. WHO's directing and coordinating functions include the search for international consensus on health 
problems of global priority and the most effective ways of assisting countries to solve them, and advocacy 
of measures to mobilize international resources and action for health, including humanitarian assistance. 
They also comprise what is often referred to as the normative function of WHO, that is, monitoring the 
health situation and trends throughout the world; proposing conventions，regulations, norms, standards and 
guidelines related to health; and stimulating research，the advancement and application of knowledge and 
the sharing of information in the field of health, including the bioethical dimensions. 

56. WHO will continue to use its position to stress the importance of health as a human right and point 
out inequities in health and access to health services. It will emphasize the need for more equitable access 
to care and services, defending the rights of vulnerable groups and countries most in need, and drawing the 
attention of governments and the public to unacceptable health situations. 

57. WHO will emphasize the interrelation of economic and social conditions and health, and the 
contribution of health to human and economic development. The increased interest of other international 
and nongovernmental organizations in health work provides an opportunity for global health improvement, 
and for WHO to strengthen its leadership in the field of international public health. It will provide 
leadership in international action for health and the environment within the context of sustainable 
development and in accordance with the provisions of Agenda 21 adopted by the United Nations 
Conference on Environment and Development. 

58. WHO will use its specialized knowledge, experience and the information in its data-bases to build up 
consensus and alliances, especially within the United Nations system and with development partners, to deal 
with major global and country health problems. It will indicate where more action is needed, where 
duplication of efforts and resources exist and where reorientation is appropriate. 

59. It will underline the relation between health and development in mobilizing funds for health from 
bilateral, multilateral and nongovernmental sources in line with its policies and with the specific needs of 
country health development. 

60. WHO will take part in humanitarian action for health in conflicts, man-made disasters or natural 
disasters. Humanitarian assistance is seen as a means for re-establishing conditions for long-term 
development. While short-term relief is important, equal emphasis has to be placed on rehabilitation and 
reconstruction of health systems and services for disease prevention and maintenance of health. Support 
will be given to enable countries to prepare in advance for emergencies and related health problems. The 
coordinated involvement of all appropriate agencies, both public and private, in this endeavour will continue 
to be of paramount importance. 

61. WHO's normative function concerns, inter alia, the establishment of international reference substances 
to standardize and harmonize the diagnosis, prophylaxis and treatment of diseases; the production of 
guidelines and tools for health systems management, which must be firmly grounded in country-based work 
in order to ensure their relevance and applicability; and the development, promotion and dissemination 
of international nomenclature, methods，norms and standards such as the International Classification of 
Diseases, the International Nonproprietary Names for Pharmaceutical Substances, lists of essential drugs, 
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chemical safety guidelines, exposure limits, water quality guidelines and laboratory reference substances, 
in collaboration with others active in this field. 

62. WHO will also indicate the range of health determinants which it believes the health sector can 
address. Where major health determinants fall outside the scope of WHO and the health sector, it will 
nevertheless promote action by other sectors and help to ensure consolidated action to counter well-
delineated problems affecting health, for example in global efforts to reduce poverty. 

63. WHO will continue to monitor trends through its general health surveillance mechanisms and the 
regular monitoring and evaluation of progress towards health-for-all targets. It will seek the further 
improvement of indicators and the development of new ones where appropriate - for example, in health 
promotion, health education, lifestyles and behavioural change, cost effectiveness and women's health. 
Emphasis will be placed on practical measures, and on gathering and disseminating necessary information 
rather than on collecting data for data's sake. WHO will also promote the rationalization of overall 
reporting requirements for countries. 

64. WHO will continue to promote and support health research and technological development in 
accordance with its policies and in response to the health problems in countries. It will identify important 
bioethical issues in certain aspects of health research and in their clinical applications, and will stimulate 
the exchange of opinion and the sharing of information in that regard. It will stimulate and support the 
strengthening of health research capacity in countries, with emphasis on affordability and sustainability. 
By monitoring and analysing advances in medical, biological and behavioural sciences and health technology 
it will seek to identify existing technology that could be used directly or be further developed to solve 
significant problems in health care; to assess new and emerging science and technology for future 
application in solving health problems; and to catalyse research to meet known and emerging needs. 

65. It will strengthen the collection, assessment and dissemination of information on cost-effective new 
methods for health development. It will explore new ways of intensifying cooperation with the scientific 
community and promoting more active involvement and collaboration. 

Programme orientations 

66. WHO's work will follow the four policy orientations given in paragraph 47 above, each of which now 
provides a programme orientation. 

67. Each programme orientation begins with a short analysis of its importance for world health policy and 
action. The main results sought through world action are listed, and the priorities for WHO's own work 
are outlined in terms of technical cooperation with countries and of the directing and coordinating of 
international health work, taking into account WHO，s expertise and what is already being done in the 
national and international context. Although these priorities are generally indicated in relation to the 
programme orientation to which they seem most pertinent, they may also relate to one or all of the other 
three. 

A. Integrating health and human development in public policies 

68. While health is an essential objective of development，the capacity to develop is itself dependent on 
health. A better understanding is now emerging of the crucial contribution that health makes to economic 
activity, to improving human environments and - through these - to all processes of development. The 
achievement of appropriate health objectives is now seen as an important measure of the effectiveness of 
development strategies. 

69. Health status cannot be exchanged for economic gain. The pursuit of development in the economic, 
educational or health sphere alone may obscure the purpose of development as a whole, which is to 
improve the quality of life of all people. In recent years, however, there have been instances where a 
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narrow focus on economic development has had adverse effects on the health and social status of the 
population, particularly the most vulnerable groups such as women, the elderly, the unemployed, and 
children. Increasingly these most vulnerable groups have been excluded from the benefits of development. 
All too often the development process has only served to aggravate their vulnerability through degradation 
of the environment, increasing unemployment, global recession with its consequent reduced social benefits 
and poorer chances of education, inadequate nutrition, unclean water, poor waste disposal, unsafe housing, 
and lack of essential health services. All these consequences of development stand in the way of equity, 
social justice and satisfaction of basic human rights. It has also become clear that greater wealth - whether 
for countries, communities or individuals - is not a sufficient guarantee of improving health status because 
of the random nature of choices about how the resources will be allocated. 

70. Expenditure on health and related aspects of human development is sometimes perceived as a drain 
on national or community resources, whereas it is a real investment in a nation's human capital, enhancing 
people's ability to contribute actively to overall economic and social development and to enjoy a satisfactory 
quality of life. The health sector is a major employer and creator of economic activity • a fact sometimes 
overlooked. 

71. Despite the important contribution that women make to their families, their communities and their 
societies, they are still heavily discriminated against. The root of the problem lies in society, where certain 
attitudes and values are upheld and perpetuated. The effective promotion and protection of women's 
health is a human rights issue and must be dealt with through, for example, health and social policy; their 
needs in childhood, adolescence, adulthood and old age are determined by their physiology as well as by 
culturally determined factors and attributes. The latter may result in social and economic inequalities 
between the sexes, which render girls and women particularly vulnerable to economic hardship, violence, 
warfare and environmental degradation. 

Major results of world action during the Ninth General Programme of Work 

72. The major results must be: 

-strengthened capacity of the health sector to gain political commitment and intersectoral 
cooperation to improve both the socioeconomic determinants of health and the health benefits of 
social and economic development; 

-strengthened capacity of governments and policy-makers to undertake health-sector reform and 
establish national and local strategies to tackle such major public health tasks as: removing 
inequities in health status; meeting the special needs of women; strengthening the role of the 
family; improving living conditions; ensuring equitable access to health care for all; protecting 
people against violence and health hazards; integrating vulnerable groups into the mainstream of 
social and economic life; 

-sustained international and intersectoral cooperation and financial support for countries most in 
need and for vulnerable and underprivileged population groups; 

-improved capability in all countries to analyse the health effects of development projects and to 
influence public policies relating to development and decisions on resources for health. 

Priorities for WHO'S work 

73. WHO will cooperate with countries and give support as appropriate: 

(i) to the formulation of development policies and programmes which give particular attention to: 
reducing inequities in health; the relation between population factors such as population growth, 
aging and urbanization and health; the important tasks and special needs of women; the differential 
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determine emerging public health problems by monitoring trends in health status, health risks 
access to health services; 

(V) coordinate its action with other organizations of the United Nations system and with regional 
and other international development bodies in all matters related to population, health and 
socioeconomic development; 

(vi) mobilize the resources of other international and regional organizations, especially 
nongovernmental organizations，for action to promote health and development in those countries and 
groups in greatest need. 

B. Ensuring equitable access to health services 

75. For some elements of primary health care，such as immunization, antenatal care，water supply and 
excreta disposal there have been significant increases throughout the world in coverage and access. 
However, health care and related services have not always dealt with the most important problems in ways 
that are cost-effective, sustainable and adapted to local cultural conditions. Nor have care and services 
everywhere been made accessible to the groups most in need, including refugees and displaced persons. 
Major differences in the development of infrastructure, and hence in the coverage and accessibility of 
services, still exist between countries as well as between population groups and communities within 
countries. Mechanisms for referral to secondary and tertiary levels of care and for communication between 
them are often weak or non-existent. 

76. Quality assurance of health care and services is frequently lacking, as is equitable access to health 
technology that is affordable and appropriate. Disproportionate investment in high-cost technology for the 
few makes excessive demands on limited resources and may leave other greater needs unfulfilled. The 
significant advances, for example, in the neurosciences and immunology have not always been applied widely 
in health care and services, and ethical questions are being raised more frequently with regard to the impact 
of developments in technology as well as to the accessibility and use of health technology and care and 
improvements in the quality of life. More and more attention is being given, in countries at all stages of 
development, to bioethics. 
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impact of health conditions and treatment on women and men; strengthening the role of the family 
in the health and development of all its members; and the health and social status of vulnerable 
groups; 

(ii) to establish national mechanisms for intersectoral policy analysis，formulation and 
implementation in which health contributes to, and is supported by, human development; 

(iii) to policy research to assess the relation between the various factors influencing health and 
development, and to evaluate the effect of action in other sectors on health and of health action on 
other sectors' development. 

74. In its directing and coordinating function in international health, WHO will: 

(i) stimulate awareness of the importance of health and well-being for peace and development in 
international forums and advocate related measures; 

(ii) disseminate information on the relation between health, human development and socioeconomic 
development, and stimulate and support the development of methods to better study that relation; 

(iii) prepare guidelines for the formulation of policy, laws and regulations，and devise indicators for 
evaluating the effects of their application on health and human development with particular attention 
to equity and ethical concerns; 

iv) ( i , 
and 
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77. Major problems arise in the fields of training, employment and distribution of health personnel. 
Education and training in other sectors often fail to take health into account - and the converse is often 
true. Although improvements have been made in on-the-job training and supervision, largely for specific 
disease-oriented programme activities, managerial and logistic support are still inadequate. Many 
administrations are beginning to reconsider the relevance of the current education and training of health 
professionals and other health workers to the need for leadership, teamwork and management skills. In 
some countries, both developed and developing, there is a surplus of physicians and dentists and a 
widespread shortage of nurses and midwives. Elsewhere there is still a significant brain-drain. It is not 
uncommon to encounter a dearth or misuse of health personnel in peripheral institutions owing to lack of 
incentives or a shortage of equipment, supplies and drugs; meanwhile central institutions may be greatly 
overstaffed. 

78. Women's specific health needs, the multiple tasks that they carry out and the dramatic changes 
affecting them at different stages of their lives, call for varied responses. They are poorer than men, more 
likely to be illiterate and more deprived of social security coverage and health benefits. Their physiology 
and socioeconomic and cultural status make them more vulnerable to certain diseases and health problems 
and affect their response to care. Their contribution to care of the family is ail too readily overlooked. 
Much depends on the capacity of the health care system to respond to this state of affairs in sensitive and 
effective ways. 

79. Reduced health budgets, especially in the least developed countries, have had a particularly bad effect 
on the health of women and children. Alternative financing mechanisms for the delivery of health services 
are needed which promote equity and rational household expenditure for health care. Better use must be 
made of the financial, technical and human resources available in the health sector and advances in 
knowledge properly applied to improve the situation. Priority is rarely given to disfavoured and vulnerable 
groups or to the most important health problems and needs. Governments’ ability to respond to people's 
needs and to manage national resources for health effectively is being questioned. Activities in the private 
sector to finance and provide care and services challenge them to develop incentives and regulatory 
mechanisms so that there is no conflict with health-for-all or public-sector goals, to improve public-private-
sector coordination and to ensure equitable access to cost-effective care. The potential of services provided 
by traditional practitioners is far from being fully utilized. 

80. Governments recognize their responsibilities in public health and particularly in: health surveillance; 
control of epidemics; emergency preparedness and disaster response; and updating and promulgating 
health policy, legislation and regulations. Similarly, ministries of health recognize the need to review closely 
their responsibilities in providing health care，paying particular attention to: promoting health and 
preventing disease; achieving and maintaining good public and private health care; strengthening the 
performance at district level; encouraging other ministries, nongovernmental organizations and other 
agencies to concentrate on their related fields of competence; and ensuring access to care for 
disadvantaged and vulnerable groups, emphasizing human rights considerations. 

81. Greater efforts are being made to encourage communities to assume more responsibility for planning, 
managing and maintaining health care，inter alia, through local groups and organizations; but greater 
community participation will call for increased management capabilities. Families and individuals also need 
knowledge and skills to take proper responsibility. The decentralization of intersectoral tasks to provincial, 
district, municipal and village levels requires new styles of organization and management. To improve 
decision-making and management at various programme levels, greater efficiency in administration, more 
accountability to the people, and improved quality and performance of services are also called for. A public 
health management information system relevant to managerial requirements is needed. 
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Major results of world action during the Ninth General Programme of Work 

82. The major results must be: 

-expanded and improved functioning of health infrastructure in countries in order to ensure and 
maintain access for all communities and groups to appropriate services for health promotion, and 
preventive, curative and rehabilitative care, including the essential elements of primary health care; 

-continuity of care at different levels, particularly within the district health system provided by an 
appropriate combination of well-trained health personnel; 

-optimal management of financial, human and material resources for health; 

-enhanced capabilities and opportunities for communities in health development and in the 
management of their health services; 

-be t t e r information and transfer of knowledge on proven，affordable, cost-effective technology and 
its appropriate application; 

-well-coordinated international and national plans of action to meet humanitarian health needs in 
emergencies or disasters. 

Priorities for WHO'S work 

83. WHO will cooperate with countries and give support as appropriate: 

(i) to strengthen the health infrastructure (particularly at the community level) and the capacity 
to plan health services and care, and ensure that they are maintained, with emphasis on 
epidemiological surveillance，monitoring and evaluation of the health situation, and analysis of service 
coverage and accessibility as well as related economic, legislative and ethical factors; 

(ii) to develop and use appropriate financial, managerial and operational tools as well as referral 
and support systems, so as to improve the quality and accessibility of services, the effectiveness of 
technology and care, and the efficacious use of resources; 

(iii) to develop health care financing mechanisms, including health insurance, for use at community, 
national or regional levels; ideally such mechanisms should be equitable and involve the contributors 
in management; 

(iv) to encourage sustainable development of health personnel, including nursing/midwifery 
personnel, particularly with a view to enhancing job satisfaction and teamwork and decreasing the 
brain-drain; 

(V) to organize coordinated training programmes for community health workers and health 
professionals so as to foster complementary skills and integrated delivery of services; 

(vi) to readjust the tasks and responsibilities of government, the private sector, nongovernmental 
organizations and communities to greater collaboration in developing, financing and managing health 
services; 

(vii) to be prepared for epidemics，emergencies and disasters and develop the capacity to respond 
to them by ensuring the rapid rehabilitation of disrupted health services, in full collaboration with 
other international humanitarian actions; 
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(viii) to determine ways to strengthen national capacity for mobilization, allocation and optimal use 
of all resources, including measures to strengthen peripheral health institutions; 

(ix) to undertake health systems research on problems of implementation; 

(X) to stimulate increased development, dissemination of and access to the results of research, 
relevant health information and appropriate learning and reference materials. 

84. In its directing and coordinating function in international health, WHO will: 

(i) foster health systems research and facilitate the sharing and use of results; 

(ii) coordinate the development and dissemination of methods for strengthening health services 
planning and management; 

(iii) collect, analyse and disseminate information on the integration of services and community 
participation; 

(iv) seek the support of other multilateral and bilateral development agencies, and advocate the 
optimal utilization of resources for specific country health development strategies in accordance with 
collectively agreed policies; 

(v) develop networks of institutions and experts for the transfer of know-how, particularly in order 
to improve managerial capability at district level. 

C. Promoting and protecting health 

85. Many of the major health problems both in developing and developed countries are related to 
individual behaviour，such as tobacco and drug use, abuse of toxic substances, dietary habits, unsafe sexual 
practices, exaggerated risk-taking and violent behaviour. Individual health behaviour can be a matter óf 
personal choice and of opportunity; it may reflect individual ways of coping with and solving conflicts, and 
is often greatly influenced and determined by living conditions and opportunities for basic hygiene 
measures, as well as by the social, economic, cultural and physical environment. The mass media have a 
significant effect in conveying ideas of healthy and unhealthy behaviour. Insufficient attention has been 
given to studying and reporting on the influence of living conditions, psychosocial factors and environmental 
factors on individual health behaviour. 

86. In all countries, more people are living longer. However, the extra years do not necessarily bring 
opportunities for an active and fully integrated life in communities, while the breakdown of the extended 
family means that the elderly are no longer assured of support from their children and grandchildren in 
their old age. Greater opportunities should be offered to the elderly to deploy in the service of health the 
skills and knowledge they have accrued over a lifetime; and greater provision must be made to ensure an 
appropriate quality of life for their increasing numbers. 

87. Working people are often exposed to physical, chemical, biological and psychosocial factors that can 
cause short- or long-term health problems, many of which could be prevented or controlled. Disability may 
result from a number of disorders and from injuries, involving visual, hearing, locomotor or mental 
functions. It can affect all ages, and detracts from the quality of life and increases the need for support and 
care from family and community members, and from health and social services. Particular attention must 
be paid to young victims of accidents at work or on the roads, and victims of intentional violence. The 
health sector has a particular duty to stress that war and all forms of violence are socially unacceptable. 

88. Population structure and growth, including migration, besides their effects on national and community 
socioeconomic conditions and the environment as a whole, influence health trends and services while 
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population change and movement make a major contribution to social and political instability. With barely 
50% of couples in the developing world practising family planning and over 30% of births unplanned and 
unwanted, uncontrolled fertility represents a serious health hazard. 

89. Water, air and soil pollution increasingly threaten health. Recently, the global dimensions of 
environmental problems have become clearer. Chemical wastes and industrial gases, including motor-
vehicle exhaust, are not merely a nuisance but threaten worldwide climatic changes, while the unsanitary 
disposal of human wastes, as well as unsafe practices in handling industrial and toxic materials, are coming 
to be seen as a threat to the earth itself. 

90. Despite appreciable worldwide improvements in nutritional status, millions of people do not have 
enough food. Inequitable access is the main problem, since there is enough to feed the whole world. Two 
other factors play a major role in malnutrition: underlying Ш-health，and inadequate knowledge (or harmful 
traditions) at household level concerning food and water, including feeding and weaning practices. Even 
when they are not fatal, the consequences of under-nutrition or malnutrition are severe; deficiency diseases 
cause serious physical disabilities, blindness，mental retardation and chronic susceptibility to disease. 
Women are particularly vulnerable, especially during their reproductive life, and social and cultural factors 
tend further to restrict their food supply. Millions of people suffer from diseases caused by contaminated 
food and water. At the same time, chronic noncommunicable diseases related to excessive or unbalanced 
dietary intake are the increasingly common cause of premature deaths in both developed and developing 
countries. 

91. As part of the effort to make people more aware and enable them to care for their health through 
information and health education, emphasis must be given to social, economic and environmental factors 
that influence or make it easier for individuals and communities to choose healthy lifestyles. Health 
promotion and protection therefore concern all sectors of human activity - including employment, education, 
housing, town planning, price control, agricultural policy, financial and economic policies, and laws and 
regulations. 

Major results of world action during the Ninth General Programme of Work 

92. The major results must be: 

-implementation of strategies for all sectors of human activity in countries to protect, promote and 
improve health and enhance human development, particularly by reducing and controlling health 
risks and encouraging healthy lifestyles; 

-implementation of strategies to combat the spread of violence, particularly against such vulnerable 
groups as children, women and the elderly; 

-implementation of strategies for improved reproductive and family planning services, appropriate 
to the demographic, economic and sociocultural conditions of the countries concerned, in order to 
promote and protect the health of all family members; 

-implementation of plans of action in countries based on the World Declaration and Plan of Action 
for Nutrition; 

- f i r m political and financial commitment to ensuring healthy living conditions and environments in 
communities (including cities, villages, neighbourhoods, workplaces, schools and households); 

-implementation of strategies based on Agenda 21 of the United Nations Conference on 
Environment and Development to achieve ecologically sustainable development and to prevent and 
control environmental health risks; 
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-implementation of strategies and methods for public participation including multisectoral 
community involvement in health promotion and protection; 

-research on the determinants of health and social and behavioural change, people's attitudes, and 
the ethical and economic aspects of health promotion and protection. 

Priorities for WHO'S work 

93. WHO will cooperate with countries and give support as appropriate: 

(i) to national and community action in health promotion and protection to prevent disease, injury 
and disability and encourage healthy lifestyles and behaviour, with particular attention to tobacco, 
alcohol and drug abuse, hygiene, sexual practices and violence; 

(ii) to implement plans of action for nutritional improvement that emphasize self-reliance and 
community-based action; 

(iii) to develop and implement plans of action for improving the sexual reproductive health of 
individuals and couples. 

(iv) to provide for an increase in the aged population; to foster programmes to enhance the 
autonomy of elderly people and to ensure the full development and use of the capacities of disabled 
people, engaging family and social support for both groups; 

(V) to foster programmes and human resources development to protect the health of minorities, 
and underprivileged and high-risk population groups, including refugees, nomads and indigenous 
peoples; 

(vi) to develop programmes and activities aimed at the protection of workers’ health; 

(vii) to build up capacity for research on the determinants of health and changes in behaviour, and 
for assessment and evaluation of measures for health protection and promotion; 

(viii) to establish psychosocial and physical environments that favour health, prevent and control 
environmental hazards to health and develop appropriate environmental health services, including 
provision for safe food, water supply and sanitation; 

(ix) to strengthen health promotion and education throughout the health care system, using formal 
and informal education and public information. 

94. In its directing and coordinating function in international health，WHO will: 

(i) stimulate the formulation and implementation of international policies, conventions, regulations 
and other measures to ensure the promotion and protection of health; 

(ii) collect and disseminate scientific and technical information, and facilitate the international 
exchange of ideas, experience and technology; 

(iii) stimulate and support research and the development of appropriate technology in reproductive 
health care; 

(iv) stimulate and support research on the relation between environmental factors and lifestyles, on 
behavioural change and on health promotion methods; 
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(V) support the establishment and use of methods for assessing environmental health hazards, and 
of measures for preventing and controlling environmental factors detrimental to health; 

(vi) promote research and mobilize financial resources to establish and validate indicators of the 
effects and benefits of health protection and promotion; 

(vii) mobilize financial resources and establish a network of institutions for interagency collaboration 
making information available and facilitating the transfer and adaptation of technology for cost-
effective health protection and promotion in countries. 

D. Preventing and controlling specific health problems 

95. Many countries have substantially improved coverage by and access to affordable, simple and effective 
technology to cope with specific health problems. Immunization of children against the six diseases covered 
by the Expanded Programme on Immunization is one example. By 1990, average immunization coverage 
reached 80%. The worldwide effort that enabled this will continue; the Children's Vaccine Initiative will 
also encompass the development of new vaccines and the strengthening of systems of vaccine production, 
quality control and financing to make them available for all. The fall in prevalence of dracunculiasis 
(guinea-worm disease) from over 10 million cases in 1985 to three million cases in 1990 has been due to 
two simple and effective measures: straining of all drinking-water and prevention of contamination of clean 
water sources. Another example is the 80% reduction in dental caries through optimal use of fluorides. 

96. Although appropriate preventive, diagnostic, therapeutic or rehabilitative technology exists to deal 
with many health problems, a large number of people still have no access to it. Every year, half a million 
women, including adolescent women, almost all of them in developing countries, die from complications of 
pregnancy and childbirth. Thousands of millions of people throughout the world still lack access to safe 
water and basic sanitation. Many neonatal deaths and subsequent disabilities could be prevented by 
ensuring clean, safe (non-traumatic) delivery, by immunizing women of reproductive age against tetanus, 
and by appropriate care of the newborn. Half of the world's population does not have access to the most 
essential drugs central to disease prevention and control. 

97. Some age-old diseases continue unabated. For example, the malaria situation is worse in many places 
than it was 10 years ago, and other tropical diseases still threaten millions. Tuberculosis is one of the most 
widespread infections and the leading cause of death from a single, infectious disease. Almost one-third 
of the world is at risk, and the risk is markedly increased under such conditions as malnutrition and, 
especially, HIV infection. The great majority of cases, and more than 95% of deaths, occur in the 
developing world; however, the number of cases in the industrialized countries has risen dramatically in 
the past five years. More than 400 million people are chronically infected with viral hepatitis types В and 
C, which lead to more than 1 million deaths per year from cirrhosis and primary liver cancer. Hepatitis 
types A and E, primarily spread by contaminated water and food, cause millions of cases of clinical hepatitis 
each year. 

98. Diarrhoeal diseases remain a major and largely preventable cause of morbidity and mortality in 
infants and young children in developing countries. Much diarrhoeal disease could be prevented by 
education and information on food safety, as well as by protecting drinking-water supplies. Inappropriate 
treatment, including unnecessary hospitalization, places a heavy burden on limited budgets; oral rehydration 
therapy (ORT) offers a simple and effective means of saving millions of young lives. Acute respiratory 
infections are now estimated to be the first cause of childhood mortality in developing countries. 
Malnutrition and low birth weight are important contributory factors to the death toll. 

99. During this decade and the next, the projected deaths from AIDS may increase child mortality rates 
in some countries by as much as 50%, reversing the gains made in child survival over the past two decades. 
The deaths of young parents, especially in the worst-affected countries of Africa, will leave a terrible legacy 
of orphaned children for whom even the basic necessities of life can hardly be guaranteed. 
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100. Given the technology and strategies available, and through sustained action at country level, with 
coordinated international health measures appropriate to each country's specific health problems and 
circumstances, by the turn of the century, poliomyelitis and dracunculiasis (guinea-worm disease) can be 
eradicated; the public health impact of measles can be significantly diminished; and leprosy, neonatal 
tetanus and iodine and vitamin A deficiencies can be eliminated as public health problems. 

101. HIV infection, cholera epidemics and the re-emergence of tuberculosis demonstrate the urgent need 
to improve surveillance systems for infectious diseases caused by new or modified viruses or bacteria, and 
to prevent the re-emergence of "old" infectious diseases in new environments. 

102. Noncommunicable diseases, including cancer and cardiovascular diseases, are responsible for 
three-quarters of all deaths in the developed countries. Many of these diseases have their origins in the 
interaction of genetic factors with nutritional habits and other lifestyle patterns established during infancy, 
childhood and adolescence. Contamination of the environment and of food plays an important role. Most 
countries in the developing world have a considerable burden of noncommunicable diseases to add to 
communicable diseases, and this double burden imposes a great strain on their health systems. In both 
developed and developing countries, injuries, including those of chemical or biological origin and 
psychological damage, are an important cause of disability and death, particularly in the young. Much more 
must be done to reduce the toll of deaths and injuries on the roads and in the work environment. Many 
effective prevention and control measures are available; they cost little and could achieve much. 

103. Primary methods of prevention of many mental and neurological disorders are available, together with 
appropriate technology to care for patients. Broadly conceived mental health programmes can appreciably 
reduce morbidity and mortality and the costs of care - particularly in developing countries - by emphasizing 
the value of good mental health and improving care for mental, neurological and psychosocial disorders, 
and can also reduce the incidence of suicide. 

104. Ensuring that people have appropriate information, healthy living conditions and a healthy lifestyle, 
encouraging healthy behaviour and enhancing intersectoral action are essential elements in improving 
health, reducing the burden of disease and enhancing the overall quality of life. 

Major results of world action during the Ninth General Programme of Work 

105. The major results must be: 

-coordinated and sustained action to prevent and control, and in specific instances eradicate or 
eliminate, existing and emerging infectious diseases and the associated major health problems -
including mental and neurological ones - for which effective and affordable preventive, diagiostic, 
therapeutic and rehabilitative measures exist; 

“established and sustainable systems of immunization that ensure access for all people to effective 
vaccination against diseases of major public health importance; 

-access to information and technology for the prevention and control of important existing and 
emerging diseases and conditions, with particular attention to those for which effective and 
affordable means of control are lacking; 

“enhanced prevention and control measures for injuries and diseases that cause disabilities, 
requiring long-term care and rehabilitation. 
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Priorities for WHO'S work 

106. WHO will cooperate with countries giving support as appropriate: 

(i) to strengthen national capacity for: data collection and health surveillance; analysis of the 
health situation and trends; detection of the most prevalent communicable and noncommunicable 
diseases and health problems; monitoring of coverage, management and quality of the health system; 
and evaluation of the needs for and effectiveness of health technology; 

(ii) to stimulate political commitment and establish national health policies to deal with specific 
problems; 

(iii) to enlist the full cooperation of other sectors in promoting country health development; 

(iv) to devise and implement methods to ensure that effective, affordable and practical measures 
for surveillance’ laboratory services and control are rapidly brought to bear wherever they are needed, 
and encourage operational research to improve the delivery and performance of integrated services; 

(V) to establish and implement effective policies and control measures to ensure adequate supplies 
of, and access to, pharmaceuticals, vaccines, biologicals and blood products that are affordable, of 
assured quality and of proven efficacy and safety; 

(vi) to implement integrated measures for disease prevention and control and health promotion as 
part of health services. 

107. In its directing and coordinating function in international health, WHO will: 

(i) collect, analyse and share information internationally on important health problems，on 
improved health services and on the results of research into the effectiveness of new technology and 
its bio-ethical and other implications; 

(ii) stimulate and support networks for surveillance of existing and emerging health problems; 

(iii) stimulate and support research on "epidemiological transition", the causative factors of disease, 
functional decline in older people，technology for disease control, and methodology for evaluating 
programme effectiveness and for data and information management; 

(iv) stimulate and support mechanisms to ensure the continuing availability of essential drugs and 
vaccines of public health importance to all people who could benefit from them; 

(V) mobilize the international technical and financial resources for major breakthroughs in the 
prevention and control of health problems of global and regional significance; 

(vi) create awareness and stimulate action in the international community to support countries in 
tackling their major health problems, including measures within health services for the integration of 
health promotion and disease prevention and control. 
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CHAPTER III. GENERAL PRINCIPLES FOR PROGRAMME MANAGEMENT 

108. Profound political, economic and social changes are affecting the whole world, and the World Health 
Organization must respond to these in order to ensure its continued effectiveness in international health 
work. In January 1992，the Executive Board decided to undertake a review of WHO's response to global 
change and established a working group appointed from among its members. An interim report was 
presented by the working group to the Board at its ninety-first session in January 1993 and the final report 
was submitted to the Board at its following session in May 1993. 

109. The Working Group's report contained a large number of recommendations about WHO policy 
orientations, organization and management, all of which amount to a fundamental reform in the way WHO 
carries out its work • both in terms of its technical cooperation with countries and in terms of its directing 
and coordinating role in international health work • and as a result, therefore, how it interacts with everyone 
working in the field of health. 

110. Within the framework of these recommendations, a number of important managerial tasks must be 
accomplished before and during the period covered by the Ninth General Programme of Work in order to 
ensure it has the greatest impact. WHO will concentrate on six major tasks, namely: (1) priority-setting; 
(2) programme development, implementation and evaluation; (3) ensuring a more unified Organization; 
(4) mobilization and allocation of resources; (5) maintaining WHO，s technical excellence; and 
(6) clarification of WHO's role in the United Nations System. 

111. The six sub-sections below reflect those six managerial tasks. The material in each sub-section takes 
account of the recommendations of the Executive Board Working Group and also reflects the response of 
the Director-General to those recommendations. However, it must be realized that what is described below 
reflects the situation in early 1994，namely, the time at which the Draft Ninth General Programme of Work 
was being finalized for submission to the Forty-seventh World Health Assembly in 1994. Likewise, it should 
be understood that what is described below represents steps in a continuing process of reform of WHO 
programme management, the effects of which will be reflected in the ways that WHO plans and carries out 
its work as a whole. 

112. In tackling the six managerial tasks listed above，the Organization will be guided by the following 
principles: 

- W H O should be oriented to supporting health development and health-sector reform in countries 
with particular attention to countries and people in greatest need; 

- W H O should take a long-term view of health development while at the same time adapting to 
changing international, regional and national situations; 

- W H O should be able to mobilize and use all possible resources to support international and 
national health development; 

“ W H O should be accountable to Member States both for its programme delivery and for its use of 
resources, which will call for a policy of openness and accountability. 

113. The improvement of WHO programme management calls for organizational structures and/or 
mechanisms that involve all levels of the Organization. In that regard, two new policy and management 
support mechanisms were instituted by the Director-General in 1993，namely the Global Policy Council and 
the Management Development Committee, each comprising senior managers from the regions and from 
headquarters. 
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114. Likewise, in late 1993, the Director-General established multi-disciplinary development teams 
comprising staff from the regional offices and from headquarters to advance the ideas and practical 
approaches needed to support the reform process under way. The areas covered by the development teams 
are: WHO's policy and mission; WHO programme development and management; management 
information system; WHO's information and public relations policy; role of the WHO country office and; 
WHO's personnel policy. The development teams will report to the Global Policy Council which will be 
responsible for coordinating their work. Each team will adopt the methods of work and timetable best 
suited to its tasks. All work must be completed by the end of 1996 at the latest, at which point the 
development teams could be disestablished. 

115. The regional committees, the Executive Board and the World Health Assembly will be kept regularly 
informed of the changes under way and of their impact on WHO's work, as well as of the methodology that 
the Organization is using to carry out the various changes and to evaluate their impact, practicality and 
usefulness. 

1. Priority-setting 

116. In its General Programme of Work，WHO is concerned with setting priorities in two distinct but 
related domains: first, the improvement of the world's health, and secondly, the effectiveness of WHO's 
own work. 

117. Priority-setting to improve the world's health is inevitably governed by the magnitude of health 
problems and by choices about which to tackle, when and how, reflecting the availability of cost-effective 
health measures. The adoption by the Health Assembly of the health-for-all goal and the Global Strategy, 
and the setting of regional and national targets and strategies, have given the global health community, 
including WHO, a common health policy framework for determining clear priorities in this regard. The 
systematic monitoring and evaluation of the implementation of the Global Strategy, together with joint 
reviews of national health situations by countries and WHO, provide the mechanisms for systematically 
ensuring that priorities continue to be in line with current global, regional and national realities and 
conditions. Regular assessment of the public health significance of problems and analysis of future trends, 
including potential effects on health and health services, will continue to form the basis for determining 
priorities in improving world health. 

118. The setting of priorities for WHO's own work has been of concern since the earliest days of the 
Organization (resolution EB9.R35). The Executive Board stressed that priority-setting would be an 
essential step towards developing the Ninth General Programme of Work (resolution EB87.R25). 

119. Several factors make priority-setting more crucial now than ever before，particularly in regard to 
WHO's work. More is expected of WHO as a consequence of the growing number of Member States, of 
health-related tasks to be tackled, and the poor economic conditions that weaken their capacity to sustain 
health development. After a decade of no growth in real terms in its regular budget, WHO's capability to 
meet such expectations is reduced; at the same time the opportunities for health development are 
increasing, as reflected in the high level of extrabudgetary resources and the greater involvement of other 
international organizations and agencies. If these factors are not taken into account there is a risk that 
WHO's resources will be spread too thinly over many programmes，particularly at country level, and that 
efforts will be duplicated. 

120. On the recommendation of the Executive Board, a specific set of criteria were used in preparing the 
programme budget for 1994-1995 (resolution EB87.R25), and they have also been taken into account in 
drawing up the Ninth General Programme of Work. Such criteria will also be used in developing and 
implementing more detailed plans for WHO's work through the three biennial programme budgets. The 
criteria were to tackle problems that are: 

(1) of major public health importance; 
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(2) of high social relevance and reflecting components of national, regional and global strategies 
for health for all; 

(3) capable of solution and stimulating a multiplier effect at country level through strategic 
interventions; 

(4) within WHO's special competence because it is in a unique position to deal with them or 
because its particular form of international collaboration is required. 

121. The main task facing WHO, however, is not merely to establish clear priorities during the planning 
phase of the Ninth General Programme of Work and related programme budgets, but to ensure that during 
implementation the global, regional and national priorities continue to be observed in WHO，s own work, 
that resources are properly allocated, and that flexibility to respond to changing situations is maintained. 

122. Accordingly，WHO will: 

-maintain a far-sighted approach in establishing priorities and policy orientations for improving 
health that will lead to the definition of clear programme objectives, of expected results and of 
budget priorities for WHO，s work during each financial biennium; 

- m a k e more extensive use of joint programme development and review with countries, readjusting 
its programmes and activities as necessary. 

123. Efforts are under way to establish more specific mechanisms for applying WHO policy in the planning 
and implementation of its work and to test their applicability. For example, criteria for determining what 
WHO should focus on in its activities and programmes include the prevalence and the impact on individuals 
and communities of diseases and other health problems; a criterion for lifestyles, environment and other 
health determinants could include their link to particular health outcomes; for health systems, one criterion 
could be the impact of managerial problems on provision of care and services. Criteria that would be useful 
in analysing any problem would be its amenability to improvement and change, the degree of public concern 
and international commitment, the resources required and their availability. 

2. Programme development, implementation and evaluation 

124. Strengthening the development and implementation of WHO's programme depends directly on 
planning, monitoring and evaluation methods. 

2.1 Planning method 

125. The development, implementation and evaluation of WHO，s general programmes of work span nearly 
a decade for each programme covering a six-year period; their elaboration begins about four years before 
the first year of implementation. They provide an overall policy framework and a programme framework 
by identifying objectives and targets, and describing approaches to reaching them. Each programme budget 
covers a two-year period and has so far determined for each specific WHO programme area the activities 
to be carried out and the financial resources to be allocated. Their preparation begins almost three years 
before implementation. 

126. The link between the overall policy framework and the programme framework for WHO's work has 
been the classified list of programmes. In the Eighth General Programme of Work, for example, it was 
based on what were called "thrusts for action"; programmes were grouped according to the "thrust" to which 
they logically seemed most related or to which they contributed most. In general, only activities which had 
been planned and budgeted for were undertaken，the assumption being that the more precise the planning, 
the better the performance. 
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127. That method had three major weaknesses. First, it focused on resources allocated and activities 
planned rather than on specific products or outputs which WHO committed itself to producing for Member 
States and the international community. Secondly, detailed planning so far ahead did not allow WHO the 
necessary flexibility to reorient its work in the light of changing situations and an analysis of past 
performance. Thirdly, the process did not facilitate integration of the work under the different WHO 
programmes, particularly in cooperation with countries; rather it caused fragmentation by budgeting for 
individual programmes’ and provided no incentive for collaboration between programmes. 

128. The Ninth General Programme of Work takes into account the fact that programmes may contribute 
to more than one policy orientation, and that the way to strengthen what WHO produces is not necessarily 
through a reorganization of the classified list of programmes. The need for several programmes to work 
together under each policy orientation for maximum effect in collaboration with countries is paramount 
among reasons for reforming WHO’s planning process: to make products and expected results the main 
considerations rather than the type of activity and resources; to create greater flexibility by allowing for 
the planning of detailed activities closer to the time of implementation; and to stimulate integration of the 
work under the various programmes. 

129. In order to make planning more product-oriented, WHO，s programme for each biennium will be 
determined in terms of the results its activities are intended to obtain. An appropriate system for budgeting 
according to policy orientation and desired products or results will be established. 

130. The general programmes of work and the biennial programme budgets must be adapted to create 
greater flexibility. 

131. The Ninth General Programme of Work therefore focuses essentially on: 

(a) what the health sector must do，everywhere in the world, to improve health: 

- b y analysing world trends, particularly in health and health care; 

- b y setting priorities in terms of goals and targets to improve health and promote equity; 

- by determining policy orientations to reach the targets set; 

(b) what priorities should be established for WHO's own work in the light of (a) and in relation 
to: 

-technical cooperation with countries; 

-directing and coordinating international health work. 

132. The programme planning role and the flexibility of biennial programme budgets will be strengthened, 
while maintaining their resource allocation role. Programme budgets will be presented in a simpler, clearer 
and more "user-friendly" form and will: 

- r eca l l the world targets and policy orientations established in the Ninth General Programme of 
Work; 

- b r i n g up to date the analysis of the world situation in the Ninth General Programme of Work, and 
revise or adjust for the biennium in question the policy orientations and the priorities for WHO，s 
work accordingly, taking into account regional variations; 

-propose, for each policy orientation，specific results expected from WHO during the two-year 
period and define them in such a way that implementation can be monitored and evaluated; 
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-allocate resources according to the expected results; 

- identify how these resources will be further allocated to programmes. 

133. To ensure better integration of the various programmes at the planning stage, once resources have 
been allocated to regional and global levels, it is proposed that they be subdivided according to policy 
orientation rather than to programme. In subsequent programme budgets, the distribution of financial 
resources will also be based on results and performance, rather than on past trends in resource allocation. 

134. During the Ninth General Programme of Work, the link between the policy framework for worldwide 
action and the basis for WHO's work will be largely in terms of the results expected from WHO. The 
classified list of programmes will be used more flexibly to determine the particular expertise needed to 
achieve the expected results rather than to set WHO's priorities or to indicate the structures WHO and 
ministries of health should establish in order to carry out their work. Because the expertise cannot be 
properly determined before the proposed outputs are set, periodic revision and adaptation of the classified 
list with the preparation of each programme budget are recommended. 

135. These changes cannot all be implemented at once during the first biennium under the Ninth General 
Programme of Work. A gradual approach will be used. The following steps are being taken: 
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-expected results will be indicated for each of the four policy orientations in the Ninth General 

Programme of Work; 

-certain financial resources will be allocated for the achievement of these results, particularly those 
related to cooperation with countries; 
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- a system for monitoring programme delivery will be developed. 
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2.2 Programme monitoring and evaluation 

136. WHO has developed a system by which Member States through the Health Assembly approve 
policies, programmes of work and the allocation of resources. There has been less success in reporting the 
extent to which commitments regarding programme delivery and use of resources have been fulfilled. 
Questions are asked frequently about the effectiveness of WHO，s activities and the efficient use of its 
resources. WHO must face up to this scrutiny, improving its openness and accountability to Member States 
and monitoring and evaluation. This is more than ever necessary in view of the greater flexibility at the 
planning stage. 

137. There are two contexts for monitoring and evaluation, corresponding to the two areas of priority-
setting: the first is the world health situation, and the second is WHO's own work. The monitoring every 
three years and the evaluation every six years of the implementation of the Global Strategy for Health for 
All, as well as periodic joint programme review by countries and WHO, are good opportunities to judge 
the progress made and difficulties encountered in improving the world health situation. These efforts must 
continue, as they provide essential information for Member States as they develop their health initiatives 
and for WHO as it formulates policy and sets priorities. Following the recommendations of the Executive 
Board，the world health situation and WHO action will be assessed and reported on annually. 

138. The monitoring of WHO's own work, however, needs to be strengthened in order to determine the 
extent of implementation of what it has planned to deliver and proper use of resources. Better evaluation 
is needed of the degree to which WHO，s planned activities and projects have provided support to Member 
States and stimulated international action to improve world health. The results of such evaluation will be 
used to improve planning of WHO's work for each successive programme budget. 
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139. The WHO management information system is being revised to meet the specific administrative and 
management needs for monitoring and evaluating programme delivery at all levels of the Organization in 
a consistent manner. In addition, more effective use will be made of external reviews of WHO，s 
programmes, of joint reviews with Member States, and of their assessment of WHO’s overall performance. 
The Executive Board decided in January 1994 to establish subgroups of the Board to review programmes 
in depth during its January sessions. 

140. During the Ninth General Programme of Work，WHO will: 

-devise a common management information system to monitor budgetary information and 
programme delivery throughout the Organization, and to permit the evaluation of its efficiency and 
effectiveness; 

- i n meeting countries’ health priorities, develop and use methods to evaluate its programme delivery 
and impact, in relation to resources used and to results expected according to which appropriate 
adjustments will be made; 

- ensure that each programme, whether financed from regular budget or extrabudgetary resources, 
is subject to external review at least once during the Ninth General Programme of Work, and that 
assessment of staff performance is related to programme delivery and impact; 

-analyse, from time to time, Member States' opinions about the relevance, efficiency and 
effectiveness of the work of WHO at all levels; 

- r epor t annually on the Organization's efforts and achievements in contributing to improvements 
in the world health situation, and on the difficulties encountered. 

3. Ensuring a more unified Organization 

141. WHO's decentralized structure has the advantage that it facilitates adaptation of its response to the 
specific needs and environments of Member States. Concern has, however, been expressed about the extent 
to which regional committees achieve a proper balance between regional policy formulation and follow-up 
of World Assembly policies and resolutions; about achieving an effective balance between headquarters 
and regional offices in international health work and in cooperation with countries; and about WHO 
country offices' leadership and technical and financial resources, and the authority and flexibility they have 
for resource allocation and fulfilment of the tasks expected of them. 

142. Steps will be taken during the Ninth General Programme of Work to ensure that WHO as a whole 
provides better support to Member States, both through its direct cooperation with countries and through 
its international health work; and that it uses the strength of each level of the Organization to the full, in 
order to reduce duplication and fragmentation of effort. Strengthening cooperation at the country level 
particularly with countries in greatest need is a fundamental way of ensuring a more unified Organization. 

143. For these reasons, it will be necessary to give WHO country offices more scope for cooperation with 
countries: 

- b y making greater use of WHO Representatives, knowledge and understanding of countries' views 
when WHO'S policy and strategy are being determined; 

- b y giving WHO Representatives the necessary staff，technical resources, information, means of 
communication and authority to respond in a proactive way to country health development needs 
and support other United Nations specialized agencies and bodies and other organizations in 
health-related work; 
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- by enhancing WHO Representatives' role in the context of improved coordination of operational 
activities of the United Nations system in countries; 

- b y strengthening capability for project development and management. 

144. It will also be necessary to make even greater use of WHO collaborating centres or other national 
centres having the necessary expertise to ensure the rapid application of research findings at the country 
level; and to review the delegation of authority at headquarters and in regions, giving consideration to such 
mechanisms as flexible intercountry and interregional interdisciplinary teams to enhance WHO，s 
effectiveness and to ensure a more rapid response. 

4. Mobilization and allocation of resources for WHO'S activities 

145. WHO has demonstrated considerable ingenuity in adjusting to 12 consecutive years of no real growth 
in the regular budget. For example, it has stimulated the use of collaborating centres, universities and 
networks of national research centres for technical expertise and exchange of ideas. Extrabudgetary 
resources increased from 21% of the budget in 1970-1971 to 51% in 1990-1991. Even with such an increase 
in extrabudgetary resources and better use of outside expertise, WHO's current resources and capacity are 
being overtaken by global change and increasing expectations. Further improvements must be made in the 
ways WHO uses its resources, which are said to be spread too thinly, or to give poor value for money, or 
to be deployed in areas where other international organizations may be better equipped to make an impact. 
The ratio of staff costs to other programme costs is said to be relatively high, at least in certain 
programmes. A core of permanent staff is essential but WHO must maintain the Âexibility to ensure that 
technical expertise is concentrated where it is needed, for example, through a greater use of expertise on 
a short-term basis for specific projects. 

146. In order to meet expectations more satisfactorily with the resources at its disposal, WHO must act 
in three ways: first, it must concentrate its financial and human resources on clear priorities; secondly, it 
must use its resources more efficiently; thirdly, it must mobilize new resources and use them more 
creatively. The first two methods are most likely to yield the best returns in the short and medium term, 
thereby contributing to realizing the third. 

147. In order to concentrate its resources on clear priorities, WHO will: 

-strengthen priority-setting for its own work as outlined above; 

-systematically study the involvement of other international organizations in health activities in 
order to ensure: 

- t h a t their priorities, policies and strategies in the health field, including the mobilization and 
use of resources，are fully coordinated with WHO's collectively agreed priorities and policies; 

“ t h a t WHO's financial and human resources are concentrated on activities promising maximum 
effect; 

- reduce or eliminate its financial support to activities of questionable value. 

148. In order to use its resources more efficiently and to provide better services to Member States during 
the Ninth General Programme of Work, and in the light of the reform process under way, WHO will: 

- r e l a te the allocation of human and financial resources more closely to planning and implementation 
in accordance with the results of monitoring and evaluation; 
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-closely examine headquarters’ and regional resources for cooperation with countries in order to 
concentrate on identified "priority countries"; 

-reconsider its organizational structure and the distribution of resources at various levels with a view 
to improving programme delivery and the efficient use of resources, determining the most 
appropriate level at which to use technical staff for cooperation with countries and for international 
health work; 

-consider the effectiveness of investing all WHO resources for support to a country in a single 
country programme. 

149. No matter how effective WHO may be in the use of its resources, there will always be a need for 
more. Extrabudgetary resources provide great opportunities for health development, supporting important 
specific health measures. Care must be taken to ensure that they are used in accordance with WHO，s 
collectively agreed policies; otherwise, the policies and budgetary priorities of programmes with large 
extrabudgetary resources could diverge as the Executive Board, the World Health Assembly and regional 
committees decide one thing and donors another. 

150. During the Ninth General Programme of Work, WHO will: 

-establish clearer indications of the use of foreseeable extrabudgetary resources in the proposed 
biennial programme budget; 

- r epor t to the Health Assembly on the use of all regular budget and extrabudgetary resources, and 
provide information on programme delivery in order to facilitate coordination and complementarity 
in the use of all resources in accordance with the Organization's policies; 

-analyse the factors which influence Member States to increase their extrabudgetary support; 

- invi te pledges to secure additional funds for important activities financed primarily from the 
regular budget; 

-establish greater coordination between headquarters and regional and country offices in mobilizing 
extrabudgetary resources. 

5. Maintaining WHO'S technical excellence 

151. The Organization is acknowledged to have unique access to international technical expertise. Crucial 
to maintaining and strengthening technical excellence are the competence, proficiency and capability of staff 
and advisers and the designation and involvement of WHO collaborating centres and other outside 
expertise. 

152. Technical and managerial competence, particularly that of country representatives, must be increased, 
and health policy formulation, planning and resource mobilization improved. Rotation of personnel 
between headquarters, regional offices and country offices should be promoted, and staff evaluation and 
training and development programmes enhanced. Better utilization of the staff and technical capabilities 
of WHO collaborating centres, and other national expertise, is essential. 

153. In order to maintain the technical excellence of the Organization, it is necessary to: 

-improve the ability to recruit and retain suitable and well-qualified staff; 

-improve the deployment，use, training, development, and appraisal of staff; 
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-improve access to and use of international and national expertise. 

154. During the Ninth General Programme of Work, WHO will: 

-evaluate current and planned country health programmes so as to determine the skills and 
qualifications required of WHO Representatives; 

- m a k e technical expertise and competence the overriding criteria in the selection and appointment 
of all staff by: 

-reviewing the effectiveness of current WHO procedures and criteria for selecting and 
appointing staff at headquarters, regional and country level, and establishing staffing patterns; 

一 assessing the effects of geographical distribution and politically motivated appointments on the 
ability of the Organization to fulfil its mandate; 

-establish appropriate criteria and procedures to maintain the technical skills and public-health 
competence of staff and ensure career development and continuing training and development 
programmes for all long-term staff; 

一 encourage staff rotation throughout the Organization; 

-review and update the guidelines and procedures for WHO collaborating centres, and promote the 
participation of such centres in activities of the Organization while: 

-establishing plans with each collaborating centre to determine tasks, to facilitate work to meet 
country and global health needs and to assess its impact; 

- u s i n g collaborating centres and other centres of expertise more efficiently in advocacy for health 
and in the transfer of knowledge to countries; 

-review the practices and criteria for technical consultation between the Organization and such 
bodies as universities and research institutions, and decide appropriate changes. 

6. Clarification of WHO'S role in the United Nations system 

155. WHO's Constitution establishes it as the directing and coordinating authority on international health 
work within the United Nations system. The efficient fulfilment of this function has become increasingly 
important owing to the growing involvement of organizations of the United Nations system and other 
international and regional organizations and funding agencies in health and health-related matters. Their 
increasing participation is very encouraging and necessary in view of the intersectoral nature of such matters 
and the regional and global aspects of many health problems. But overlapping of work must be avoided. 
Even though there is good collaboration thanks to the existence of such mechanisms as the UNICEF /WHO 
Joint Committee on Health Policy, the problems of collaboration must continue to be tackled, especially 
at country level. 

156. During the Ninth General Programme of Work WHO, in order to ensure close coordination within 
the United Nations system on health matters, will: 

-strongly advocate health as a fundamental human right; 

-enhance the capability of the WHO Representatives to cooperate with ministries of health in 
advancing intersectoral and interagency coordination for health; 
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-enhance WHO’s support for the operational activities of the United Nations system by ensuring 
that the WHO Representative makes full use of the Resident Coordinator's system in support of 
health development objectives at the country level; 

-collaborate with specialized agencies and bodies of the United Nations system in further improving 
interagency cooperation in health and development, and in particular strengthen WHO's support 
for their health-related work in order to achieve sustainable development; 

-provide information and make recommendations to countries, specialized agencies and bodies of 
the United Nations system and to donors about the effects on health of development projects; 

-participate effectively in the Administrative Committee on Coordination (ACC) and its subsidiary 
machinery, as well as in the Economic and Social Council, in order to enhance coordination in 
international health work and strengthen existing mechanisms for interagency cooperation; 

- u s e its technical capacity and expertise effectively at all levels, and work in a complementary and 
synergistic way to attract investment in health from within the United Nations system; 

- w o r k through the Inter-Agency Standing Committee (IASC) on Humanitarian Assistance and 
through coordinating bodies at country level to strengthen the links between development 
programmes and humanitarian relief action, so as to facilitate the transition from emergency relief 
to rehabilitation and development. 
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PROGRESS TOWARDS HEALTH FOR ALL BY THE YEAR 2000 
ESTIMATED GLOBAL VALUES FOR SELECTED INDICATORS FOR TARGETS OF THE NINTH GENERAL 

PROGRAMME OF WORK, 1980, 1990 AND ESTIMATES FOR 2000 
BASED ON LATEST AVAILABLE DATA 

Indicator 2000 
1 9 8 0 1 9 9 0 (estimate) Targets of the Programme 

Health status 
Life expectancy at birth (in years) 

• Global value 61 64 67 
• (Number of countries reporting a In all countries, life expectancy at birth will 

value of 60 years or over) (86) (ЮЗ) (111) be 60 years or over 
Infant mortality (per 1000 live births) 

• Global value 82 65 54 
• (Number of countries reporting a In all countries, infant mortality will be 50 

value of 50 per 1000 live births or under) (70) (83) (99) per 1000 live births or under 
Under-5 mortality (per 1000 live births) 117 92 74 

Disease status 
Poliomyelitis incidence 630 000 116 000 nil Eradication of poliomyelitis 
Dracunculiasis prevalence (adults) 12 million 3.0 million nil Eradication of dracunculiasis 
Leprosy prevalence 10.5 million 5.5 million 300 000 曰imination of leprosy 
Neonatal tetanus incidence 1 million 0.5 million negligible Elimination of neonatal tetanus 
Hepatitis-B carriers NA 350 million 400 million Control of hepatitis В among children 
Tuberculosis deaths 2.9 million 2.9 million 3.5 million Control of tuberculosis 
Malaria deaths 1.45 million 2.25 million 1.95 million Control of malaria 

Health care coverage《％) 

DPT third dose 8 83 98.5 ) 
Polio vaccine third dose 8 85 99 ) 
Safe water 52 75 86 ) Primary health care available to 
Sanitation 24 71 92 ) whole population 
Delivery of babies by trained personnel ？ 55 60 ) 
Health resources1 

Percentage GNP expenditure for health 3.2 3.0 
Per capita health expenditure (in US$) 111 135 

Central government expenditure only. 
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