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At the forty-fifth session of the Regional Committee, the Sub-Committee was 

mandated to monitor and assess the regional implications and progress of the ongoing 

reform process within WHO; to study, in particular, the alternative procedures for 

selecting the Director-General and regional directors, including the use of a search 

committee; and to report its findings to the Regional Committee at its forty-sixth 

session. 

This document summarizes the current status of WHO's response to the original 

Executive Board actions and subsequent stages in the process, highlighting those issues 

with particular regional significance. The Sub-Committee also studied the guiding 

principles and essential issues for the elaboration of a policy for equity, solidarity and 

health (WHOIPAC/95.1), on renewing the health-for-all strategy, in line with resolution 

WHA48.16. The Regional Committee is asked to discuss the recommendations of the 

Sub-Committee. 
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1. INTRODUCTION 

The Sub-Committee reviewed and discussed the progress and regional implications of the 

ongoing refonn process within WHO; the use of alternative procedures for selecting the 

Director-General and regional directors, including the use of a search committee; and the 

implementation of resolution WHA48.16 (adopted by the Forty-eighth World Health Assembly in 

1995) which, inter alia, endorsed the steps taken by the Director-General to update the health-for-all 

targets in response to global change, and requested him to take the necessary steps to renew the 

health-for-all strategy together with its indicators. 

2. CONCLUSIONS 

2.1 Status summary of the WHO Response to Global Change 

Following the framework of Executive Board Actions presented in the 1993 Report of the 

Executive Board Working Group on the WHO Response to Global Change, the Sub-Committee 

reviewed a summary of the current status (see Annex I). The Sub-Committee also studied the 

guidelines for a renewed health-for-all strategy associated with resolution WHA48.16 (see Annex 2). 

Based on these reviews, the Sub-Committee concluded that the following points have particular 

significance for the Region: 

• The overall response of the Organization to the Executive Board Actions is satisfactory 

and has provided potentially useful forums (e.g., the Development Teams) for regional 

input and consultation. The Secretariat's active participation in these forums was fully 

endorsed; the special regional initiative New horizons in health was commended for its 

relevance and responsiveness to regional needs; and the importance of continuous, 

meaningful involvement was emphasized. Similarly, the need for fully infonned 

participation by national representatives in forums addressing issues of the WHO 

Response to Global Change (e.g., the Executive Board, the World Health Assembly, the 

Regional Committee, et al.) was reaffirmed. 

• In relation to the nomination and tenns of office of the Director-General and the regional 

directors, it was noted that the Executive Board has established an ad hoc sub-committee 
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to consider the issue with respect to the Director-General. Since this group will report 

back to the Board in January 1996, this will be a more appropriate forum and time for 

input. Insofar as the post of Regional Director is concerned, the Sub-Committee saw no 

reason to change the current procedures governing nominations and terms of office. It 

was also felt that the introduction of a search committee would unnecessarily complicate a 

process that is at present working quite well. The importance of the Member States fully 

and diligently exercising their rights and meeting their responsibilities under the current 

procedures was emphasized. 

• Regarding Management Information Systems, the general work of the Development Team 

to date was endorsed. However, with respect to seeking common and more systematic 

approaches throughout the Organization, a few cautionary notes were sounded. There is 

an ongoing need to ensure that the unique needs of the Region and its Member States are 

met; that existing systems and approaches that are working well are incorporated where 

appropriate; and that proper emphasis is placed on making and keeping systems 

interactive and user-oriented. 

• With reference to a number of Executive Board Actions encompassing formal 

communications considerations among WHO Headquarters, the Region and the Member 

States, the need for more frequent and widespread communications among all participants 

was noted. The formal mechanisms for the flow of information between the 

Executive Board and the Regional Committee seem to receive little attention. 

• Considering the several Board Actions relating to coordination with United Nations 

organizations and other external support agencies, a concerted effort needs to be made to 

use more streamlined and unified approaches. While existing coordination is often quite 

useful and effective (e.g., WHO-UNICEF), in some cases, there is unnecessary 

duplication of effort and overlap. Both governments and external support agency officials 

need to work hard to minimize these discrepancies. Along these lines, the most important 

consideration is that health issues are adequately addressed. 

• Regarding the request that the Director-General seek approval from the World Health 

Assembly to assess overhead rates up to 35% for extrabudgetary programmes, the 

Sub-Committee reaffirmed the regional position that WHO should not become overly 
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focused on this issue and should be prepared to utilize regular budget funds to support its 

technical input to management of such programmes. The important point is not that 

extrabudgetary funds flow through WHO, but that such funds be more effectively applied 

to solving priority health problems. In this regard, WHO should encourage external 

support agencies to direct their funds to priority health programmes. 

2.2 Renewing the health-for-all strategy 

In addressing the implementation of WHA48.l6, the Sub-Committee focused its attention on 

the consultation document Renewing the Health-for-AII Strategy, Guiding Principles and Essential 

Issues for the Elaboration of a Policy for Equity, Solidarity and Health, WHO, Geneva, 1995. 

Discussions centered around the overall need for such a document, the extent to which this particular 

document meets the perceived needs, and the information gaps that need to be filled. 

There was general agreement that there is a distinct need for this type of document to serve 

as a guide to WHO, other external support agencies and Member States, as they respond to 

significant global change. While the document was seen as a good starting point that touches on a 

wide variety of important issues, there was considerable concern over the lack of clarity both in terms 

of presentation and purpose. Given that the document is intended to guide and facilitate an extensive 

consultation process involving a wide diversity of national interests, this was seen as a major 

shortcoming that must be overcome quickly if true consultation is to take place. 

-

The structure of the document does not provide a clear picture of the directions to be -

followed. In terms of content, it leaves a number of significant gaps in region-specific and country-

specific needs. 

There was also general agreement that the regional document New horizons in health reflects 

concepts and approaches that are quite important in renewing the health-for-all strategy. The global 

document should clearly allow for and encourage the expression of regional and national uniqueness. 

Although the timeframe associated with the consultation process seems, at first glance, to be 

extensive (extending to early 1997), it is, in reality, inadequate considering the interactions that are 

... 
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envisioned at the national level and the associated diversity of interests. Additionally, in many cases, 

the timeframe does not fit well with national development planning cycles. 

It was also considered important, and in some cases essential, that the consultation process be 

initiated through the "Head of Government" rather than the MinistrylDepartment of Health. In many 

national settings, the MinistrylDepartment of Health simply does not have the necessary influence to 

bring about the kind of intersectoral collaboration that is desired. This requires support and advocacy 

at the highest levels of government. 

In reviewing the document in detail, the Sub-Committee noted the need for more explicit 

information in some areas (e.g., nutrition and health sector response to emergency situations), and 

identified several issues that would benefit from full discussion by the Regional Committee. 

Included among these issues were the following: 

• The emphasis that the document places on narrowing the "gap" between the developed 

and the developing or least developed countries is quite appropriate. This is a crucial 

issue in the Region, and concerted strategies to eliminate the "gap" are needed. What is 

the role of the health sector at the regional and national levels in developing and 

implementing such a strategy? 

• The document addresses capacity building from a resource point of view. This is 

appropriate and important. But, capacity building from a "political will" point of view is 

crucial and is not given enough emphasis. How can the health sector do a better job of 

influencing "political will"? 

• The multinationals and the private sector should be involved in consultations on health 

issues. Any effective response to global change must account for the significant influence 

of the private sector. What pragmatic steps can be taken to enhance collaboration and 

coordination among WHO, national and local governments and the private sector in 

resolving priority health problems in the Region? 

• The problems of small island developing states are not given sufficient attention in the 

document, including the problems of diminishing levels of development assistance and 

the effects of climatic change. How can this perspective be best incorporated in the 

document, and can the health sector do anything about diminishing levels of development 

support? 
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3. RECOMMENDATIONS 

I . Recognizing the importance and effectiveness of ongoing regional involvement in the 

process of the WHO response to global change, the Regional Director and the Secretariat should 

continue to participate actively in the development process. 

2. There should be no change in the current procedures governing the nomination and terms of 

office of the Regional Director; a search committee would not be appropriate at this time. 

3. The Management Information System under development by the Organization should 

accommodate the unique needs of the Region, and incorporate existing Regional Office systems. 

4. The recommendation of the 1994 Sub-Committee regarding inclusion of Executive Board 

members in the delegations to the sessions ofthe Regional Committee is reaffirmed, and endorsed for 

the Regional Committee's attention. 

5. WHO should cooperate actively with other United Nations organizations and other external 

support agencies to avoid duplication of activities and thereby maximize the efficient and effective 

use of funds. 

6. There should be no change in the programme support costs of 13%; WHO should seek to 

-

mobilize additional extrabudgetary funds; and direct those resources to priority health programmes. -

7. New horizons in health should be a central influence in the Region's collaborative work in 

renewing the health-for-all strategy. This process should accommodate the full range of health needs 

ofthe Region through a wide-ranging consultative process. 



) ) 

SUMMARY OF REGIONAL VIEWS AND STATUS OF IMPLEMENTATION OF THE EXECUTIVE BOARD ACTIONS 

EXECUTIVE BOARD WORKING GROUP REPORT ON THE WHO RESPONSE TO GLOBAL CHANGE 

Report section 

4.1 
Mission of WHO 

Executive Board action 

(I) Request the D-G to make an annual assessment 
of the world health status and needs, and recommend 
relevant WHO priorities for international health 
action to meet those needs. 

(2) Request the D-G to analyse and define year 
2000 specific objectives and operational targets, 
measured by precise indicators, and mobilize 
resources to ensure their attainment. 

Regional views and status of implementation 

A decision was taken to make an annual assessment of the world 
health status. This is linked to EB action (46) and progress report 
document EB93/ll Add.l. The proposal was endorsed by EB93. 
This is likely to require substantial regional staff resources. 
Regarding priorities for international health action, regional 
priorities may not always match global priorities; particular 
attention should be paid to harmonization. 

TIle World Health Report 1995 - Bridging the Gaps was 
presented to the World Health Assembly in May 1995. 

The Regional Committee, at its forty-fourth session, endorsed 
global and regional efforts to redefine the mission of WHO in 
realistic, outcome-orientated terms, and supported the idea of 
taking an objective look at the nature and extent of the Region's 
activities in the light of regional priorities. WHO should not 
promise more than it can deliver, and resources should be focused 
on regional priority issues. This will require a comprehensive 
review of all programmes, consistent with the established 
priorities. WPR is in the process of doing this already (e.g., 
environmental health and malaria), and has incorporated this 
approach in the 1996-1997 budget development process. To 
facilitate a more fundamental analysis of the situation, the Sub
Committee recommends that the RD prepare a paper reassessing 
the role of WHO in the Region for submission to the Regional 
Committee at its forty-fifth session. At the global level, this is 
shown in progress report document EB93/11 Add.2. The 
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Report section Executive Board action 

(3) Request the D-G, to the extent that targets will 
not be met, to propose alternative strategies and 
plans, with budgetary resources required, for 2005, 
20 I 0 or other years as appropriate. 

(4) Request the D-G to study the feasibility of 
organizing international workshops or other forums 
to develop consensus for changes in strategy for 
health for all; stress health promotion and disease 
prevention. 

) 

Regional views and status of implementation 

proposal of the D-G to set specific objectives and targets, 
particularly on the Ninth General Programme of Work 
concentrating on the solution of major health problems was 
endorsed by decision EB93(7). Further reporting will be made to 
the ninety-fifth, ninety-sixth and ninety-seventh sessions of the 
EB (January and May 1995 and January 1996). 

The Regional Director presented New horizons in health to the 
Regional Committee in September 1994. The targets and 
objectives of the programmes under the 9th GPW were 
included in the budget for 1996-1997. This will be included in 
the review of the health-for-all strategy. The Sub-Committee 
recommends to the Regional Committee (at its forty-sixth 
session in September 1995) that the document New horizons in 
health should be a central influence in the Region's 
collaborative work in renewing the health-for-all strategy. 
This process should accommodate the full range of health 
needs of the Region through a wide-ranging consultative 
process. 

At the WHO/HQ level, status under (2) above applies. At the 
regional level, major implications beyond those mentioned in (2) 
above, include identifying major milestones for 2005, 2010 and 
beyond if possible. 

Part of the report of the Development Team on WHO Policy 
and Mission. This will be taken up in the review of the health
for-all strategy. 

At the WHO/HQ level, status under (2) above applies. It is 
important that such meetings be well-prepared and designed to 
produce real consensus. All too often the consensus reached in 
such meetings is so broad as to be ineffective. Consensus also 
needs to be developed at regional and country levels to ensure 
coordination of programme efforts. The Sub-Committee 

) 
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Report section 

4.2 
Governing bodies 

4.2.1 
WHA 

4.2.1.1 
WHA resolutions 

4.2.1.2 
Method of 
work of the 

) 

Executive Board action 

(5) To submit to the 47th WHA in 1994 a proposed 
resolution authorizing the EB to establish a routine 
procedure for prior review of all resolutions 
proposed to the WHA that have potential impact on 
the objectives, policy and orientations of WHO, or 
that have implications in terms of staffing, costs, 
budgetary resources and/or administrative support. 

) 

Regional views and status of implementation 

recommends that such workshops also be conducted at 
regional/subregional level to facilitate feedback from Member 
States. 

Part of the report of the Development Team on WHO Policy 
and Mission. This will be taken up in the review of the health
for-all strategy. 

Action at the WHOIHQ level was detailed in progress report 
document EB93/11 Add.3; the proposal to establish a routine 
procedure for prior review of all resolutions to the WHA was 
endorsed by resolution EB93.RI, submitted to the 47th WHA and 
endorsed by resolution WHA47.14; implementation started in 
January 1994. The Regional Committee, at its forty-fourth 
session, endorsed this EB action, noting that regional resolutions 
will include provision for time limit, evaluation, reporting and 
resource implications, as appropriate. Having a more detailed 
assessment of resource implications will be helpful to the Region 
in planning its own work. Inclusion of provision for time limit, 
evaluation and reporting, as appropriate, as an integral part of 
WHA resolutions will improve programme performance. 
However, meeting this requirement to respond to resolutions that 
come from the floor during WHA deliberations (e.g., budgetary 
reform, WHA46.35) may be a problem. 

(6) Request the D-G to submit to the Board in Action at the WHOIHQ level was detailed in progress report 
January 1994 further proposals for improvements in document EB93/11 Add.4, with follow-up due in two to four 
the method of work of the WHA, to focus years. The Regional Committee, at its forty-fourth session, 

~ i in 
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Report section 

WHA 

4.2.2 
EB 

4.2.2.1 
EB 
decisions 

Executive Board action 

discussions and realize further economies in the 
duration and cost of the Health Assembly. 

(7) Request the Secretariat to identify clearly in EB 
documents the issues that require the advice, 
guidance or decision of the EB. 

(8) Ensure that EB discussions genuinely focus on 
and reach clear conclusions and decisions with 
respect to all issues concerning health policy, 
technical, budgetary and financial aspects or other 
overall supervisory or advisory functions. 

(9) Request the Secretariat to prepare summary 
records that are more succinct and focus more on 
conclusions and decisions reached. 

) 

Regional views and status of implementation 

suggested shortening the duration of the WHA to one week in 
non-budget years and nine days in budget years. The Sub
Committee noted the attempts being made at the WHA level, 
including the replacement of Technical Discussions by technical 
briefings. At the regional level, a significant contribution could 
be made by the Regional Committee representatives by improving 
the quality of their participation. This should also be done at the 
WHA level. 

Action at the WHO/HQ level was detailed in progress report 
document EB93/11 Add.5; a new document format was 
introduced in January 1994 and approved by decision EB93(9). 
This also approved shortening the summary records, which is 
already being done at the regional level in Regional Committee 
documentation. 

At the WHO/HQ level, the status under (7) above applies. The 
Regional Committee has been working consistently on this at its 
sessions over the last few years, particularly with respect to 
improving transparency of the budgetary process. With reference 
to securing maximum transparency, accountability and efficient 
use of WHO's resources, the Regional Committee, at its forty
fourth session, addressed the question of the appropriateness of 
regional and country allocations in relation to current needs and 
capabilities, and suggested that a zero-based budgeting approach 
should be adopted in determining the programme budget and such 
a budget should not exceed available funding. 

At the WHO/HQ level, status under (7) above applies. Regional 
Committee documentation has been moving in this direction for 
sometime. 

) 
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Report section 

4.2.2.2 
Method of 
work of 
the EB 

4.2.2.3 
Programme 
Committee 
of the EB 

) 

Executive Board action 

(10) The EB should establish subgroups to meet 
during, and as part of, the EB sessions each year, to 
review and evaluate specific programmes. 

) 

Regional views and status of implementation ------

In lanuary 1994, the EB began a trial programme review by 
subgroups of the Board itself. At its meeting in May 1994, the 
EB formalized the process and established three subgroups of the 
Board to review a number of WHO programmes each year. As 
decided by the EB in resolution EB93.R13 and endorsed by the 
47th WHA, resolutions WHA47.6 and WHA47.7, two 
Committees of the Board were established. One Committee is on 
Programme Deveiopment, and the other on Administration, 
Budget and Finance. These Committees consist of seven 
members each and will meet outside the regular sessions of the 
EB and report to the Board itself (see Annex 2 for full details). 
The EB subgroups and Committees will require considerable 
input of information from the regions. The Sub-Committee of the 
Regional Committee on Programmes and Technical Cooperation 
addressed the issue of programme review and evaluation at 
the regional level. The Sub-Committee recommends that EB 
members representing countries from the Western Pacific Region 
should also attend the Regional Committee to ensure continuity 
and linkages between governing-body levels, and report on 
activities and discussions that took place at the EB and the two 
Committees (Programme Development, and Administration, 
Budget and Finance). 

(II) The EB should use the subgroups to advise on Same as (10) above. 
"cross-programme" issues such as administration and 
finance. 

(12) The EB should reconsider the need for, and the 
terms of reference of the Programme Committee of 
the EB. 

Action at the WHOIHQ level was detailed in progress report 
document EB93/11 Add.6; resolution EB93.R13 changed the 
Programme Committee to the Programme Development 
Committee (see (10) above); its plan of work will be established 
by the EB. 
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Report section 

4.2.2.4 
Nomination 
and terms of 
office oftbe 
D-G and RDs 

4.2.2.5 
ParticipatiOil 
of ED members 
in the work 
of WHO 

Executive Board action Regional views and status of implementation 

(13) To fonn a special ad hoc sub-committee of the At EB93, it was decided that views of Member States and 
EB to consider options for nomination and tenns of regional committees would be solicited and reported to the EB in 
office of the D-G and RDs, including the use of January 1995 (see document EB93111 Add.7). The use of a 
search committees. search committee is theoretically attractive, but important issues 

(14) To establish a small working group to 
recommend how to: improve ways in which the 
board members are designated; improve the 
selection procedures for the officers of the Board; 
and achieve more active involvement of all members 
throughout the year in the work of the Organization. 

) 

of make-up (i.e., selection of committee members) and method of 
operation need thorough evaluation. The Regional Committee, at 
its forty-fourth session, discussed the issues at length but no 
consensus was reached. The Sub-Committee of the Regional 
Committee on Programmes and Technical Cooperation was asked 
to review and assess all aspects of the various mechanisms (e.g., 
search committee), and to report the results of its discussions to 
the Regional Committee at its forty-fifth session in 
September 1995. 

The Executive Board, at its DiDety-fifth sessioD, establislled as 
ad hoc group of six memben to cODsider tile optiou for 
DominatioD and terms of office of the D-G. The gro.p will 
report to the Executive Board, at its Diaety-seveatla sessioIl, ia 
JaDuary 1996. 

The Sub-Committee recommeDds to the .Regioul Committee 
<at its forty-sixth sessioD iB September 1995) tlaat BO c .... 
should be made to the procedure for DomioatioD aad tenas of 
office of the regioaal directon. It does Dot reco...... tile 
use of a search committee at tbis stage. 

This is discussed in the Report of the EB Programme Committee 
document EB93/11. The EB consensus is reflected in decision 
EB93(l2), which requests the D-G to emphasize to Member 
States entitled to designate a person to serve on the Board the 
need to designate persons who are technically qualified in the 
field of health, recalling the provision of article 24 of the 
Constitution. The current procedure in WPR, including the 
"gentlemen's agreement" regarding representation of United 
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Report section 

4.2.2.6 
EB polling of 
Member State 
opinions 

) 

Executive Board action 

(15) The EB should conduct, from time to time, 
surveys of Member States' opinions and perceptions 
of the work of WHO. 

) 

Regional views and status of implementation 

Nations Security Council permanent members, seems to work 
well. An informal meeting of the Regional Committee 
representatives is convened to come to a consensus on the 
selection of EB members from the Region and officers for the 
WHA. Including EB members (regional) in Regional Committee 
delegations has been useful in strengthening linkages betweeen 
the EB and the Regional Committee and should be further 
encouraged. Discussions of the Sub-Committee emphasized the 
need to ensure that: technically qualified EB members are 
selected; EB members become more actively involved in the 
work of WHO; and new EB members are more thoroughly 
briefed. 

At the EB level, implementation would start in 1995, together 
with recommendations (2) and (3). From a regional perspective, 
properly conducted surveys could provide useful information for 
decision-making. These surveys should be well thought out and 
should advocate a broad consensus on regional and global 
outcomes. The Sub-Committee noted the need for regional 
involvement in carrying out such surveys and guiding their 
direction. In this context, the Sub-Committee itself could look at 
broader issues as part of its country visits. 

The Executive Board therefore decided in decision EB95(2) that 
the opinion of Member States on the work of WHO should be 
surveyed through the continuous consultation mechanisms set up 
in all regions and through the mechanisms established for 
coordination and consultation with the governing bodies: namely, 
the Programme Development Committee and Administration, 
Budget and Finance Committee of the Executive Board; that 
other means be found to survey from time to time the opinion of 
Member States on specific aspects of WHO's work; and that the 
Board be kept informed of the opinion of Member States. 
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Report section 

4.2.3 
Regional 
Committees 

4.2.3.1 
Metbod of 
work of 
Regional 
Committees 

4.3 
Heaclqurten 

4.3.1 
Policy 
determiDatioll 

Executive Board action 

(16) Request the regional committees to study their 
own method of work and report to the EB in January 
1995. 

(17) Request the D-G to consider the establishment 
of a policy development team, utilizing current staff, 
to orient the long-term vision, policy direction and 
programme priorities for the health sector and WHO. 

) 

Regional views and status of implementation 

The Regional Committee. at its forty-fourth session, affirmed the 
current method of work as generally effective, especially as it 
relates to health policy, budgetary and financial matters. 
Nevertheless, the Sub-Committee on Programmes and Technical 
Cooperation was asked to review the method of work of the 
Regional Committee, further assess the regional implications of 
the Report of the Executive Board Working Group, prioritize 
these regional implications in relation to regional priorities, and 
prepare a background document to guide discussion of this 
agenda item by the Regional Committee at its forty-fifth session. 
The Sub-Committee generally endorsed the current method of 
work of the Regional Committee, but emphasized the need for 
ongoing review and evaluation in the light of changing 
circumstances and health needs in the Region. The view WIS 

supported that the Regional Committee and its Secretariat should 
always be searching for more effective ways of doing things, 
including the idea of sharing information and experience among 
other regions. 

De Executive Board decided to review tile medled of work • 
tile Regional Co.mittee ia tit... to four years (DI95(l), 
January 1995}. 

At the WHOIHQ level. the Global Policy Council, Mwv g heut 
Development Committee and developmeat teams have been 
established, and Regional Office participants have been 
designated. The WPRO Programme Committee and RI7s weekly 
meeting with Programme Directors cover this issue at the regional 
level. The Sub-Committee notI=d the developments at the 
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Report section 

4.3.2 
Management 
information 
systems 

) 

Executive Board action 

(18) Request the D-G to strengthen and develop, 
with the RDs, an improved policy planning and 
analysis capability/system to recommend clear 
priorities for programme objectives, targets and 
budgets. 

(19) Request the D-G to propose and implement 
appropriate management and communication 
systems, particularly with the RDs, to achieve the 
designated objectives and targets according to the 
priorities identified. 

(20) Request the D-G to provide a detailed analysis 
of the current status, capability, compatibility, plans 
and programmes of existing management 
infonnation systems throughout the Organization. 

) 

Regional views and status of implementation 

WHOIHQ level and encouraged active and infonned WPR 
participation. 

At the WHO/HQ level, a Management Development Committee 
and Global Policy Council have been established, and Regional 
Office participants have been designated. The Regional 
Committee, at its forty-fourth session, noted that WPR has made a 
special effort to maintain consistency with organizational policy. 

At the WHO/HQ level, Management Development Committee, 
Global Policy Council and development teams have been created, 
as detailed in progress report document EB93111 Add.8. The 
proposal was endorsed by decision EB93( I I), with regular 
reporting to the Programme Development Committee. This is 
linked to EB action point (20) below. 

Part of the report of the Development Teams on Programme 
Development and Management, and Management 
Information Systems, and covered in the revised programme 
budgeting process. 

Action at the WHO/HQ level is shown in progress report 
document EB93/11 Add.8. The proposal was endorsed by 
decision EB93(l1). The development team on infonnation 
systems was created and a report was presented to the ninety
fourth session of the EB (May 1994). Plans for implementation 
are to be completed in mid-1995. At the regional level, Regional 
Office experience/expertise in management infonnation systems 
is being shared with other regions. 

Part of the report of tile Development Teams OD Programme 
DevelopmeDt and MaaagemeDt, aDd MaaagemeDt 
Information Systems. 
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Report section 

4.4 
Regional Offices 

4.4.1 
Staffing needs 
and patterns 

Executive Board action 

(21) Request the D-G to review the effectiveness of 
current WHO procedures and criteria for the 
development of appropriate staffing patterns and the 
selection and recruitment of staff. 

) 

Regional views and status of implementation 

The Sub-Committee recommends to tbe Regional Committee 
(at its forty-sixth session in September 1995) tbat tbe 
recommendation of the 1994 Sub-Committee regarding 
inclusion of Executive Board members in tbe delegations to 
tbe sessions of tbe Regional Committee sbould be reaffirmed 
and endorsed. 

This is an extremely important matter that requires careful 
examination of a number of issues, including: the appropriate 
mix of scientists, generalists and programme managers; the issue 
of post ownership as it relates to recruitment; cross-programme 
sharing of staff; staff rotation (particularly frwn. HQ to the field); 
and the resources required to implement any changes. Personnel 
procedures will have to be reviewed thoroughly in the light of 
recommended changes. The Regional Committee, at its forty
fourth session, endorsed this view, emphasizing need for an 
assessment of resources required to implement recommended 
changes. The Regional Committee strongly emphasized the 
importance of the role of regional offices, and recommended 
further delegation of authority, particularly in areas where certain 
regions have a particular interest (e.g., in malaria). At the 
WHOIHQ level, development teams were created to implement 
activities, and Regional Office participants were designated. In 
addition, the Sub-Committee pointed out the need for including 
personnel in administration and management positions in the 
scope of this EB action. Also, the importance of being able to 
work effectively in cross-cultural situations was emphasized (it 
was not enough simply to have the appropriate technical 
background). 

The Development Team OD WHO Penonael Policy is covering 
this issue. The Team will report to the Executive Board iu 
Jauuary 1996. 
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Report section 

4.4.2 
Technical 
consultants 

4.4.3 
Communications 
and 
collaboration 

) 

Executive Board action 

(22) Request the O-G, in collaboration with the ROs, 
to review the practices of providing technical 
consultation for the Organization and identify 
changes needed. 

(23) Request the O-G to review the current 
delegation of authority between headquarters and 
regional offices and introduce appropriate changes. 

) 

Regional views and status of implementation 

Consideration of cost implications is extremely important 
(particularly, increases in consultant fees). More effective 
utilization of the expert panel system (including 
selection/designation process) and collaborating centre staff 
should be explored. The Regional Committee, at its forty-fourth 
session, endorsed this view, noting the need to include an 
examination of the potentials of expert panels and collaborating 
centres, and the need to consider cost implications of all 
recommendations. Also, the need to expand the pool of available 
consultants was recognized. 

This is covered by the Development Team on WHO 
Programme Development and Management. 

The Regional Committee, at its forty-fourth session, noted that 
the current mechanism has worked reasonably well in the Western 
Pacific Region. However, the Regional Committee strongly 
expressed the need for further delegation of authority and 
devolution of responsibility to the Regional Office and on to 
country level. The Regional Committee also stressed the need for 
clarification of roles and responsibilities of the different levels of 
WHO. At the WHOIHQ level, progress report document 
EB93/11 Add.9 reported that the Global Policy Council is 
following up and will report at a later stage with the conclusions 
of the development team on Programme Development and 
Management. The Sub-Committee emphasized the need for 
regional involvement in this process. 

This is covered by the Development Team on WHO 
Progranune Development and Management. 

(24) The EB should include as part of its working This has no particular regional implications, although it is related 
agenda, on a regular basis, meetings with the RDs. to the issue of improving the linkages between the EB and the 
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Report section 

4.5 
Country Offices 
WHO 
Representatives 

4.5.1 
WRs' 
responsibilities 

Executive Board action 

(25) Request the D-G to evaluate current and 
planned country health programmes and determine 
the profile of skills and qualifications required to 
select highly qualified WRs. 

(26) Request the D-G to develop appropriate 
procedures for ensuring career development of the 
WRs. 

) 

Regional views and status of implementation 

Regional Committee (referred to in Section 4.2.2.5) Action at the 
WHO/HQ level was detailed in progress report document 
EB93/l\ Add.6. The proposal to improve the Board's discussions 
with RDs was endorsed by decision EB93(10). 

If carried out thoroughly, this should lead to the selection of WRs 
who are better equipped to deal effectively with a wide range of 
issues related to health. At present, most WPR WRs have 
medical degrees. While medical qualification is desirable, more 
use could be made of health professionals with other 
backgrounds. Selection should be based on technical ability, 
administrative experience, and required professional skills. The 
Sub-Committee endorsed this view, noting that, at the WHOIHQ 
level, studies were being undertaken by the development teams; 
Regional Office participants have been designated and a 
background paper prepared by the Regional Office. 

This is part of the report of the Developmeat Tea .. 011 tile 
Role of WHO Couatry OffICes. The report _ praellted to 
tile Execlltive Board ill May 1995 IUId flIrt:ller deaIiII will be 
preseated i. Jan.ry 1996. 

If done in a thorough, professional maaner, this would help 
ensure the recruitment and retention of well-qualificd people. At 
present, WR's briefmg, trainins and career developmeat Ire not 
standardized and there is no clear strategy. Also, there is DO clear 
policy of rotation within or between regions. Consideration 
should also be given to aline"",, a percaatage of the reponaI 
budget (e.g., 1%) specifically for staff develOJAl rnt aDd traiDiDg; 
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Report section 

4.5.2 
WRand 
intersectoral 
coordination 

) 

Executive Board action 

(27) Request the D-G to direct the RDs and the WRs 
to provide the leadership in intersectoral 
coordination among the UN agencies and between 
major donors. 

} 

Regional views and status of implementation 

appropriate staff performance appraisal; early identification of 
potential WR candidates from among professional staff and 
putting them on an appropriate career track; and establishing a 
maximum period for posting to a particular country of 4-5 years, 
in conjunction with a comprehensive policy on rotation. The 
Regional Committee strongly re-affirmed the importance of WRs' 
and CLOs' offices for country operations. The Sub-Committee 
stressed that, at the WHO/HQ level, studies were to be undertaken 
by a development team; Regional Office participants have been 
designated and a background paper prepared by the Regional 
Office. 

Tbis is part of tbe report of tbe Development Team on tbe 
Role of WHO Country Offices. The report was presented to 
tbe Executive Board in May 1995 and furtber details will be 
presented in January 1996. 

This is a mandate that the RDs and WRs already have. The real 
question is how to enhance their ability to carry out this role, 
assuming that people with the appropriate skills and qualifications 
have been selected in accordance with Section 4.5.1 above. To be 
more effective, WRs would need to have: a level of 
representation consistent with other agencies, especially UNDP; 
adequate staff; and be supported with clear, concise and 
unambiguous programme and policy information. The Regional 
Committee, at its forty-fourth session, endorsed this view, and the 
Sub-Committee stressed that, at the WHOIHQ level, studies were 
to be undertaken by a development team; Regional Office 
participants have been designated and a background paper 
prepared by the Regional Office. 

Tbis is part of the report of the Development Team o. the 
Role of WHO Country Offices. The report was presented to 
the Executive Board in May 1995 and further details will be 
presented in January 1996. 
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Report section 

4.5.3 
Delegation 
of authority 
toWRs 

4.5.4 
WRs' 
iIlvoWe.att 
ia poky 
aad t taja! 

dial.,.. 

Executive Board action 

(28) Request the D-G to review, update and 
standardize the delegations of authority, the country 
office administrative/management and operating 
procedures, and the basic operating resources for WR 
offices. 

(29) Request the D-G to review the role of the WR 
and recommend appropriate measures to strengthen 
the iIItegrwtion of the work of the WR into the policy 
and strategy developme!lt of the OrgInization. 

, 

Regional views and status of implementation 

The Sub-Committee recommends to the Regional Committee 
(at its forty-sixth session in September 1995) that WHO 
should cooperate actively with other United Nations 
organizations and other external support agencies to avoid 
duplication of activities and thereby maximize the efTlCient 
and effective use of funds. 

The current general delegation of authority in WPR is clear and 
adequate in most cases. The extent to which this delegation is 
exercised, however, varies considerably from country to country 
(i.e., WR to WR). If WRs with appropriate skills and 
qualifications are selected in accordance with Section 4.5.1 above, 
the implementation of delegation of authority should become 
more consistent throughout the Region. The Regional 
Committee, at its forty-fourth session, endorsed this view (see 
also comment under Section 4.4.1(21). The Sub-Committee 
noted that, at the WHOIHQ level, studies were to be undertaken 
by the development team; Regional Office participants have been 
designated and a background paper prepared by the R.egioJW 
Office. 

Tlab is part of the report of tile Developllle8t Tea. 011 die 
Role of WHO Co_try Oftic:es. TIle report ,... pre. .... to 
tile EXC<:1Itive Board i. May 1995 ud f1u1Iter detaiIr wiI lie 
presellted ill Jaaury 1996. 

Twice-a-year meetings with WRs at the Regional Office Ire 

intended to help ensure this kind of involvement. 'These forums 
clearly provide the opportunity for substautive iDput from WRs. 
WRs may benefit from attending Regional Committee sessioas. 
The development of clearer, more concise progi.ume .. policy 
information for WRs would improve the likelihood of a:IIie. iDa 
substantive involvemcnt. The Rqjonal C ....... ·n I, It • forty-
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Report section 

4.5.5 
WHO 
representation 
in Member 
States 

4.6 
Coordination 
with UN and 
other 
ageMies 

4.6.1 
UN strnctural 
reforms 

} 

Executive Board action 

} 

Regional views and status of implementation 

fourth session, endorsed this view; and the Sub-Committee noted 
that, at the WHO/HQ level, studies were to be undertaken by a 
development team; Regional Office participants have been 
designated and a background paper prepared by the Regional 
Office. 

This is part of the report of the Development Team on the 
Role of WHO Country Offices. The report was presented to 
tbe Executive Board in May 1995 and furtber details will be 
presented in January 1996. 

(30) Request the D-G to inquire among Member The emphasis of this EB action is on developed countries. The 
States their interest in having alternative forms of designation of WRs and CLOs in all countries in WPR is not 
WHO representation. feasible. A WHO focal point (national staff) at country level is 

(3\) Request the D-G to ensure that the 
Organization be active in its response to the 
structural and operational reforms taking place in the 
UN .and its programmes. 

important to enhance cooperation and coordination. See 
(25)-(29) above for status. 

This is part of the report of the Development Team on the 
Role of WHO Country Offices. The report was presented to 
tbe Executive Board in May 1995 and farther details will be 
presented in Jannary 1996. 

The underlying message for national health authorities is that 
improved coordination is needed among national agencies in their 
relationship with UN and other external support agencies. The 
Regional Committee, at its forty-fourth session, endorsed this 
view, indicating the need for commensurate concern at the 
national level. The Sub-Committee discussions pointed to the 
need to reinforce the WHO Representative's appropriate role in 
UN forums. 
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Report section 

4.6.2 
Country and 
global 
coordination 

4.6.3 
WHO 
coordiution 
of health 
resources 

Executive Board action 

(32) Request the D-G to engage in discussions with 
appropriate elements of UN leadership to ensure 
optimal use of UN "unified offices" with UN 
specialized agency coordinators. 

(33) Request the D-G to present appropriate 
information and recommendations to the UN/donor 
agencies to include disease surveillance, prevention, 
and control as an integral component of each 
development project. 

J 

Regional views and status of implementation 

This is part of the report of the Development Team OD tbe 
Role of WHO Country Offices. The report was presented to 
the Executive Board in May 1995 and furtber details will be 
presented in January 1996. 

While "unified offices" offer potential administrative economies, 
the location of specialized agencies in their counterpart national 
organizations (e.g., the Ministry/Department of Health in the case 
of WHO) offers the possibility of improved service. The 
WHO/WPR practice of locating offices in the 
ministry/department of health insofar as possible is preferred. 
The Sub-Committee again stressed the importance of WHO 
defining and promoting a relevant role for itself in the UN system, 
and strongly supported the idea of a unified approach among UN 
agencies to programme development and implementation. 

Tbis is part of tbe report OD WHO Programme DeYeIopIDeat 
and Managemellt. 

The Regional Committee, at its forty-fourth session, noted that 
the major responsibility for advocating, among UN/donor 
agencies, the integration of health concerns in the development 
decision-making process must be shouldered by the WR. 1be 
Regional Secretariat has initiated specific projects on integrating 
health and environment considerations in sustainable 
development planning in the Philippines and Viet Nam; Urban 
Health Development initiatives have been launched in China, 
Malaysia and Viet Nam. The Sub-Committee supported these 
types of approaches, and suggested that they be widely promoted 
elsewhere. 

This is part of the report 011 WHO Piocnua-- De. II •• r_ 
ud Mauge.aeat. 
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Report section 

4.6.4 
UN regional 
standardization 

4.7 
Budgetary 
and 
financial 
cOlisideratioDs 

4.7.1 
Extrabudgetary 
programmes 
and funding 

) 

Executive Board action 

(34) Request the O-G to engage in dialogue with the 
UN Secretariat to study means for reducing 
differences in regions and operation procedures 
among UN agencies. 

) 

Regional views and status of implementation 

Lack of standardization does cause some problems in WPR (e.g., 
when dealing with ASEAN issues; and issues affecting the Indo
China peninsula). Much stronger operational and functional 
linkages could and should be developed among regions and 
organizations. Geographical standardization may be helpful, but 
it is not at the heart of cooperation and coordination problems. At 
the WHOIHQ level, this EB action will be considered for later 
implementation when planning for actions (29)-(33) is more 
advanced. The Sub-Committee pointed to the importance of 
socioeconomic and technical issues in making these geopolitical 
decisions. 

This is part of the report on WHO Programme Development 
and Management. 

(35) The EB should consider assigning an EB This has no particular regional implications. In many cases, this 
member to sit on the management committee of each is already done at the WHO/HQ level. 
major extrabudgetary-funded programme to facilitate 
coordination and compatibility of policies, decisions 
and priorities with those of the WHA/EB. 

An analysis of the membership of the mlUUlgement 
committees of the major extrabudgetary-funded programmes 
that held meetings in 1994 shows that one or more Board 
members, or their alternates, have generally been present at 
such meetings. Staff of missions in Geneva, who may be 
advisers to the Board members, also sometimes participate in 
management committees, but they do not have any mandate 
to speak for, or report back to, the Board. 

Such represeDtatioD is not the consequence of uy formal 
requirement, but is tile result of the DOnnal processes for 
ideDtifyiDg iDterested COUDtries and competeDt iDdividuals as 

> 
1:1 
1:1 

~ -

~ 
." 

'= ; 
ID ('l 
,~ 
.... ;::; c.._ 



Report section Executive Board action 

(36) Request the O-G to seek approval from the 
WHA to have authority to assess appropriate 
overhead rates, up to 35%, for extrabudgetary 
programmes. 

(37) The EB should establish a pledging system to 
secure additional funds for priority regular budget 
programmes. 

) 

Regional views and status of implementation 

members of management committees. Albeit informal, it is 
nevertheless an avenue for coordination. The Board has also 
decided in decision EB95(2) to examine the feasibility of 
assigning the follow-up of one or more programmes (whether 
funded from regular budget or extrabudgetary resources) to 
each Executive Board member, at no additional cost to WHO. 

Whether the overhead rate of up to 35% is justified or not 
depends on a number of significant related organizational changes 
(e.g., a move to seek extrabudgetary funding on a competitive 
basis; resolution of issues related to quality, cost-effective 
service; the resolution of problems related to staffmg needs and 
patterns, etc.). In the absence of the resolution of these related 
issues, WHO cannot support a standard 35% overhead charge. If 
this is insisted on, WHO may face difficulties at the regional level 
in attracting extrabudgetary funds. A more rational approacb that 
recognizes the actual overhead cost of implementing activities in 
the various regions and incorporates these costs in project 
proposals would be preferable. At the WHOIHQ level, this 
matter is being studied; outcomes will be reported to the ninety
fifth session of the EB (January 1995). The Sub-Committee 
stressed that 35% should be considered a maximmn level, and 
that good programme management would ensure levels 
considerably lower. 

The Sub-Committee recGlIllllellcis to tile Regioaal Committee 
(at iu forty-sixtb session iu September 1995) that tIIere _aid 
be DO ebange in the programme support eosu of 13%; WHO 
sbould seek to mobilize additional es:trabadgetary f1utds; aU 
direct those resources to priority health progruames. 

This is a good idea in principle. However, a great deal of 
bureaucratic streamlining would be required to make such a 
system effective. Historically, WHO has been very cautious in its 
approach to this area. From the WHOIHQ perspective, this EB 

) 

> = = It! 
~ ... 

1l ~ 
IJQ ~ 

~~ 
t") 
~ 

~ ... ... 



Report section 

4.7.2 
Budgetary 
inputs 
and outputs 

'> 

Executive Board action 

(38) The EB requests the O-G to establish budgeting 
systems/mechanisms to derive the greatest benefit 
from the process of budgeting by objectives/targets 
and to facilitate the achievement of priorities and to 
provide for periodic adjustments of these priorities in 
accordance with changing health needs. 

) 

Regional views and status of implementation 

action is to be implemented in 1995/1996 in conjunction with 
action (33). The Sub-Committee took note of the potential risks 
associated with initiating action on the basis of pledges. 
However, it felt that the potential benefits were substantial, and 
suggested taking a liberal position towards programme 
development on the basis of pledges, but a conservative position 
on implementation/fund disbursement (i.e., do not spend what you 
do not have on hand). Additional emphasis was placed on 
countries doing a much better job of preparing to receive and 
spend extrabudgetary funds. This includes the preparation of 
sound proposals consistent with established priorities, and the 
development of efficient implementation mechanisms. 

The Executive Board reviewed tbe D-G's report (EB95/18) 
and made DO decision. Tbe Board requested tbe D-G to keep 
the issae under review. 

In 1994-1995, WPR was the only region to fully support HQ 
priorities with related budgetary increases. The O-G and the RDs 
have to set aside a budget for priority programmes in 
1996-1997. This EB action emphasis was incorporated in WPR's 
1996-1997 budget development process; and the associated 
development of a long-term planning perspective and programme 
vision. The Sub-Committee emphasized the need for countries to 
allocate their own budgets in line with established, agreed 
priorities. 

On tbe issue of regional allocations, tbe Executive Board 
requested tbe D-G to continue dialogue witb Regional 
Directors. This issue will be discussed at the Regional 
Committee at its forty-sixtb session (provisional &geuda 
item 9.3). 
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Report section 

4.8 
Technical 
expertise 
and 
research 

4.8.1 
Technical 
competence 

Executive Board action 

(39) Request the D-G to improve the personnel 
procedures to ensure: technical competence as the 
primary basis for the selection and recruitment of 
staff; the design and implementation of appropriate 
career development and continuing education 
programmes; and the development of a staff rotation 
system between headquarters and regions. 

(40) The EB should draw to the attention of the 
WHA the impact on the quality of staff and on the 
ability of the Organization to perform its mandated 
functions due to politically motivated appointments. 

) 

Regional views and status of implementation 

As with the section on Staffing needs and patterns (4.4.1) no 
assessment of increased financial resource requirements has been 
made. Existing rules and regulations allow for selecting and 
maintaining technically competent people. Unfortunately, in 
practice, their application is sometimes too heavily influenced by 
political considerations. Suitability for international service is a 
criterion which is inextricably linked to technical competence. 
During discussions at the forty-fourth session of the Regional 
Committee, emphasis was placed on the need for examination of 
the issues of staffing needs and patterns, technicaVmanagerial 
competence, and technical consultants from a regional 
perspective. The Regional Committee reaffirmed its commitment 
to technical competence and suitability for international service as 
the primary criteria for staff selection at all levels. The Regional 
Committee also discussed expanding the pool of available 
consultants. At the WHOIHQ level, this EB action is to be 
implemented in relation to point (21). The Sub-Committee took 
note of the fact that this matter will be taken up by the 
development team on personnel policy. 

These issues are part of the agenda of tbe DevelopmeBt TealD 
OR WHO Personnel Policy. 

Politically motivated appointments may be a particular problem at 
other offices of WHO. Political considerations should not be 
overriding; people can be selected who accommodate political 
concerns amI are technically competent amI are suitable for 
international service. The Sub-Committee fully endorsed this 
view. 
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Report section 

4.8.2 
Research 
initiatives 

4.8.3 
WHO 
collaborating 
centres 

) 

Executive Board action 

(41) With a view to ensuring the best possible use of 
all resources available to the health sector, the D-G 
should review and update existing guidelines and 
procedures related to WHO collaborating centres and 
their participation in research initiatives for the 
Organization. 

(42) Request the D-G to require every programme to 
include a budgetary item for conducting basic 
science or operational research activities. 

(43) The EB should establish a small group to 
determine with the D-G ways to expand the use of 
the centres. 

) 

Regional views and status of implementation 

These issues are part of the agenda of the Development Team 
on WHO Personnel Policy. 

The forum for accommodating this at the regional level is the 
WPACHR and the RPD programme. The Regional Committee, at 
its forty-fourth session, endorsed this idea, noting that the current 
approach to applied research in the Western Pacific Region is 
working well and is a more cost-effective use of resources. At the 
WHOIHQ level, implementation is under way after a review of 
WHO's role in research by the EB and in close relation to points 
(19) and (20). 

Covered in the report of the Development Team on WHO 
Programme Development and Management. 

It is assumed that the reference to "every programme" refers only 
to technical programmes. As indicated above, the WPACHR
RPD forums provide for this in WPR. WHO should be involved 
principally in operational and applied research with relatively 
little basic research. A 1982 Scientific Group on Research Needs 
for HF A/2000 established regional research priorities which were 
subsequently endorsed by the WPACHR. Reatrrrmed in 1988, 
these priorities continue to guide applied research efforts in WPR. 
The WHOIHQ approach to this EB action is progressive 
implementation as of 1995, after a review of WHO's role in 
research by the EB. 

Covered in the report of the Development Team on WHO 
Programme Development and Management. 

More attention needs to be paid to strengthening the monitoring 
and evaluation function in relation to assessing the effectiveness 
of the centres. This process is under way in WPR. The Regional 
Committee, at its forty-fourth session, endorsed this approach, 

~ 
> '= ~ 
IS • ti 
IS IIQ ... 

:= " =-w;;:; ... -.l ... 



Report section 

4.9 
Commanications 

Executive Board action 

(44) Request the D-G to develop annual plans with 
each collaborating centre to facilitate the 
implementation of appropriate international health 
work, and the evaluation of the capability of 
the centre to maintain its special designation. 

(45) Request the D-G to develop WHO's capability 
to make greater use of modern communication 
techniques and methods. 

) 

Regional views and status of implementation ------
emphasizing the importance of the monitoring and evaluation 
function. At the WHO/HQ level, the development team on 
programme development and management will review the 
operations of collaborating centres, after a review of WHO's role 
in research by the EB. The Sub-Committee stressed that the small 
group should not only consider ways to expand the use of the 
centres but should also consider ways of streamlining their 
operations and improving effectiveness. 

Covered in the report of the Development Team on WHO 
Programme Development and Management. 

In WPR, annual work plans are already required as part of the 
monitoring and evaluation process. This was endorsed by the 
Regional Committee at its forty-fourth session, indicating that this 
is already being carried out in the Western Pacific Region. A 
development team has been created at the WHO/HQ level, to 
review collaborating centre operations, after a review of WHO's 
role in research by the EB. 

Covered in the report of the Development Team OD WHO 
Programme Development aDd Managemeat. 

The greater use of modern communication methods, particularly 
mass media tools, has significant resource implications which 
should be thoroughly assessed. A development team was created 
at the WHOIHQ level, and a report is to be presented to the 
ninety-fifth session of the EB (January 1995). The Sub
Committee emphasized that this issue involves much more than 
methodology and hardware. It also concerns the elements of 
content, style and forums. WHO needs to be more creative and 
strategic in its approaches, and more involved in and aware of 
what is going on in Member States across the full spectrum of 
health-related programmes and organizations. 
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Report section 

5.2 
Conclusions 

) 

Executive Board action 

(46) Request the D-G to issue an annual publication 
which reports on the Organization's efforts and 
programmes for improving the world health 
situation. 

(47) The work recommended by the EBWG is the 
responsibility of the D-G, the EB itself, or a series of 
working partners who must resolutely pursue the 
opportunities outlined in this report. However, to 
ensure continuity, there is an urgent need to devise 
means for the EB to monitor the work and continue 
activities, including the potential contribution from 
the current EBWG members. 

) 

Regional views and status of implementation 

Covered in the report of the Development Team on WHO 
Management Information System. 

Such a document should be seen as a replacement for or a 
consolidation of some existing publications rather than as an add
on effort. Consideration should be given to modifying the RD's 
report to accommodate the region-specific needs of such a global 
publication. Action at the WHOIHQ level is shown in progress 
report document EB93111 Add. I. The proposal to 
produce an annual publication was endorsed by decision EB93(6), 
with resource mobilization beginning in 1994, and publication to 
start in 1995. The Sub-Committee reiterated its emphasis on 
communications noted in (45) above. 

The World Health Report 1995 - Bridging the Gaps was 
presented to the World Health Assembly in May 1995. 

This has no real regional implications apart from the extra 
documentation required for the EB monitoring function. 
However, at least one WPR Member State should be represented 
in this activity (e.g., an EB member from the Region). The 
Regional Committee, at its forty-fourth session, endorsed this 
view. The Sub-Committee noted that this was a collective 
responsibility of the Member States, and that the Regional 
Committee should take more responsibility for making WHO's 
work more effective. 
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RENEWING THE HEALTH-FOR-ALL STRATEGY 

INTRODUCTION 

"s'" IKCF the International Conference on Primary Health Care, held 
at Alma-Ata in 1978, the call of health for all by the Year 2000 

through primary health care, has provided a motivational and unifying 
concept in international health development and made an important con
tribution to the achievements of hetter health which have occurred around 
the world: increased life expectancy, declining infant mortality and im
proved access to hasic health services. 

111rough the association with the year 2000. "health for all" served as an 
aspirational goal for all countries. IIowcver, as the target date approaches, 
it can now be seen as limiting, may be misunderstood and, above all, 
proposes a time frame which is not universcllly attainable. To cite just a 
few examples of the remaining challenges: in 53 countries, representing 
q,0f0 of the world's population. average Me expectancy at birth is less than 
60 years; there arc wide variations in infant mortality between countries; 
and maternal mortality in suo-Saharan Africa is three times greater than in 
less developed countries as a whole. 

There will not be health for all until these gaps are filled, and the efforts of 
all WHO Member States to achieve the highest possible level of health for 
their entire populations should not be abated. As new political, economic, 
social, cultural and environmental equilihriums arc appearing in the world, 
it is time to reinvigorate the health-for-all strategy and to update plans of 
action in individual countries. Simultaneously, all agencies concerned. 
and WHO first among them, should renew their commitment to support 

countIY effons. 

A new policy based on equity and solidarity, and buttressed by appropri
ate technical, political and economic strategies, should be universally 
adopted to serve as the objective and guidance for the updating of global. 
regional and national health-for-all strategies and for the development 
of means and mechanisms to enable all contributing partners to fulfil 

their role. 

The policy must be based on a consenslis for concepts and action. To this 
effect WHO is consulting all those concerned in its Member States and, at 
the international leveL all tbose wbo are expected to support, at one time 
or another, the implementation of national policies. A framework for the 
policy has been developed to cover general and individual health situa
tions in the world; to cover a wide variety of political, economic, social 
and cultural situations; to serve as the repositoI y of new concepts and 
ideas in health development; and to serve as a basis for the development 

of new national poliCies. 
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As the principal purpose of the new global policy is to stimulate indi
vidual countries to address the serious health challenges of the coming 
decades, extensive and intensive consultation is essential to ensure own
ership of the new policy by all concerned. Simultaneously, consensus will 
be sought to support national efforts among the bodies dedicated to health 
and social development such as the United Nations system, other interna
lional and nongovernmental organizations, to ensure that the foundation 
is laid for implementation in countries, with no overlap, 

[n countries, national decision-makers, technical experts and representa
tives, politicians, nongovernmental organizations, religious leaders, busi
ness and trade-union leaders, other opinion leaders and the general pub-
lic will be invited to collaborate in a consultation process to take stock of _ 
their health situation and expected trends in the next 25 years to identify 
the main health issues for the country. Opinions will he sought on health 
challenges and major policy orientations. identifying the roles of specific 
sectors and country institutions in developing and implementing the new 
strategy, This country statement, replying to and enlarging on the issues 
raised in the present document, will form the major element of feedback 
to WHO and will include opinions on the role of WHO and others in 
supporting the policy, 

This document, which provides the framework for the consultation proc
ess, can be used as to indicate the response, and other information can be 
provided which reflects the particular circumstances of the participants in 
the consultation about the desired content of the new global health policy 
and action to implement it. A timetable for the consultation is included in 
,lt1OeX 1, which also provides an indication of future action following 
adoption of the new policy, 

Achieving better health is a realisitic and desirable goal. The resources, 
the knowledge and the skills exist. What is needed is tbe will and commit
ment of governments, civil society and the international community to 
apply them in partnership, It is with this challenge in mind that the Forty-
eighth World Health Assembly adopted resolution WHA4f1.16, which reads 
as follows: 

FORTY-EIGHTH WORLD HEALTH ASSEMBLY 
AGENDA ITEM 22,2 

WHO RESPONSE TO GLOBAL CHANGE: 

WH048.l6(") 
12 MAY 1995 

REN EWING THE HEALTH-FOR-ALL STRATEGY 

The Forty-eighth World Health Assembly, 

Stressing the continued validity of "health for all"' as a timeless aspirational 
goal. while recognizing that it Illay not be universally attainable by the 
year 2000; 

-, 
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Recognizing that political. economic, social, cultural and environmental 
situations are changing throughout the world; 

Concerned by the negative trends in some of the major health detenni
nants shown by the third monitoring of progress in implementation of 
strategies for health for all by the year 2000;1 

Recognizing the need [0 give priotitv attention to those most seriouslv 
deprived in terms of health or health care, whether owing to povert;. 
marginalization or exclusion; and recognizing also in this regard, the 
need for intensified support of the international community; 

Stressing the importance of a broad national and international consulta
tion among those dedicated to health and social development in oreler to 
create a renewed commitment to health under WHO leadership; 

Having considered the report of the Director-General' outlining the steps 
taken to implement the recommendations of the Executive Board Work
ing Group on the WHO Response to Global Change' on the updating of 
the health-for-all strategy, objectives and targets in response to global 
change; 

Having noted with appreciation the contribution of the task force on health 
in development created by resolution WHA45.24; 

Agreeing that a new global health policy should be elaborated, 

1. ENDORSES the steps already taken by the Director-General to implement 
the recommendations on updating the health-for-all targets in response to 
global change; 

2. 
(1) 

lIRGES Member States: 

to take appropriate steps for consultations to raise the awareness of the 
general public, political leaders. ministries and other partners concerned 
with social and economic development policy to the need to place health 
high on the political agenda, in order to address the serious health chal
lenges of the coming decades and to enSUre that the foundation is laid for 
implementation of the global health policy in countries; 

(2) to forward to WHO the consensus views on health challenges and major 
policy orientations resulting from the national consultation to serve as a 
basis for the elaboration of the global health polky; 

(3) to adapt the global health policy, after its adoption, into national or 
subnational context for implementation, selecting approaches specific to 
their social and economic situation and culture; 

3. CALLS 0"-1 other organizations of the United Nations system as well as 
intergovernmental and nongovernmental organizations active in the field 

J MonitOring ofpro~res~ ill implement:ltion ofstret.egies li)t health for all hy they€m 2000. third report (document~ EB9'i1? and 

EB9'i/[~EOOC lUi. 

DOCU1l1cnt EH95/199SIHECIl, AJlJle~ S 
.~ DOCllOlentEB92/1993!HECfl, Anne\ 1 

(*) Un€c\l[ed 
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of health to participate in the elaboration of the global health policy, to 
define their role in carrying it out and to join forces with WHO for its 

implementation; 

4. REQUESTS the Director-General: 

0) to take the necessary steps for renewing the health-for-all strategy to
gether with its indicators, hy developing a new holistic global health policy 
based on the concepts of equity and solidarity, emphasizing the individu
al's, the family's and the community's responsibility for health and placing 
health within the overall development framework; 

(2) 

(4) 

to ensure the convergence of all relevant work carried ont on the subject 
at all levels of the Organization; 
to consult widely with all Member States and other partners of \'V1-I0 in 
health development to this effect; 
to support Member States in the elaboration of their contribution to the 
global health policy, inter alia, by preparing user-friendl}' material to that 
effect, accessible to all sectors; 

(5) to solicit the contribution of other institutions dedicated to health and 
social development, such as those of the united I'<ations system and other 
international and nongovernmental organizations, to the formulation and 
implementation of the global health policy; 

(6) to elaborate the new global health policy, based on the outcome of the 
consultation process, to serve as objective and guidance for the updating 
of global, regional and national health-for-all strategies and for the devel
opment of mechanisms to enable all concerned to fulfil their role, taking 
into account that essential aspects of primary health care have not yet 
been achieved by a number of countries, especially the least developed 
countries; 

(7) to redefine WHO's mission and the meaning of technical cooperation for 
W1-IO in pursuance of that global health policy; 

(8) 

(9) 

to take the necessary measures for WHO to secure, at a special event 
connected to the World Health Assembly of 1998, in conjunction with the 
fiftieth anniversary of WHO, high level political endorsement of a health 
charter based on the new global health policy, in order to obtain political 
ownership of the policy and commitment to its implementation; 

to report on the plans for securing this endorsement to the Forty-ninth 
World Health Assembly. 

-
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FRAMEWORK FORA POLICY FOR 
EQ!JITY, SOLIDARITY AND HEALTH 

NOTES TO PARTICIPANTS IN THE CONSULTATIONJ 

The purpose of this section is to underline the nwst crucial changes In the 
world situation - political and economic transition, social and cultural 
evolution, and environmental and demographic changes with emphasis 
on population and poverty - that have led to the need to renew the health
for-all strategy and health poliCies at allie/Jels. 

Participonts in the consultation process are asked to use the following 
text, proposing modifications or specifications In conformity with situa
tions they have experienced at the country or tntematlonallevel. 

THE NEW REALITIES 

The final decade of the twentieth century is characterized by the conse
quences of dramatic political changes which followed the end of the 
Cold War. These will continue to have repercussions well into the twenty
first century. Calls for democracy and good governance, social justice 
and respect for human rights, a clearly defined role for the State, in
creased community involvement in decision-making and economic 
globalization, adjustment and transition to market economies are the 
ingredients of change affecting the daily lives of the world's popu
lation. While the benefits of these shifts remain incontestable in 
principle, it is evident that the intermediate outcome remains uncertain 
in many countries, and the transition process may be costly, prolonged 
and harsh. 

Governments are under pressure to meet human rights demands, extend 
democratic processes and safeguard social progress. Political concern and 
popular pressure, often amplified by the media. dictate the adoption of 
short-term measures to the detriment of longer-term reforms. Social pro
grammes are operating under ever-tighter resource constraints as greater 
economic efficiency is sought. The price is often greater inequity within 
and between countries as a result of cuts in government expenditure 

l At the be~inning of each ~ction, a bex outlines th~ purpose of the follOwing text and po.o,t~ a frn' questions 10 fosler constructive 
thinking, stimulate reflection and encourar,ecomments. Participants in the consultation are invited to be as creative as pos.<;i

hIe in their contributioIl.'), as the new policy ~holJld be the result of a genuinely dynamic proc~. 

5 
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prompted by deterioration in the balance of trade and perverse - though 
unintended - effects of structural adjustment policies and econon11<: 
reforms. 
In many parts of the world, per capita income has been increasing 
during the last 20 years. but quality of life for many people has not im
pro\·ed. For too many, the path w change is accompanied by connicts 
and bloodshed: displacement from their homes and a hopeless existence 
as refugees; weakening of the rule of law and oppression of ordinary 
people; and uncontrolled profiteering which is indifferent to the 
common good. 

The situation is compounded by the incrcase in the total population of 
the world and related demancLs for health services. Furthermore, the number 
of extremely poor people in the world more than doubled between 197') 
and 1990, The gap between rich and poor, educated and uneducated, and 
between men and women, in developed and less developed countries, 
and particularly in the former compared with the latter, is increasing, [n 
1960, the income of the richest 20% of the world's population was 30 
times greater than that of the poorest 20%; by the early 1990s it was more 
than 60 times greater. Furthermore, people in the developed world con
sume natural resource's at a rate, on average, 10-20 times that in the 
developing world. The basic line of division in the world today is the 
growing gap between the economic worlds of the rich and of the poor, 
who can henefit neither from democracy nor from technology for 
development. 

A large-scale tlow of capital from industrialized to lower-income econo
mies is taking place. However, this is due essentially to private invest
ment, and the destinations are those countries with Ihe potential rapidly 
to become industrial exporters or mass markets, or both. \Vhile the role of 
external aid and technical cooperation is increaSingly important. the per
centages of bilateral assistance for health have been decreasing recently: 
economic adjustment and governance reforms arc poor suhstitutes for 
health development. There is a need for the donor community to devote 
more resources and attention to sllstainable development and poverty 
reduction, which often remain secondary concerns in spite of the United 
Nations Conference on Environment and Development and Agenda 21 
(which advocates a global movement for sustainahle development). In 
addition. adequate resources are required so that the increased need for 
relief, peace-keeping and resolution of conflicts is not met at the expense 
of measures to alleviate chronic poverty, 

There cue, however, some encouraging development., for health. In 
particular. there is a move towards greater health consciousness among 
populations. Some health and medical technology, preventive and 
curative, is becoming more available and affordable The increasing role 

-
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and "visibility" of the United Nations system and the Bretton Woods and 
other international financial institutions in health matters throughout the 
world as adVisers, brokers or indirect participants, through the inf1uence 
they have over international development policy and economic affairs, 
has hrought health to a higher position on the international agenda. 
Also, in the last 20 years the inf1uence and fiscal strength of a variety 
of nongovernmental organizations have grown, making them willing 
and indispensable partners in health development. Health has also 
featured prominently in the consensus achieved about the need f,)r 
sustainable development at the important international conferences which 
have been held to shape the twenty-first century. Finally. most encourag
ing is the recognition that health can be a bridge to peace. There is an 
urgent and continuing need to fashion health policies which, when 
implemented, make significant contributions to global and regional 
stability and security and which are sensitive to the spiritual dimension of 
societies. 

)-2 HEALTH FORALLBYTHEYEAR2000: 
PROGRESS AND LESSONS 

NOTES TO PARTICIPANTS IN THE CONSULTATION 

This section takes stock of the progress made through 20 years of imple
menting healtb-for-all strategies at tbe national, regional and Interna
tional levels. 

The informatWn is selectedfrom tbe 1994 monitoring of the health-for-all 
strategies'. Participants in the consultation process are asked wbether the 
information selected is in fact the most crucial and relevant for the devel
opment of the new policy_ 

"Health for all" has created a revolution in long-term thinking about 
health and the place of health in development. Primary health care has 
been an inspiration for all health systems in the world, and the momen
tum should he maintained as the goal of health for all is more relevant 
today than ever before, The way to achieve it, however, must be in keep
ing with the curTent economic, social and political environments in COUll

tries. While commitment to the aims of health for all has remained firm 
and Member States have adopted the primary health care approach as 
described in the Declaration of Alma-Ala for the development of their 

j St->e document-. 1']\9'5/15 - M{)llitorill~ of progrt's,,, ill the implem~ntation of strategies for health for all hy tile ~t'ar lOOO 

l11ird report ru1d EB95/INF.DOC.!13 - ~Ionitoring the progress 111 llllplementallon of strategie. for health for all b! the year 
2000 - Summa!" of findings on indicator-, 
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health care systems, the implementation of strategies to achieve those 
aims has in many cases slowed down. This has been the result not only of 
economic factors but also of the rigidity of health systems, weak infra
structure, the constraints on achieving real participation by all related 
sectors and the inadequacy of efforts to promote health and prevent spe
cific health problems. 

Health for all was launched at a time when some parts of the world were 
entering a period of economic recession. The potential for significant and 
sustainable improvement in health was thus impaired. In addition, there 
were a number of challenges which were underestimated in the initial 
enthusiasm. For example, health was often not a major ministerial portfo-
lio and remained only one among many national and international priori- _ 
ties for resource allocation. There is also a considerable body of experi-
ence which demonstrates that putting primary health care into operation 
has turned out to he much more complex, difficult and exacting than had 
been foreseen - particularly at a time when sophisticated health technol-
ogy was receiving much attention internationally. The importance of com-
munity participation and local determination of priorities and programmes 
has been underestimated. The immense diversity of problems with a hearing 
on health. and the ways in which solutions must vary from community to 
community across the full range of developed and developing countries, 
make decentralization and local determination essential. 

In general, indicators of access to primary health care. e.g .. immunization 
coverage, trained attendance at childbirth, water supply and sanitation, 
besides basic curative care, have also improved. In cenain areas, gaps 
between the developing and developed countries have been significantly 
reduced, although improvements in some of the least developed coun
tries have been less satisfactoty, and poveny remains a major challenge 
for health for "II. The victims should not be blamed, and countries expe-
rienCing difficulties should receive additional support. Trends in closely -. 
monitored immunization programmes reveal disquieting evidence of stag-
nation and even a reversal of progress in a number of countries in the 
African Region. Following achievement of the 80% covewge target in 1990, 
significant decline has been documented in some countries, while the 
steady improvements noted in previous years have stopped. Empirical 
evidence suggests that this may be the result of the effect of economic 
and political instability on already fragile, peripheral health systems, In 
environments of instability and poverty such evidence constitutes com-
pelling grounds together with lower life expectancy for an urgent assess-
ment by countries of the most recent health trends as pan of a renewal of 
their health-for-all policies and strategies. Coverage levels for various 
elements of prim.ary health care in developing countries are illustrated 
in Fig. 1. 
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FlG.1. PRIMARY HEALTH CARE AVAILABLE - AT LEAST THE ESSENTIAL 
ELEMENTS, DEVELOPING COUNTRIES, 
1983-1985 AND 1988-1990 
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Improvements have also been made in health status: life expectancy at 
birth has increased from about 40 years for developing countries in 19'50 
to more than 62 years in 1990; and from more than 66 years in the more 
developed countries to 74 years over the same period; the infant mortality 
rate dropped from 179 per thousand for developing countries in 1950 to 
70 per thousand in 1990; and from '59 per thousand in the more devel
oped countries to 10 per thousand over the same period. Nevertheless. 
there are still 53 countries, representing 13% of global population, where 
the average life expectancy at birth is less than 60 years. Moreover, in 
some countries a relative deterioration in life expectancy has taken place, 
linked to the economic crisis which has accompanied the rapid political 
changes of recent years. World infant mortality has continued to diminish. 
However, the global average of 64 deaths per 1000 live births conceals 
widely differing rates (from 10 per 1000 in developed countries to 110 in 
the least developed countries!' Some national reports indicate, against 
present trends, that infant mortality is increasing. It is estimated that at the 
end of the 19805, maternal mortality in sub-Saharan Africa was three times 
greater than in the less developed regions as a whole; and nearly 1 'iU 

times greater than in more developed regions. 
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1-3 PREPARING FOR THE TWENTY-FIRST CENTURY 

NOTES TO PARTICIPANTS IN THE CONSULTATION 

The purpose of this section, to be completed after, and on the basis oj, 
consultation, is 10 underline the new priority given to health in the world; 
the rights of people to health; the importance of equity of access; the bal
ance in promoting and protecting bealth; the responsibilities of govern
ment; and individual, community and government parttcipatton_ 

It Is thus essential that participants in the consultation process consider 
options for this section after the above analysis of the situation and be-
fore sections /11 and IV below, and state succinctly the main challenges _ 
they wtll have to face to reach health for all in the next 20 to 25 years. This 
section will be completed after consultation, in order not to preempt 
results or unduly influence participants in the process. 
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MAJOR INFLUENCES ON HEALTH; 
TRENDS BEYOND THE YEAR 2000 

11 

POLITICAL. ECONOMIC, ENVIRONMENTAL. SOCIAL 
AND CULTURAL INFLUENCES ON HEALTH AND 
HEALTH SYSTEMS 

NOTES TO PARTICIPANTS IN THE CONSULTATION 

Each country or group of countries will undergo particular political, eco
nomic and sociocultural influences; they are important determinants of 
the health situation. The text below outlines some of these determinants 
and their expected evolution in the next two fkcades. Participants in the 
consultation process are asked 10 analyse the validity of the statements, 
and to complete them where necessary. 

Political freedom leads to increasing calls for more equitably distrib
uted, better-quality services and for a greater say in decisions about priori
ties for access to health services. Availability of information will con
tinue to expand around the world, bringing innovative images more rap
idly to more people, together with certain forms of education if not lit
eracy. As information technology serves to improve public health. it may 
raise people's expectations far beyond what can really be achieved for all 
in the near future. Recent changes in economic policy in many countries 
have frequently been made with the intent to enhance commercial mar
kets. The risks of aggressive commercial marketing of health technology 
arc well documented. in that increased consumption is stimulated at the 
expense of other services which may be more cost-effective. Economic 
growth should improve health through better shelter. nutrition and serv
ices, hut its benefits should be equitably distributed, and the adverse 
consequences on health associated with the destruction of environmental 
resources must be prevented through sustainable economic policies. The 
past decade has. however. witnessed economic decline in 47 coun
tries. Structural adjustment policies in many developing countries may 
continue to impose tight control over public expenditure on health and 
social services, often to the detriment of poor populations who depend 
upon access to subsidized or free services. 

The average annual population growth rate, running at 1.57% in 1990-
1995, is expected to decline slowly to 1.0% by 2020--2025. This decline 
should not be used to disguise the real threat posed by the real increase in 
the world's population. which is expected to reach between 7600 million 
and over 9000 million by 2025. This will be accompanied by continued 
rapid urbanization in developing countries; the urban population is ex-
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pected to rise to 61% of the world total by the year 2025. Population 
growth often erases the gains made in health service coverage: while the 
percentage of coverage increases, the actual numbers of people without 

cover cominuc to rise. 

Migration of ,Ill kinds, including that due to environmental and eco
nomic causes. is a cominuing concern. Thc worldwide population of refu
gees has grown from 2.S million in 1970 to over 1H million today. At least 
24 million people are displaced within their coumries of origin and resi
dence. Tourism and short-term economic migration also have health 
impacts. ;l.lore attention needs to be given to disa,;ter preparedness 
planning. pre-positioning of disaster supplies and other preparatory meas
ures which will reduce till' d;lmage to health and property Glused by 
disasters either man-made or duc to natural causes. 

The increase in primary school enrolment should lead to dramatic rises in 
literacy r,ltes in the developing world, which will result in improved 
public health. Yet. according to projections the number of illiterate people 
in the world Iw the end of the ccntlilY is expected to he 1000 million. At 
present there are ahout 600 mdlion illiterate women, with illiteracy rates 
higher in rural areas than in urban areas. Such women have little chance 

of improving their education. 

\V'hile improvements have been made throughout the world in access to 
safe water and adequate sanitation, differences of availability are a 
good illustration of the gaps between regions in living conditions that 
influence health status. For example. S4% of sub-Saharan Africa's popula
tion still lack safe water and 64% are without proper sanitation. 

11-2 EPIDEMIOLOGICAL TRANSITION. HEALTH 
SITUATION AND TRENDS 

NOTES TO PARTICIPANTS IN THE CONSULTATION 

This section will describe selected elements of the current health 
sitUlltion derived from the second evaluation of the implementation of 
the global health-for-all strategy. It addresses epidemiological transition 
and expected situations on the basis of projections. It underlines the bio
medical and technological changes and reviews new concepts influencing 
public health. Countries are encouraged to introduce positive health 
indicators whenelJer possible, 

This is a k~v section which can only be completed with analytical informa
tion provided by participants in the consultation process, in the light of 
their experience of health and strategic health trends and the scientijlc 
data available to them. They may wish to respond according to the outline 
below or prolJide additional information. 

-
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The world health situation is a complex picture with marked variations in 
both the pattern and severity of disease burdens between regions. It shows 
the often limited possibilities for people to lead socially and economically 
productive lives. ' 

HEALTH STATUS, TRENDS 

Despite improved life expectancy in all developing regions, the pace of 
health gains has been more favourable in some countries than others, 
with a number of the least developed countries remaining dependent on 
external support for their health "take-off'. Whereas least developed coun
tries were only five years behind less developed as a whole in life ex
pectancy in 1950 (36 compared with 41 years), by the early 1990s the 
difference had doubled to over 10 years (51 compared with 62 years). 

Infant mortality in the least developed regions was only 8% higher than 
in less de\'eloped regions as a whole in 1950 094 compared with 179 per 
1000), but nearly 60% higher by 1990 (110 compared with 70 per 1000). 
Reductions in infant and child mortality are expected to be more mod
est in sub-Saharan Africa than in eastern Asia and Latin America, partly 
due to the AIDS pandemic. The projected decline in infant (including 
perinatal) and child mortality is based on the assumptions of sustained, if 
low, improvement in socioeconomic conditions and expansion of cover
age by health technology such as family planning, immunization, oral 
rehydration, and appropriate treatment for acute respiratory infections. 
Meanwhile the proportion of the population aged 60 years and over is 
projected to increase, giving the typical profile shown in Fig. 2. 

FIG. 2 PERCENTAGES OF THE POPULATION 
AGED 0-14 YEARS, AND 60 YEARS AND ABOVE 
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In recent years there have been not only demographic, socioeconomic, 
cultural and educational transitions but an epidemiological transition. 
This is the term which describes the process by which developing 
countries begin to exhibit patterns of disease traditionally associated 
with more developed status. Fig. 3 ,;ummarizes causes of death in 
developed and developing countries. Many if not most countries 
demonstrate features of both: high infant mortality rales and morbidity 
and mortality due to both communicable as well as noncommunicable 
diseases. 

ESTIMATED ANNUAL NUMBER OF DEATHS BY CAUSE 
IN DEVELOPING AND DEVELOPED COUNTRIES, 1990 

Developing countries 
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[Jeveloping countries: 38.5 
Developed countries: 11.4 

Health trends vary from country to country and from region to region. but 
the most significant expected causes of mortality and morbidityl, partiCll
larly in the developing world, are: 

• Respiratory disease: as childhood deaths from the vaccine
preventable diseases fall, the proportion of total deaths caused by acute 
respiratory infections, including pneumonia, has been increaSing. 
Pultnonary tuberculosis will continue to rise because of reactivation 
of the disease in individuals infected with human immuno-deficiency 
VIruS (HIV). Diarrhoeal diseases: although there are treatments for 

1 Further detail" and analysis are provided in the World Healtb Report 1995 - Bridging tilt' Gaps, World Health 0 anizJtiort 
Geneva, 1995 rg , 

-
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these diseases, little progress can he made as long as the patients re
turn to an insanitary environment. The malaria situation is stationary 
in many areas and deteriorating in others, particularly in new settle
ments. Nearly 90% of the projected HIV infections and AIDS cases in 
this decade will occur in the developing countries. Leprosy, 
dracunculiasis and poliomyelitis should have been eliminated be
fore the year 2000 . 

• Malnutrition: only long-term changes in food quality and safety, hacked 
hy good nutrition education programmes, will make a permanent dif
ference. Cardiovascular diseases will remain the leading cause of 
death during the next decade. Cancer will be an increasingly impor
tant cause of death among adults, in developing as well as developed 
countries. Mental illness will continue to be a major puhlic health 
problem; in addition, as populations age the prevalence of disorders 
such as dementia will rise . 

• Accidents at work will increase, and so will major technological 
disasters like those which have already occurred in the nuclear, chemical 
and petrochemical industries. Mortality and disahility due to traffic 
accidents will increase further in many developing countries. 

HEALTH SYSTEMS AND RESOURCES 

Improved access to services will remain the main objective, especially in 
less developed regions and countries, and carefully planned decentrali
zation can promote this objective. The desire to improve performance 
and quality will lead to other improvements. including greater intersectoral 
cooperation, review and revision of procedures, and problem-solving. 
The constraint most otien cited by countries in the implementation of the 
health-for-all strategy is shortage of qualified and competent health per
sonnel, despite the fact that all categories of personnel have been grow
ing faster than operating budgets; the problem is that they are wrongly 
combined and distributed. Reform in the public sector will continue to 
shape human resources for health. 

The increasing interest in experimenting with, and developing various 
health f'mancing schemes, such as health insurance, social security, and 
fee-for-service financing of health care combined with community-sup
port mechanisms, will continue. Cost-conscious management will be
come increasingly important in the health sector. 

COMMUNITY ACTION, HEALTHY LIFESTYLES 
AND ENVIRONMENTAL HEALTH 

Community involvement will he encouraged: people should be in
creasingly involved as full partners in the health process, from the identi
fication of needs, selection of priorities, planning and implementation to 
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the evaluation of activities to improve their own health. Governments, the 
health sector and interest groups do not make optimal use of such in
volvement. Particular efforts need to be made to involve women in deci
sions affecting their health. 

It is expected that many countries will pay more attention to various 
elements of quality of life, especially healthy nutrition, the benefits of 
physical activity, well-being as an indicator of adequate quality of life, 
reduction of tobacco and alcohol consumption, reproductive health, pro
tection against sexually transmitted diseases, family planning, and pre
vention of teenage pregnancy. 

The world's growing population demands ever more water, yet 
water resources for human, agricultural and industrial use are 
diminishing. Toxic wastes pollute land and seep into the water supply. 
Water polluted by human wastes causes disease, as does air polluted 
by sulfur and nitrous oxides. for example. The measures now being taken 
to limit emissions will have little noticeable effect in the next decade. In 
the twenty-first centUlY countries will still be coping with the environ
mental health consequences of industrialization, energy production, food 
and agricultural practices. and urbanization as major determinants of 
human health. 

BIOMEDICAL AND TECHNOLOGICAL CHANGES 

Research on vaccines, pharmaceuticals and medical equipment is 
becoming more expensive, with the result that the prices of end
products are beyond the reach of developing countries. The trend to
wards more expensive treatment for diseases affecting fewer people 
will have to be reversed. Only ')% of global expenditure on health 
research is concerned with the needs of developing countries, which 

--

suffer 93%, of the world's premature mortality. The gap between -.. 
knowledge and its application is wider than ever before. The rational 
application of existing knowledge is essential for the improvement of 
any renewed national or international strategy. Similiariy, technologies 
appropriate for variolls socioeconomic situations may need further 
exploration. 

Rapid advances in areas such as biotechnology and biomedical engineer
ing now pose serious ethical, social, legal and economic challenges. It has 
become more important than ever to put in place ethical safeguards and 
methods of protecting rights of individuals and communities to health
related technology. Given an international consensus, ethical standards 
must be developed on a country-by-country basis for research involving 
human subjects, fetal tissue transplantation, genetic counselling and 
genetic engineering, organ transplantation, in vitro fertilization and em
bryo transplantation, inter alia. Ethical considerations will also prompt 
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the systematic establishment of national mechanisms for monitoring and 
regulating the application of technology and withdrawal of inappropriate 
technology. 

11-3 COUNTRIES' CAPACITY TO RESPOND TO THE 
HEALTH NEEDS OF THEIR POPULATIONS 

NOTES TO PARTICIPANTS IN THE CONSULTATION 

Countries require the capacity to respond to changing health situations 
and needs of various populations if they are to keep up with the trends 
outlined ahove. Capacity is an expression not only of basic economics, 
infrastructure and human resource availability, but also of the will to 
take effective action. Achieving self-reliance and assuming responsibility 
for socioeconomic development are important goals for each country to 
ensure stability, and security in health. 

This section will be completed after consultation. The purpose is to dem
onstrate the diversity in countries' responses to growing health needs. The 
health-for-all strategy evaluations have shown the crucial need to increase 
countries' capacity. Participants in the consultation process should give 
their views of changing health situations in different countries and strat
egies in response to the health needs of populations during the next 
two decades. 

II-4 INTERNATIONAL CAPACITY TO RESPOND 
TO COUNTRY NEEDS 

NOTES TO PARTICIPANTS IN THE CONSULTATION 

While major influences on health and their trends are very specific the 
international capacity to respond to country needs will have to continue 
to be flexible. First and foremost, WHO has not only changed its priorities 
internally but also its managerial approaches to meet country requests 
and priorities. Simultaneously, other agencies of the United Nations sys
tem have been giving more prominence to health and a large number of 
nongovernmental organizations and regional geopolitical and economic 
organizations are becoming valuable partners of countries in health de
velopment. 

Participants in the consultation process should report how they view 
international support, in particular that of WHO, for their own 
capacity-building. 
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During the coming decades a growing number of countries will con
tinue to need international support and the support of other countries 
experiencing similar situations. The effectiveness of, and motivation for, 
traditional multi- and bilateral technical cooperation during the last 
three decades has been questioned. Nevertheless, international health 
work has in recent years seen a welcome growth in support for national 
capaciry-building from an increasing number of organizations. The amount 
of resources transferred is not the only indicator of success; even with 
small amounts of resources "quantum leaps" can often be achieved 
in countries, as was the case with the Model List of Essential Drugs and 
the partograph. The possibility for countries to adapt the experience 
of others to their own situations also indicates an effective, low-cost 
approach. -
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.11l~ POLICY FRAMEWORK 

IIH STRATEGIC PRIORITIES 

IlI-2 

NOTES TO PARTICIPANTS IN THE CONSULTATION 

The purpose of this section is to outline the foundations of the new policy 
and the ultimate purpose of consultation. The findings of lhis process 
should not be preempted, and participants are therefore asked If the stra
tegic priorities listed below can bridge the gaps in health development 
which remain after 20 years of implementation of health for all. 

The overall purpose of the policy for equity, solidarity and health is to 
assist countries to determine their priorities, to make a selection from a 
large number of policy options, and to ensure that health has its place in 
development. To this effect, the policy proposes a focus on five strategic 
priorities: 

• to reduce poverty and its health consequences; 

• to ensure equity of access to, utilization of and outcome of the 
health system, with special measures for those most affected by in
equalities, such as women; 

• to secure the place of health within the overall development frame
work. including securing adequate, equitable and sustained fInanc
ing for health systems based on primary health care; 

• to ensure the availability of newly acquired knowledge whenever 
necessary and the rational application of existing knowledge and 
technology to the health development process; and 

• to mobilize the various actors in international health work 
according to their mandates and capacities, within the framework of 
a coordinated country plan managed by the country and supported 
by WHO. 

POLICY PRINCIPLES 

NOTES TO PARTICIPANTS IN THE CONSULTATION 

The purpose of this section Is to determine the principles that will ensure 
changes over the next two decades on which the new policy of eqUity, 
solidarity and healtb can he based. 

Participants in the consultation process are asked 10 review the following 
policy principles and reftect on their validity for International policy which 
will lead to tbe renetlJlng of national policies. 
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The principles that have led countries tmvards health for all during the 
past two decades, creating opportunities that have stimulated a series of 
new public health concepts and paradigms, remain valid. The need to 
eliminate inequities, to ensure intersectoral. national and international 
solidarity for health action and foster the willingness to form ne\V partner
ships has led to the emergence of values and principles upon which the 
new policy should be based. In endorsing these principles the interna
tional community should direct financial and technical assistance to those 
countries in greatest need. 

Health-for-all policies and implementation strategies should continue to 
be country-specific in view of the variety of health needs and problems. 
as well as the financial resources and human capacities available for meeting ..-
them. The achievement of health for all depends on political will and 
leadership not only in the health sector but also affecting government in 
the broader sense, as well as nongovernmental organizations. the private 
sector and society as a whole. Support from the international community 
must take these realities into account, much more than before; in particu-
lar, multi- and bilateral development assistance must reflect the needs and 
priorities of the recipient countries rather than the specific interests of 
the donors. 

To translate health for all from concept to realizable goal. countries 
should redefine national and local approaches in terms of reducing in
equities in health status, increasing access to primary health care and 
avoiding major health risks. Providing for demographic, political, 
economic. environmental and social influences on health in an effective 
manner requires an intersectoral approach in the context of human 
development. While intersectorality has always been a basic component 
of health for all and the primary health care approach, progress has 
been slow. 

Countries should define and quantify the factors that determine the 
sustainability of progress towards health for all, particularly the finan
cial affordability of their policies and their requirements in human re
sources. This implies devoting resources to local priorities and selecting 
the most effective measures for long-term development rather than short
term results; it also implies accountability of all those involved, meas
ured by regular evaluation. A major investment must be made in public 
capability to regulate a plurality of providers and financing agencies. Rec
ognizing that achieving health for all is a task for society as a whole, 
cOllntry policies 'lIld implementation strategies should provide for maxi
mum cOlDlDunity participation, beginning with national political, so
cial and financial commitment. Clear policy and administrative guidelines 
must provide for the involvement of all concerned. including those at the 
periphery. 
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Health for all means . health by all" in a strong spirit of solidarity of 
support and partnership for policy development and implementa
tion. Those responsible in the health sector will have a leading role in 
promoting the process and in providing technical information and 
guidance; health personnel must learn to work with colleagues from 
other sectors, and vice versa; national political leaders at the highest 
levels must attend not only to the needs of their own populations 
but also, in a spirit of international solidarity, to the challenges to health 
for all which transcend national boundaries. Health for all must also 
involve high-level national policy- and decision-makers from all 
economic and social sectors whose action impinges on health: leaders 
and representatives of public opinion at all levels, including religious 
lea(krs; professionals and academics in all spheres related to health: 
representatives of local and national nongovernmental organiza
tions for social and economic development. with emphasis on activities 
for the poorest and most in need; and the international community 
of multilateral, bilateral and nongovernmental agencies whose goals 
include both the economic and social dimensions of human 
development. 

Policy action is needed further to enhance women's status, providing 
them with basic knowledge and skills and access to services, and bringing 
them into the mainstream of development as equal partners. 

MAIN POLICY ORIENTATIONS 

NOTES TO PARTICIPANTS IN THE CONSULTATION 

The new policy for equity, solidarity and health will follow fundamental 
orientations reaffirming health for all and emphasizing that health is a 
fundamental human right and a zlJorldwlde social goal. Yet the new policy 
approach, based on the results of 20 years of implementation of the strat
egy, should concentrate on furthering health for all, taking into account 
new problems and weaknesses that have been identified. To this effect, 
four main areas for action have been selected and summarized in this 
section. 

Participants in the consultation process should analyse these areas 
with a view to furthering the goal of health for all, and determine what 
specific content may be incorporated to ensure that the global policy 
for eqUity, solidarity and health can he adapted to country or regional 
situations. 

The eight essential elements of primary health care Ccducation concern
ing prevailing health prohlems and the methods of preventing and 
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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 provision of 
essential drugs) have served well as a guide during the last 20 years. 
Experience shows. however, that while new emphases have emerged. 
some elements are lagging behind, causing an imbalance in primary 
health care implementation. Furthermore. the successful achievement 
of some of the elements should enable governments to shift attention 
to other issues, such as the worldwide increase in the elderly popu
lation. Health poliCies must be extended beyond the health sector while 
continuing to be based on primary health care. The new policy should 
be strengthened through the four main areas for action outlined below: 
political action and advocacy for health; health protection and promotion; 
health system development. reform and management; and combating 
ill-health. 

(A) POLITICAL ACTION FOR HEALTH 

Owing to the concept of health for all, a better understanding has been 
gained of the crucial contribution health measures make to economic 
activity, to improving the human environment and to development 
as a whole. However. this recognition is not sufficiently clearly translated 
into adequate political commitment in mmt countries. Primary health 
care has to be translated into policies which not only define the role of 
the health sector and identify feasible resource commitments, but which 
accept accountability for health at the highest level of government. 
This commitment should encompass the reduction or elimination of 
health risks, particularly with respect to the most vulnerable population 

-

groups. and should specify the health-related goals of all sectors. Political _. 
commitment is dependent on technical leadership and the taking of 
initiatives by the health sector to define the health-related responsibilities 
of other sectors and promote health policy. It should also include 
an overall financial strategy for health development in countries, 
with the involvement of the ministries concerned, such as ministries 
of finance, planning, economic development, agriculture, trade and 
education. 

The first challenge for WHO and Member States will be to achieve inter
national consensus on the importance of health in development and to 
gain the support of the international communiry in terms of technical 
guidance and solidarity in pursuing it. This consensus will be translated 
into political action in countries through regulatOlY mechanisms for main
taining and protecting health; coordinated financial and technical coop
eration for developing it; and the inclusion of health for all on the agen
das of international summits. 
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The second challenge will be for those responsible in the health sector to 
assume a more assertive and confident leadership role in measuring and 
drawing attention to health effects and opportunities in the environment 
in which people live and work, and improving the capability to analyse 
the health effects of development activities, influence public policies re
lating to development, and affect decisions on resources. 

(8) HEALTH PROTECTION AND PROMOTION 

The risk that macroeconomic, agricultural, industrial, energy and 
trade poliCies conflict with the need to protect the public by legisla
tive, regulatory and, whenever necessary, fiscal measures from the 
unhealthy side-effects of these policies continues to challenge policy
makers. Growing awareness of the contribution that lifestyles play in 
good health results in efforts to tackle the determinants of healthy 
lifestyles and good health. While healthy behaviour is not always a 
matter of personal choice and opportunity, reasonable influence can be 
exercised on individual ways of coping with and solving conflicts and 
fostering responsibility without blaming those affected. Health educa
tion and promotion widely publicizing the rapid positive effect on health 
of appropriate measures affecting lifestyle, such as abstention from 
tobacco use, improved oral hygiene, and safer sexual behaviour, 
will continue to be essential. In addition to immunization and other 
efforts to protect the health of children, including promotion of 
breast-feeding and safe weaning, the health sector must focus more on 
primary prevention. As better methodology becomes available, 
countries should reorient resource allocations towards strategies and 
programmes which meet the need to prevent ill-health, not only as 
an economical measure, but also as a way of limiting human suffering. 
Higher priority should be given to early action in schools and commu
nities . 

The health sector must develop better links with other sectors such as 
environment, education and housing through the expanded use of 
health impact assessment and monitoring, as well as participation in the 
formulation of specific health-related policies for each development 
sector, in order to prevent adverse health consequences of development 
activities and foster an environment "supportive" of health. The role of 
policy-makers and health specialisb is to protect the health of populations, 
in particular the most vulnerable who may have little influence on their 
own surroundings. For example, uncontrolled industrialization 
and trade can create physicaL chemical, biological and psychosocial 
conditions that cause short- or long-term health problems. Disability 
may result from a number of such disorders and from visual, hearing, 
locomotor or mental injuries. The implications of disability and injUry 
for the health and related sectors should be more fully addressed 
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in many countries, especially those which are rapidly becoming industri
alized, where disabled people are often condemned to poverty, 

(c) HEALTH SYSTEM DEVELOPMENT, 
REFORM AND MANAGEMENT 

The major challenge in strengthening health systems which eliminate in
equities and which are sustainable, cost-effective and culturally relevant 
remains that of ensuring access to health for those groups most in need, 
While efforts for reform are under way in many countries, a number of 
key issues must still be addressed. In most countries, moves towards de
centralization of health services are being made. A major obstacle is that 
encountered in reorienting resources from centralized. specialist curative 
centres to other levels of the system. Questions of access, equity and 
ethics loom large in relation to the development of high technology 
and pharmaceuticals. 

Community involvement in health system development is a crucial prin
ciple of the health-for-all strategy. Programmes which redirect attention 
and resources to particular groups, such as the rural and urban poor, must 
be coordinated with communities in order to identify problems, develop 
solutions and enrol local support for implementation. Ownership princi
ples dictate that programmes should emanate from within communities. 
Activities traditionally of the health sector should be redirected to others if 
the solution to health problems lies there, and vice versa, relying on the 
close human relations at the community level. 

Better management in the health sector is fundamental to greater eq
uity; more efficient administration, more accountability to the people and 
improved quality and performance of services are called for. A public 
health management information system is also needed. Major challenges 
exist in the area of training, employment conditions and distribu
tion of health personnel: education and training in other sectors should 
take health into account, and the converse is also true. Reforms in the use 
of resources have been undertaken, but greater attention must be given to 
alternative mechanisms for financing delivery of health services which 
promote equity and take into account rational household expenditure 
for health care. 

The integration of specific programmes, such as immunization, com
municable and noncommunicable diseases control, nutrition and essen
tial drugs, into health systems at the appropriate level should be ensured 
in accordance with epidemiological evidence and trends. Too often, espe
cially in the least developed countries, a collection of vertical programmes 
financed entirely from external assistance provides fragmented and patchy 
coverage of local populations. One of the purposes of the present policy 
is to renew the interest of donors in tailoring bilateral programmes as 
closely as possible to the needs and circumstances of countries, with the 

-

-. 



RENEWING THE HEALTH-fOR-ALL STRATEGY 25 

ultimate purpose of long-term strengthening of health systems; the identi
fication of complementary needs in all components of the policy will 
create subjects for research and ensure that expenditure is relevant to 
the orientation of the new policy. 

(0) COMBATING ILL-HEALTH 

Improving perinatal health is the key to a number of developments. 
Childbirth is too often associated with maternal mortality. especially in the 
least developed countries. The improvement of antenatal, intrapartum and 
postpartum services is necessary to reduce mortality rates and ensure safe 
motherhood. Teaching parents to recognize symptoms, when to seek treat
ment and how to ensure hygiene. including that of food, will prevent 
many infant deaths, as will access to prompt clinical care and local advice. 
The provision of accessible family planning services will make a signifi
cant contribution to the health of populations as a whole. The increasing 
elderly population will require expensive services and drugs; new ap
proaches will have to be found to maintain very old people's health and 
to provide them with social support enabling them to live full and inde
pendent lives. 

Malaria will remain one of the major health problems. Early diagnosis 
and effective treatment, together with sustainable, cost-effective preven
tion methods are essential because of the development and spread of 
insecticide and drug resistance and difficulties in maintaining mosquito 
control. Approaches such as these and reduction in the cost of drugs will 
also assist in the control of other parasitiC diseases wherever (hey are 
prevalent. 

Communicable diseases must be continuously monitored for the resur
gence of diseases, the emergence of new strains and resistance; for exam
ple, if tuberculosis control is not dramatically improved using prevention 
methods and the cost-effective standardized short-course chemotherapy 
strategies, and if compliance with treatment prescriptions is not ensured. 
incidence is expected [0 increase 

UIV infection and AIDS will continue to be a major health threat during 
the first decades of the twenty-first century, with the majority of cases in 
developing countries. A sustained integrated approach to the prevention 
of HIV and other sexually transmitted diseases will be needed. together 
with models of cost-effective clinical and community care, and related 
research. 

For a number of locally prevalent diseases, systematic cost-effective meas
ures may permit control at the local level. For example, those with com
municable parasitic eye diseases will benefit Significantly from low-cost 
cataract surgery, trachoma control and onchocerciasis control. Similar low
cost approaches, such as those for oral health, will improve other spe
cific health conditions. 
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While measures to improve lifestyles and diet will contribute significantly 
to reducing cardiovascular diseases, it is likely that they will remain a 
major cause of death in the next decade. Other noncommunicable dis
eases may cause increasing problems if the difficulties experienced in 
modifying lifestyles are not overcome. Public health approaches to pre
vention, early detection and treatment, together with pain relief and pal
liative care, will become increasingly impOltant for cancers. Other chronic 
diseases such as diabetes, chronic nonspecific lung diseases and chronic 
rheumatic diseases, are increasing throughout the world and require costly 
diagnostic and treatment measures. Cost-effective interventions and medi
cation will be needed, as these diseases and disorders often require life
long treatment. 

Mental health and neurological disorders will create increasing demands 
for clinical and community care. and are compounded by the problems 
caused by civil strife, social marginalization, the aging of the population 
and HIV infection, for example. 

ASPlRATIONAL POLICY GOALS 

NOTES TO PARTICIPANTS IN THE CONSULTATION 

While detailed targets for the solution of health problems in countries or 
for realizing health programmes should be set at several levels (see 
section IV below), a number of aspirational goals may be adopted with the 
policy at the global level. Some of these goals are the result of interna
tional conferences whose conclusions are relevant to the new poitcy, or of 
international decisions to reduce or eliminate a number of health prob
lems. Others may indicate the Importance to be gil'en to concerted effort 
in certain directions. 

No goals are enumerated; participants In the consultation process are re
quested to give their opinion on the types of goals to set for the new policy, 
according to areal. 

1 II tcw ~oals may be propoSt'u by the Executive Board in January 199~ fuf adoption b~ the HeaJth Assembly; !l1 the mcantiIllt:, 
ideas may be derived from targel'i and goals enumerated in the :-.ointh General Programme of Work, such as the followin!-;: 

al least 8')"'" of the world's population will haw acccs.<; (within an hour's walk or travel) 10 the treatmellt of common 
Jbea,'>e'> and loesst!l\tiaJ drugs and vacCIne". hlo[0vJca[ proo\\ct<; :l.nd blood products of g<xld quality; 
all pregmmt women I'>ill have access to prenatal rail", trained auendant<; dUring childbirth and referral faCIlities for high
risk pregnancies and obstetrical emergencies: and 

• the percemage of the population with access to ~anit:l1) excreta disposal faciliti~ or services will be at least ,=;% 

-

-
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IV FROM POLICY TO ACTION 

[V-t COUNTRY POLlCY FORMULATION 

NOTES TO PARTICIPANTS IN THE CONSULTATION 

Once the policy for equity, solidarity and health is approved at the inter
national level, and its main recommemlations translated into national 
sitnations, individual Member States will select approaches specifIC to their 
social and economic sitnation and culture, and de-emphasize those which 
have been sbown to be deficient during the past decade of implementing 
the health-for-all strategy. 

Having selected their approacbes Member States will follow a number of 
steps in policy formulation, thus ensuring tbat tbe main prov/sians of tbe 
policy are translated into their national or subnational contexts and 
implemented througb tbe best combinatton of approaches. 

This final component of tbe policy for equity, solidarity and health may 
appear merely managerial, yet lack of management has often been the 
major obstacle to the implementation of some of the best health policies 
in the world. 

Participants in tbe consultation process will thus need to consider the 
following approaches and assess their feasibility in different country con
texts, to ensure that they are implementable in their own sitnations. 

(A) POLICY FORMULATION 

In the light of the global policy framework each countlY will formulate its 
policy for equity, solidarity, and health, as follows: 

• identification of demographic, political. economic, environmental and 
social factors which affect health, and related trend analysis, permit
ting assessment of health problems and needs and identification of the 
most vulnerable population groups, with emphasis on those without 
access to health care or whose access is seriously limited; policy 
orientations can then be determineel; 

• assessment of the prospect for change, induding assessment of the 
available financial, human, physical and intellectual resources, with 
the contribution that representatives of the public sector and others 
can make in the formulation anel implementation process, to give 
them a stake in the process and engender wide commitment to the 
policy; 

• subsequent elaboration of targets for different levels according to policy 
orientation anel specific to each situation, and serving to evaluate progress 
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towards attaining "aspirational goals" of the policy (during this process 
the need for setting standards may arise); 

• accordingly. selection of the most appropriate actions applying the 
principles of equity, sustainability, and affordability, with mechanisms 
to monitor implementation - this will include definition of technical 
responsibilities of each sector in contributing to prevention, health pro
tection and provision of access to health care, as well as personal re
sponsibilities in implementation; the actions will be cos ted and the 
programme readjusted as a result - an essential element of this exer
cise will be to define the responsibilities at different political and 
administrative levels with regard to accountability for the health of the 
population; -. 

• inclusion of these actions in the national and local budgets as the 
condition sine qua nun for the implementation of the policy for equity, 
solidarity and health. 

(1») APPROACHES FOR POLlCY IMPLEMENTATION 

Reaching consensus at the international level on the recommendations in 
a health policy is not enough. Adaptation of the policy to country situa
tions will require its endorsement by all those concerned: politicians, spe
cialists in health and other sectors, communities, professional groups, 
nongovernmental organizations and individuals - all are expected to col
laborate in the implementation of the policy through the application of a 
number of approaches. This may mean the elaboration of new national or 
subnational policies; the updating of existing health policies; the 
reorientation of these policies or the inclusion of a number of activities 
ensuring the main country emphasis. 

Specific country approaches taking into account political, economic 
and sociocultural aspects, as well as managerial traditions, will have to be _. 
devised for: 

• policy issues such as: health-for-all finanCing, including resource allo
cation policy, both within the health sector and as a proportion of the 
national budget for health for all; funding and commissioning of deci
sion-oriented research; the responsibilities of the health sector with 
respect to technical collaboration with other sectors and the implemen
tation of their policies; decentralization and support from national and 
regional levels; personal, household and community responsibilities 
and mechanisms for participation; 

• management issues such as: optimizing the use of health-sector 
resources, including economic analysis and resource management; 
accountability; strengthening provincial and district health systems: 
management of all services and institutions, including the appropriate 
integration of disease prevention, control and curative services, with 
supervision and quality control and management information systems 
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that can, inter alia, indicate risk groups and permit reductions in 
inequities; 

• intersectoral issues such as: advocacy and promotion of health as a 
conditiun for development, with appropriate policy-making and plan
ning; analysis of the impact of development activities in all sectors on 
health status; monitoring of health status in relation to environmental 
conditions and specific measures such as those for urhan health, and 
related indications. 

INTERNATIONAL PARTNERSHIP 

NOTES TO PARTICIPANTS IN THE CONSULTATION 

The growing involvement of the United Nations system, other inter
governmental and nongovernmental organizations in action for health 
development at the international and national levels makes them inter
ested partners for conntries. While the richest countries make sophisti
cated use of these organizations for international information exchange, 
as well as standard-setting, less developed countries are sometimes not 
as well prepared for coordinated action. 

Part of the purpose of the poUcy for equity, solidarity and health is to 
foster international solidarity and partnership with the main thrusts 
identified here, and ensure their coordinated implementation in 
countrie.~' development. The purpose of this section is to determine the 
capacity of different agencies for support, and to stress WHO's k~ role in 
coordinating support for health aspects of development in individual 
countries. 

It is the responsibility of the international community to ensure that the 
importance of health in overall social, politicaL cultural and economic 
development is reflected in the policies of all sectors, hoth as an effect of 
progress and as a stimulus for change. 

A growing numher of countries will need external support before they are 
able to achieve autonomy in health development. However, inter
national resources for development are scarce, and it is therefore essential 
to optinIize support through the application of rational mechanisms. 
Creating common aspirations, goals, targets and approaches for all 
concerned in adopting a worldwide health policy is a step in this 
direction. 

(A) ROLES OF INTERNATIONAL PARTNERS 

Reaffirmation of WHO's mission and that of other agenCies concerned 
with health, and redefinition of their cooperation in support to countries 
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for health development are essential to the implementation of the policy. 
Strengthening management capacity at country level to absorh acceler
ated action entails renewed efforts to ensure that health priorities are 
matched by the international resources allocated. both financial and 
human. All members of the Cnited Nations system, the Bretton Woods 
institutions, the regional development banks, international organizations, 
nongovernmental organizations, agencies in the private sector and 
others have recognized the importance of country-level management 
t()r health development, and should thus ensure that their policies and 
programmes are implemented in accordance with the priorities 
of the country policy and in close collaboration with national 
programmes. While the motivations of these different partners may _ 
vary, their comparative advantages and various mandates must be 
recognized and respected. so that social responsibility compels them to 
coordinate their action. If overlapping is to be avoided, the mandate of 
WHO in the coordination of international health work is to be respected. 
Regular policy consultation aimed at exchange, rather than formal mecha-
nisms. should he a feature of such a coorerative endeavour. Throughout 
the past 20 years international conferences shaping consensus on health 
development issues have contributed to this prderence: however, work-
ing mechanisms may still need to be strengthened. 

Mandates and modus operandi vary considerably. The United Nations 
system has been created to rromote global reace and reconstruction 
and human develorment. WHO, according to its constitutional functions, 

acts as the directing and coordinating authority on international health, 
and maintains effective collaboration with the srecial agencies and 
bodies like {,""ICEF. Some of the organizations. such as Ul\ESCO and 
ILO, have mandates mostly outside the health sector, yet in recent years 
their activities and their involvement in health have been increasing, as 
has the role in health develorment of the Bretton Woods institutions. __ 
Other organizations of the United Nations system have functions in the 
health field. and a number of different programmes and funds also have 
large health components and contribute to country health develop-
ment with technical cooperation, advice and information. Other interna-
tional agencies are increasingly important sources of technical assistance 
and policy research, as well as development financing. A number of 
regional political and economic groupings and regional banks have 
been drawn into the health sector by its political Significance and the 
amount it spends. The bilateral agencies are crucially important partners 
for many countries, as they provide financial resources, as well as 
information. 

I'\ongovernmental organizations. whether national or international, are 
often unsurpassed in their ability to work closely with communities. They 
have become most important to the health development process and in-
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deed unique in certain health sectors where their independence is an 
asset for national and local authorities. While they command a total of 
resources greater than those of the entire Cnited :'\ations system. these 
will only be effectively used if activities are properly coordinated by 
countries. 

The combined strength of all international organizations dedicated to health 
development is impressive. Their ability to advance the policy fi)r equity, 
solidarity and health is also a complementary factor: countries should 
organize and maximize international support in implementing their 
policies. 

(B) RESTATING WHO'S MISSION 

At the international level, the advocacy role of WHO in fulfilment of its 
mandate, and its promotion of the principles of this policy and coordina
tion of its implementation. are essential if consistent application at the 
country level is to be assured. The function of WHO as the authority for 
the direction and coordination of international health work, and its tech
nical cooperation function, should accelerate progress in relation to the 
three principal gaps identified in the health-for-all evaluations: by com
bating poverty and the barriers to access to health which it creates; 
applying the overall economic development framework and related 
measures for health system financing; and remedying the failure to 
apply already available knowledge to health development. This will 
involve the more consistent application of its established mechanisms for 
a country-based, bottom-up approach and a renewed commitment to Glta
lysing, supporting and coordinating health cooperation and collaboration 
among countries and with other partners for health-for-all policy renewal 
and implementation. 

Within this framework WHO's mission will be to: 

• support Member States in renewing their health-for-all policies to 
take account of the major health challenges which they must address in 
the coming 25 years: 

• ensure technical cooperation with Member States in defining their 
strategies for policy implementation. with renewed emphasis on 
building and strengthening capacity to further develop and implement 
their specific activities (capacity-strengthening will focus on countries 
which cannot attain self-sufficiency in the health field); 

• undertake normative functions. i.e .. set standards, in support of the 
policy. to ensure global :lCcountability for health, including the moni
toring and evaluation of this policy; disseminate and exchange infor
mation, including the results of research and development for new 
tools and approaches to achieving health for all, which will be crucial 
to WHO's role in implementing the new global health policy; 
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• promote and coordinate effective support for health for all by the 
international community, induding partnership-strengthening and 
resource mobilization, and undertake global monitoring, with interna
tional partners, of the progress made in implementing the policy. 

WHO's mission will be kept regularly under review by its governing bod
ies, and implementation will be crystallized every six years in the General 
Programmes of Work. Shorter-term implementation through programme 
budgets, based on country needs, will ensure that the tasks are matched 
with country health realities. 

A review of the performance of WHO programmes since the beginning of 
the health-for-all strategy's implementation shows that the Organization 
has demonstrated a capacity to adapt and respond to changing demands 
thanks to its own and countries' mechanisms to revise national policies 
and programmes and ensure that the activities under the WHO programme 
budget are relevant to country needs. The Organization will keep under 
review its managerial process to ensure that direct support to Member 
States is appropriate. 

SpeCial care will be taken during all discussions in WHO governing bod
ies to keep under permanent review the major issues identified in the 
policy, i.e., reduction of inequities in health, accountability of all national 
and international partners. participation and solidarity. 
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~ 

~,. CONCLUSION 

The success of the implementation of the policy for equity, solidarity 
and health will depend on the extent to which Member States and 
others concerned recognize the urgency of tackling the formidable chal
lenges of ill-health and inequity. The vision of the policy is amhitious 
and the difficulties are daunting, yet the hope to attain health for all is 
such that the elaboration of this new policy poses a moral imperative; 
ambitious as well is the commitment to bring all partners together in 
support of its implementation. In spite of the formidable nature of the 
task, WHO will pursue for all peoples the highest attainable standard 
of physical, mental and social well-being as one of the fundamental 
human rights. 
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DATE 

Jan. 
1995 

May 
1995 

May to Sept. 
1995 

June 
1995 

PROPOSED TIMETABLE FOR 
FORMULATING THE NEW GLOBAL 
HEALTH POLICY 

MEMBER STATES 

Set up/strengthen mecha
nisms in countries for the 
consuilalion process] 

WHO GOVERNING WHO SECRETARIAT 
BODIES 

l'Oinety-fifth Executive Board 
session: review of the pro
posed consultation docu
ment and report to Forty
eighth World Health As
sembly 

Forty-eighth World Health As
sembly: review of the pro
posed consultation docu
ment and advice on process 
\\;th Member States 

After Forty-eighth World 
Health Assemhly, Director
General to initiate consulta
tion process with Member 
States, (;nited Nations 
agencies, intergovernmen
tal and non-governmental 
organizations 

Briefing of WHO staff at all 
levels on content and meth
ods for revie\\;ng of health
for-all strategies 

Finalization of the consulta
tion document, as amended 
by the Executive Board and 
the Health Assembly, as well 
as methods to be used; crea
tion of spedalmechanisms as 
may be desirable and issue 
guidance 

1 E_xamplps b) which thi.~ coultl be achJ~n'l! illcluur: a retreat by cahinet nlmislcfS 10 discu~s IJll' nt'v.' pohc)': spI.'ci:l! S€SSiOn~ or 
diJc\l~sion" in nationaillssemhlies orparliamellts: inltr-ministeriai/intersectorai committees orstructure~ for )folic.. forlllUl;l
tion and implementation; estahlishment or "think tanks" to conSider various (l~pect~ of the ne\\ ).',[oba[ health policy; etc, 

-
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DATE MEMBER STATES WHO GOVERNING WHO SECRETARIAT 
BODIES 

Autumn 
1995 

From Sept. 
1995 

Jan. 
1996 

Throughout 
1996 

May 
1996 

Review of national policies, 
strategies and plans of action 
for health for all, review of 
analysis and projections, na
tional groups to consider the 
new policy and WHO's mis
sion in support ofit 

Consultation process in 
Member States, with other 
international and non
governmental organizations 

Report on progress at World 
Health Assembly 

WHO regional committees: 
review of consultation docu
ment and ways of formulat
ing regional policy 

Ninety-seventh Executive 
Board: review progress 
in formulating new global 
health policy and consulta
tion process and report to 
forty-ninth World Health 
Assembly 

Forty-ninth World Health As
sembly: review progress in 
formulating new global 
health policy and consulta
tion process in Member 
States 

Jan. Executive Board: review 
1997 progress in the elaboration of 

proposed global policy and 
report to Fiftieth World 
Health Assembly 

Feb. Member States' contributions 
1997 to the policy and views on 

WHO's mission forwarded to 
WHO Secretariat, as well as 
those of other international 
and nongovernmental or
ganizations 

Regional Directors' reports 
to regional committees 
on approaches to policy 
formulation and WHO 
support 

Meetings, seminars, work
shops and similar activi
ties with regional and 
subregional organizations; 
United Nations agencies, 
other international and 
nongovernmental organi
zations 

Provision of support to Mem
ber States during the consul
tation process 
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DATE MEMBER STATES WHO GOVERNING WHO SECRETARIAT 
BODIES 

Feb. to June Regional drafting groups 
1997 and development teams: 

consolidation of replies 
from Member States and 
preparation of information 
relevant to the formulation 
of regional policies 

May Fiftieth World Health Assem-
1997 bly: review progress -June to Dec. Elaboration of the new global 
1997 health policy 

Autumn Regional committees (op-
1997 tional) : review of draft 

regional policy 

Oct. Participation in regional Presence at regional confer-
1997 preparatory conferences ences 

to review/adopt policy (can 
be linked to regional com-
mittees) 

Oct. to Dec. Initiate action to obtain com- Policy development tcam: 
1997 mitment at highest govern- consolidation of new global 

mental and political levels for policy 
the polk)' 

Jan. Executive Board: final review 
1998 of the proposed new global 

policy and report to the 
Health Assembly 

May Country reports to Fifty-first Health Assembly: at a special 
1998 World Health Assembly event connected with the As-

sembly, adoption of resolu-
tion in support of policy and 
charter 

Continuing Development or reorientation Periodic progress reviews Continued technical coopera-
from June of national plans of action, and evaluation by regional tion and support to national, 
1998 and implementation of the committees, Executive Board regional and global action to 
onwards national, regional and global and Health Assembly implement the policy 

poliCies with WHO support 
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DATE MEMBER STATES 

~ummer Comments on Tenth General 
1998 Programme of Work 

Sept. 
1998 

Jan. 
1999 

April 
1999 

May 
1999 

Julv 
1999 

Sept. 

1999 

World Health Day health-for-all 
reviews are initiated 

WHO GOVERNING WHO SECRETARIAT 
BODIES 

Regional committees: review 
of policy implementation; 
regional response to charter; 
review regional budget 
2000-2001 

Executive Board: review Di
rector-General's report on 
orientation of Secretariat to 
implement new policy, Tenth 
General Programme of Work, 
and budget 2000-2001 
( transitional) 

Fifty-second World Health 
Assembly: theme of transition 
to the new millennium; 
adoption of Tenth General 
Programme of Work; 
approval of budget 2000-
2001 

Regional committees: adjust
ment, to regional plans and 
preparations for the year 
2000 

Director-General to consult 
",th other executive head, on 
United Nations response to 
charter 

WHO to host meeting of in
ternational community to 
agree policy and strategy for 
support to health for all, par
ticularly in countries in great
est need 

Submission of report on 
reorientation of Secretariat, 
draft Tenth General Pro
gramme of Work and draft 
budget 2000-2001 

Director-General to request 
high-level political commit
ment starting with national 
health-for-all progress review 
on World Health Day 1999 

Ace agrees United Nations 
response to charter and 
content of response to 
ECOSOe 

Director-General to report to 
ECOSOC 
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