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The Sub-Committee on Technical Cooperation among Developing Countries 
met on 16 and 17 June 1980: (a) to discuss the meaning of the term 
"technical cooperation", in implementation of resolution WPR!RC30.R6 and 
following discussions at the sixty-fifth session of the Executive Board 
during consideration of the report On WHO's structures in the light of its 
functions (see also operative paragraph 1(5) of resolution WHA33.l7.); 
(b) to review activities for technical cooperation among developing countries 
in the primary health care aspects of communicable disease control. Draft 
material for presentation to the Programme Committee of the Executive Board 
on the meaning of technical cooperation was also reviewed (see Annex 1). 

The Sub-Committee interpreted technical cooperation to mean an 
activity, or activities, undertaken by One country in cooperation with 
another country or with an external body, or with both, subject to the 
following qualifications: (a) the country seeking cooperation decided which 
activities were to be undertaken; (b) the activities addressed important 
priority problems and contributed to the attainment of self-reliance; 
(c) responsibility for determining, developing, implementing and evaluating 
the activities belonged to the country seeking cooperation, while the 
cooperating country or agency played a supportive role. Cooperation could be 
in the form of technical advice or services, financial support, or provision 
of capital goods. The Sub-Committee further affirmed that technical 
cooperation and coordination were mutually supportive and formed the 
inseparable essence of WHO's unique constitutional role in international 
health work. It agreed that the two functions were necessary for achievement 
of the goal of health!2000. 

The Sub-Committee recommended that, within the context of technical 
cooperation among countries, the following measures for communicable disease 
control through primary health care should be undertaken: promotion of a 
shared understanding among senior policy-makers of primary health care as an 
indispensable strategy for the control of communicable disease; the training 
and education of all workers; encouragement of the participation of community 
and other organizations; studies to develop appropriate technology for 
communicable disease control and the appropriate use of herbal medicines; 
development of suitable indicators to evaluate the impact of using the 
primary health care approach on the incidence of communicable diseases; 
development of appropriate supportive services for primary health care; 
establishment of a system to facilitate the sharing of information and 
experience; ensuring the availability of expertise in primary health care to 
Member States when needed. 
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1 • INTRODUCTION 

The Sub-Committee on Technical Cooperation among Developing Countries 
held its fifth meeting in Manila on 16 and 17 June 1980. The meeting was 
opened by Dr S.T. Han, Director, Programme Management on behalf of the 
Regional Director. The following attended: 

Dr D.B. Travers, Australia 
Dr N. Tavil, Papua New Guinea 
Dr Antonio N. Acosta, Philippines 
Mr Moo-Geun Jeon, Republic of Korea 

The following members of the Sub-Committee on the General Programme of 
Work attended as observers: 

Dr Liu Xirong, China 
Dr Yuji Kawaguchi, Japan 
Dr Bryan Christmas, New Zealand 
Dr Solia Fa'aiuaso, Samoa 
Dr S. Foliaki, Tonga 
Dr Nguyen Quang Cu, Viet Nam 

Dr Antonio N. Acosta was elected Chairman. 

Dr Han expressed his appreciation to the Governments of the members of 
the Sub-Committee on the General Programme of Work for agreeing to allow 
them to continue their practice of attend:ing meetings of the Sub-Committee 
on Technical Cooperation among Developing Countries. He pointed out that 
WHO attached great importance to the discussion which would take place on 
the meaning of the term "technical cooperation", since that function and 
the function of coordination were both essential to the Organization's role 
in international health work. The primary health care (PRC) aspects of 
communicable disease control, the other topic to be discussed, was equally 
important, as communicable diseases were still a major problem in most 
developing countries and the control of such diseases through a realistic 
approach such as primary health care would ensure the successful attainment 
of the goa] of health for all by the year 2000. 

The Sub-Commi ttee had be fore it the following background documents: 

(I) Document DGO/80.3, entitled "The meaning of technical cooperation 
in WHO" (see Annex 1) which had been drafted in preparation for 
presentAtion to the Programme Committee of the Executive Board in 
November 1980. The document traced the evolution of the concept 
of technical cooperation in the United Nations system and in WHO 
and demonstrated the difference between technical cooperation and 
technical assistance, the mutually supportive relationship 
between technical cooperation and coordination, and the fact that 
those two functions formed the inseparable essence of WHO's 
unique constitutional role in international health work. The 
conclusion was that the two mutually reinforcing constitutional 
functions were essential to achievement of the goal of health for 
all by the year 2000. 
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(2) A summary of activities undertaken in connexion with the 
recommendation on health manpower development made by the 
Sub-Committee on Technical Cooperation among Developing Countries 
at its fourth meeting on 26 and 27 March 1979. 1 

(3) A document on the primary health care aspects of communicable 
disease control which raised certain major issues in applying the 
principles of primary health care, in particular community 
involvement in activities directed towards the control of 
communicable diseases. 

2. TECHNICAL COOPERATION 

The Sub-Committee underscored the need to emphasize social development 
as an important component of strategies for the establishment of a New 
International Economic Order, and observed that the problem of convincing 
political and economic decision-makers of the importance of health to 
socioeconomic development remained unchanged. It also noted that, in 
matters of technical cooperation, while the categorization of countries 
into developed and developing had served some purpose, a more crucial 
consideration was the national health and health care status, in order to 
determine which countries were more in need of technical cooperation, as 
well as the type and magnitude of such cooperation. Like the developing 
countries, the so-called developed countries also encountered difficulties 
in securing appropriate budgetary allocations for health. 

The Sub-Committee went on to discuss the distinction between technical 
assistance and technical cooperation, the mutually supportive roles of the 
technical cooperation and coordinating functions of WHO, and the role of 
those two functions in attaining the goal of health/2000. It came to the 
following conclusions: 

(1) Technical cooperation was to be interpreted as an activity, or 
activities, undertaken by one country in cooperation with another or with 
an external body, or with both, subject to the following qualifications: 

the country seeking cooperation decided which activities were to be 
undertaken; 

the activities were of high social relevance, in the sense that 
they addressed priority problems identified within the framework of 
the national goals and strategies of the countries concerned; 

lSee Annex 5, Report of the WHO Regional Committee for the Western 
Pacific, thirtie~h session, 1979, page 87. 
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the activities contributed to self-reliance, in the sense that even 
if technical cooperation were to cease, they would have contributed 
towards the establishment, maintenance and continuous growth of 
national efforts to promote and sustain the health of the people; 

the responsibility for determining, developing, implementing and 
evaluating the activities remained with the country seeking 
cooperation while the cooperating country or agency played a 
supportive role; 

the nature of the cooperation (technical, financial, or prOV~S10n 
of capital goods) did not affect the meaning of technical 
cooperation. 

Viewed in the light of the aforementioned qualifications, technical 
cooperation could be seen to be fundamentally different from previous 
arrangements, which had been labelled as "technical assistance". Moreover, 
technical cooperation, with its emphasis on country participation, was more 
conducive to the propagation of friendship and resulted in mutual benefits 
to the cooperating parties. 

(2) There was no need at present to change the mechanism for 
implementation of technical cooperation on the part of WHO. Furthermore, 
technical cooperation should not be regarded as a separate programme but as 
a basic concept underlying all activities. It was not necessary to have a 
separate budget for it. 

(3) WHO's technical cooperation and coordinating functions were 
mutually supportive and, together, formed the inseparable essence of the 
Organization's unique constitutional role in international health work. 
The two functions were necessary for achievement of the goal of health for 
all by the year 2000. 

The Sub-Committee noted the report of the Secretariat on TCDC 
activities in the field of health manpower development carried out in 
response to the recommendations of the Sub-Committee at its fourth 
meeting. The report did not reflect important TCDC activities in other 
fields and the Sub-Committee decided that it would be useful to keep itself 
informed of any such activities, noting that the Regional Office submits a 
report on TCDC as a contribution to the global focal point towards the end 
of each year. 

Finally, having taken into consideration the fact that technical 
cooperation is an important element in strategies towards achievement of 
the goal of health/2000, the Sub-Committee proposed that the next topic for 
review should be the strengthening of mechanisms for technical cooperation 
among countries. 

-
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3. THE PRIMARY HEALTH CARE ASPECTS OF 
COMMUNICABLE DISEASE CONTROL 

Mobilization of the resources of the community was essential in 
primary health care. Those resources would include unused manpower. It 
was necessary to organize, educate and encourage members of the community 
and this should be done by the government. Knowledge of effective 
techniques in community organization and education was therefore crucial. 

The government had a moral obligation to .9upport community activity in 
primary health care, which could be in the form of cooperative medical 
schemes or part of a scheme for total community development. The 
government provided guidance as well as seed money as needed. The process 
was very slow in the first few years and might not meet the desires of 
leaders for immediate results. 

Although primary health care was aimed at the underprivileged, 
observations in some countries showed that the active participants in a 
number of instances were not the underprivileged, who were too pre-occupied 
with earning a living to be able to give their services without 
remuneration for more than a limited period of time. Experience in other 
countries, however, pointed to a different situation, in which the 
underprivileged participated as needed as long as it was explained to them 
what they could expect to gain from the activity, either in terms of 
health, or food production, or trading opportunities. 

Countries regarded primary health care either as an extension of the 
health care delivery system, or as a joint undertaking of the community and 
the government. 

In discussing the above, specific approaches in the implementation of 
primary health care were cited. It was mentioned that primary health care 
in one country was carried out by a network of village health stations with 
community participation. In another, combination of health work with 
participation of the masses was stated to. be effective, with the government 
giving more attention and support to remote areas. In another country, 
women's committees made a major contribution to primary health care and 
could be considered a part of that country's institution. Specific 
activities for health, such as contact-tracing and follow-up, were easily 
carried out through them, underlining the fact that once a community had 
been organized for action, different activities could easily be consid.red 
and implemented. In one country, where the health care system combiae4 
f~.e government service and medical insurance, it was noted that fewer 
young healthy adults were joining the insurance schemes. The experience in 
another country showed that, as urban areas expanded, the peripheral areas 
received less attention. As service became more sophisticated, it also 
became more expensive so that more people turned to self-care. 
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It was pointed out that although countries might share their 
experiences with one another, they had to determine for themselves how to 
approach specific problems. 

The Sub-Committee considered that, while immunization, environmental 
health work, provision of drugs and health education were major activities 
in the area of communicable diseases control which could be carried out 
effectively at grassroots level, it was necessary to develop mechanisms to 
evaluate the impact of community participation and expansion of coverage in 
reducing communicable diseases. The need for selected indicators for the 
purpose was emphasized. 

Appropriate supportive services for primary health care, such as 
laboratory services, reporting/notification systems, treatment facilities 
and supply systems, needed to be developed. Laboratory facilities at the 
primary health care level should be simple, designed for such diseases as 
malaria, tuberculosis, diarrhoeal diseases and intestinal parasitic 
diseases, with the.community responsible for screening and referral. 

The value of medicinal herbs in treatment was emphasized. It was 
agreed that extraction of the active principles of such herbs with a view 
to preparing pills, injectable solutions, etc., would be more scientific, 
but for them to be available locally and for the population to be able to 
use them in their natural form was highly desirable and would be more 
immediately responsive to the needs. The wider use of oral rehydration 
salts at community or village level was advocated. The astringent effect 
of SOme medicinal herbs in the control of diarrhoeal diseases was noted. 

So much still needed to be done in the area of water supply. Simple 
designs for water supply had been adjudged to be still too sophisticated 
for some developing countries. 

In a different context, the prov~s~on of essential drugs through the 
establishment of village pharmacies with the initial financial support of 
the government was an initiative that deserved further consideration. 

The Sub-Committee pointed out that much still remained to be done to 
change the concept of health commonly held by the community and by 
political leaders, who generally equated health with the absence of 
illness, and were more concerned with the provision of clinical services 
than with public health measures such as water supply and environmental 
sanitation. 

The Sub-Committee also recognized that health workers generally needed 
more skills in effective communication. It was necessary to develop 
mechanisms whereby the opinion or advice of people possessing extensive 
experience in primary health care could be made available to all Member 
States of the Region. Experience had demonstrated that, in some countries, 
primary health care programmes should be first developed on a small scale 
to serve as an example to the rest of the country. 

-



WPR/RC31/13 
page 7 

The Sub-Committee concluded that, without adequate managerial support 
from the higher levels of the health care delivery system, primary health 
care could not succeed. 

In the context of promoting technical cooperation among developing 
countries, the Sub-Committee recommended the following measures: 

(1) Activities should be promoted to develop, with government 
policy-makers from all relevant sectors, a shared understanding of the 
importance of primary health care as an indispensable strategy for the 
control of communicable diseases. 

(2) The training and education of all workers engaged in primary 
health care, both lay and professional, should be encouraged, with 
particular reference to communication skills and community organization. 

(3) Community and other organizations, including professional 
associations, voluntary service clubs, as well as private medical 
practitioners, should be encouraged to participate in support of primary 
health care programmes. 

(4) Studies to develop appropriate technology for the control of 
communicable diseases through primary health care should be supported. For 
example, studies on the provision of essential drugs, environmental 
sanitation, development and maintenance of water supply and waste disposal 
systems, and epidemiological surveillance, with special emphasis on lay 
reporting. 

(5) A system should be established in the Region to facilitate and 
ensure the pooling of information and experience on disease control 
activities implemented through primary health care. 

(6) Expertise on different aspects of primary health care should be 
available in order to respond to the expressed needs of Member States as 
implementation problems were encountered, with special reference to 
communicable disease control. 

(7) Appropriate supportive services for primary health care, such as 
laboratory services, reporting/notification systems, treatment facilities 
and supply systems should be further developed. 

(8) Suitable indicators should be developed to evaluate the impact on 
the incidence of communicable diseases of using the primary health care 
approach and any consequent improvement in the health status. 

(9) Support should be provided for research on herbal medicines and 
development of their appropriate use in primary health care. 
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THE MEANING OF TECHNICAL COOPERATION IN WHO 

This paper traces the evolution of the concept of 
technical cooperation in the United Nations system and in 
the World Health Organization. It demonstrates that: 
(1) "technical cooperation" in WHO is fundamentally different 
from "technical assistance"; (2) WHO's technical co
operation and coordinating functions are mutually s~pportive; 
and (3) technical cooperation and coordination together 
form the inseparable essence of WHO's unique constitutional 
role in international health work. These two mutually 
reinforcing constitutional functions are essential for reaching 
WHO's main social target over the next two decades, the 
attainment of "health for all by the year 2000". 

Examples to illustrate how success in international health 
wdrk can result from the balanced and integrated fulfilment 
of WHO's coordinating and technical cooperation functions, 
and from the close identification between the work of WHO and 
the work of Member States, are presented in annex 1 •. 
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Introduction 

1. The t.erm II technical cooperation ll has become a conunon part of 

the vocabulary of the United Nations system and WHO in recent years. 

The importance ascribed to it in WHO is illustrated by the fact that 

the very first section of the Handbook of Resolutions and Decisions 

of the World Health As~embly and the Executive Board,'Volume II (1973-

1978) is entitled IIpolicy and Guiding Principles for Technical 

Cooperation". That section contains two particularly significant 

resolutions: the first, Health Assembly resolution WHA29.48, required 

a substantial increase in the percentage allocation of WHO regular 

budget resources to "technical cooperation and provision of services". 

The second resolution, WHA30.43, adopted by the Health Assembly in 

May 1977, took a giant step further by calling on WHO and Member States 

to collaborate, and to mobi lize and transfer, resources for heal th, 

in pursuance of the main social target of governments and WHO in the 

coming decades, namely, "the attainment by all the citizens of the 

world by the year 2000 of a level of health that will permit them 

to lead a socially and economically productive life", popularly kno,"'Tl 

as "Health for all by the year 2000". This resolution has profound 

implications for the meaning of technical cooperation in WHO in relation 

to the Organization's first constitutional function "to act as the 

directing and coordinating authority on international health work". 

2. When the Executive Board developed and the Health Assembly approved 

in resolution WHA30.30 a new policy and strategy for the development of 
,1 d I" "d 'f' . ,,2 technical cooperat1on, WHO adopte a pure y pragmatiC 1 enti ication 

of technical cooperation for purposes of monitoring compliance with the 

budgetary target set by resolution WHA29.48, but at the same time 

recognized the need for a IIconceptual definition,,3 of technical 

cooperation that would relate to the reorientation of all the future 

programmes and workings of WHO. The E~ecutive Board considered 

that the conceptual definition of technical cooperation was an evolving 

1 WHO Official Records No, 238, Part II, pages 114-123, and 165-225 
2 

Ib id. , pages 116-117, paragraphs 12-13. 
3 Ibid, , 117-118, paragraphs 15-16. pages 

_. 
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1 
concept deserving further study. The relevant extracts concerning 

the pragmatic identification and conceptual definition of technical 

cooperation from the report of the Executive Board, at its fifty-ninth 

seSS10n, on the proposed programme budget for 1978-1979, are presented 

as annex 2 to this document. The need for further study of the 

meaning of technical cooperation in WHO is highlighted by the 

diverse attitudes of some governments towards technical cooperation 

in WHO. Some governments have sought to separate "technical 

cooperation" or "technical assistance" activities from other 

activities of WHO with a view to denying regular budget funding for 

technical cooperation or assistance. Other governments have sought 

to identify separately "technical cooperation activities" within the 

WHO regular budget with a view to allocating a given percentage of 

WHO resources to such activities. Finally, many Member States may 

have assumed that "technical cooperation" is simply qualitatively 

improved "technical assistance". 

3. From the above it is evident that there is a need to reach 

understanding on the meaning and significance of technical cooperation 

in WHO. To do this, it is necessary to give a brief summary of the 

relevant historical evolution of the concept of technical cooperation 

in the United Nations system in general and in WHO in particular. 

From this review it can be shown that: (1) "technical cooperation" 

is fudamentally different from "technical assistance"; 

(2) WHO's technical cooperation and coordinating functions are 

mutually supportive; and (3) technical cooperation and coordination 

in WHO are inseparable components of the Organization's unique 

constitutional role in international health work. Only by bringing 

together WHO's functions of technical cooperation and of directing 

and coordinating authority on international health work will the 

Organization be able to mobilize the will and the resources of all 

Member States, ind~vidually and collectively, to attain "Health for 

all by the year 2000". From this it will be seen that mutually 

supportive coordination and technical cooperation is emerging as 

the very essence of WHO's international health work. 

1 WHO Official Records No. 238, Part II, page 118, paragraph 16 (2) 
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Technical assistance 

4. The United Nations system functions both at the international 

and the national level. The influence on national activity of 

the United Nations system's activities at the international level 

has always been a delicate issue. Technical assistance, 

as a manifestation of the system's activities at the national level, 

has, however, been accepted practice since early days. This form of 

assistance was provided for the economic and socia] development of 

the developing countries. As these increased in number as a result 

of the process of decolonization, the volume of technical assistance 

provided by the United Nations system also increased. 

5. WHO has also provided technical assistance s~nce its inception. 

Indeed, one of its constitutional functions is "to furnish appropriate 

technical assistance and, in emergencies, necessary aid upon the 

request or acceptance of governments". (Article 2 (d)). From the 

wording of Article 2 (d) in the Constitution, "upon the request or 

acceptance of governments", it is clear that WHO was meant to 

offer assistance to countries only if thev wanted it. This 

technical assistance was provided for in the Organization's regular 

budget. It has always constituted a major part of the regular 

budget, in contrast to most other specialized agencies which depend 

largely on special funds for their technical assistance activities. 

At first, the United Nations Development Programme was the main 

source of such funds, although in more recent years other bodies 

such as the World Food Programme, the United Nations Children's 

Fund, the Office of the United Nations High Commissioner for 

Refugees, and the United Nations Fund for Population Activities, 

have disbursed growing proportions of the total technical assistance 

provided by the United Nations sytem. 

6. What form did the technical assistance provided by the United 

Nations system take ? It consisted mainly of assistance projects 

funded by the system and executed by one of its specialized agencies -

the executing agency. The countries concerned were therefore not 

really involved in determining the nature of the projects or the way 

they were carried out; they were passive recipients. Projects 

f 
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were selected, often for demonstration purposes, in an isolated manner. 

That is, they did not fit in to an overall pattern that reflected 

the country's main socio-economic preoccupations and potential 

economic capacities. Rather than responding to the needs of the 

countries concerned, these projects often represented the interests 

of the dono~s and the executing agencies, however well-meaning they 

were. 

7. WHO's technical assistance was ~n all too many cases no 

exception to the above situation. The result was the pursuit of many 

technical projects that were often isolated from one another even 

in the same country, and that lay outside the main stream of the 

country's health system. In addition, projects in one country were 

not related to projects in other countries. To sum up, particularly 

through the period of the first United Nations Development Decade, 

technical assistance was provided through funds, material and 

personnel donated for agencies to carry out projects in countries 

for these countries. When the assistance came to an end these 

projects often left no lasting impact in the country. 

Country programmes 

S. In the early seventies it became evident that the fragmented 

project assistance approach was not being effective. Following 

the Study of the Capacity of the United Nations Development 

System ("the Jackson Report"), the concept of the country programme 

arose. This implied a review of the total social and economic 

development needs of the country concerned, and the attempt to 

formulate and execute development projects in response to these 

needs. However, the accent was still on projects for execution 

by the United Nations system, and not by the countries themselves. 

The countries' planning resources were involved in working out 

the country programme, but this was a United Nations country 

programme, and its implementation remained the domain of external 

executing agencies. 
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9. At this juncture WHO adopted an approach that was very 

different from the above. It was called country health programming. 

This is a national process aimed at developing, and activating the 

implementation of, a country-wide health programme that includes the 

countries' main health priorities. From the outset, it stressed 

the multisectoral nature of health development, and therefore the 

need to involve other sectors in the country, wherever relevant, in 

the planning and programme formulation process. WHO developed a 

method of health planning which, though by no means simple, was much 

simpler than the sophisticated planning methods being advocated 

at that time. WHO then provided its services at the request of 

countries for working out the country health programme together with 

the national health authorities. At the same time, it used the 

experience gained to improve the methodology. This was thus a change 

from former practice in a number of interlinked ways. Thus, it aimed 

at promoting the formulation of plans and programmes for health 

development by the countries themselves; it did so through 

cooperation between WHO and the individual Member States concerned;, 

it provided countries with information on practical methods of health 

planning and up-dated this information in the light of experience gained 

in the countries; implementation of the programme became a national 

responsibility no less than its formulation; subsequent WHO 

participation in executing the programme, or part of it, was in no 

way a pre-condition for WHO's participation in formulating it. 

The chan~ing international political climate 

10. During the 1970s the political climate 1n the world changed 

radically. New relationships evolved between the developing and 

the developed countries, and among the developing countries themselves. 

International structures were called into question, and the idea of 

establishing a New International Economic Order crystallized. Concepts 

such as national self-reliance and collective self-reliance assumed 

growing significance. Increasing and more active participation of 

developing countries in international life could not take place 
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without affecting their participation in externally supported activities 

for social and economic development within their own boundaries. 

In such an environment, the passive acceptance of assistance becaMe 

an outmoded concept. It gave way to the concept of cooperation. 

Technical cooperation in WHO 

11. The concept of cooperation lS nothing new to WHO. Indeed, 

it is one of the very foundations of its Constitution. The final 

paragraph of the preamble to the Constitution states: "Accepting 

these principles, and for the purpose of co-operation among themselves 

and with others to promote and protect the health of all people, 

the Contracting Parties agree to the present Constitution and hereby 

establish the World Health Organization as a specialized agency 

within the terms of Article 57 of the Charter of the United Nations." 

This cooperation gave rise to the progressive emergence of important 

international health policies, principles, and programmes. Yet, 

as the Organization evolved, its activities in individual countries 

tended to assume the form of technical assistance outlined above, 

based on the assumption of a donor role by WHO and a recipient role 

by its developing Member States. The need to change this was 

expressed clearly 9 years ago in the Fifth General Programme of 

Work. This Programme included the following statement: 

" In the course of time, as many governments develop their 

own health manpower and basic.health services, the necessity 

for the provision of long-term advisory and demonstration services 

will diminish, and WHO's role in relation to direct assistance to 

countries will then become increasingly cooperative in 
1 

character. " 

1 WHO Official Records, No. 193, 1971, p. 69 
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12. Four types of technical cooperation are outlined below: 

technical cooperation between WHO and its Member States; 

technical cooperation among developing countries; 

technical cooperation among developed countries; and 

technical cooperation between developed and developing countries. 

13. The changes in the international political climate referred to 

above certainly left their mark on WHO. They helped to crystallize 

the nature of technical cooperation between WHO and its Member States. 

This was symbolized, for example, by resolution WHA29.48 which aimed 

at transferring to countries, for technical cooperation and provision 

of services, resources from the establishment and the administration. 

The policy and strategy for the development of technical cooperation 

that was adopted by the Thirtieth World Health Assembly in 1977
1 

explained that technical cooperation between WHO and its Member States 

was a process whereby Member States cooperate with their Organization 

by making use of it to define and achieve their social and 

health policy objectives, through programmes that have been determined 

by their needs; and that are aimed at promoting their self-reliance ........... 
for health development. WHO's role in technical cooperation between 

itself and its Member States is thus to support national health 

development. As a corollary to this principle, it is clear that 

to be effective, WHO's activities must have a positive and lasting 

influence on countries. Even after WHO has left the scene these 

activities should have contributed to the establishment, maintenance 

and growth of national activities that promote and sustain the 

health of the people concerned. 

1 WHO Official Records, No. 238, pp 114-123 and 181-209 
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14. This was the rationale for the criteria for technical cooperation 

between WHO and its Member States that were included in the policy 

and strategy for the development of technical cooperation mentioned 

above. According to these criteria, the nature of technical 

cooperation must be such as to have "a high degree of social 

relevance for Member States in the sense that they are directed 

towards defined national health goals and that they will contribute 

directly and significantly to the improvement of the health status 

of their populations through methods that they can apply now and 

at a cost they can afford now." In formulating these activities, 

the important principle in technical cooperation of developing national 

self-reliance in matters of health always has to be kept in sight. 

In accordance with this principle the concept of WHO doing something 

for countries has to be abandoned and r~placed by cooperation with 

countries and the fostering of cooperation among the countries 

themselves so that together a lasting impact is made on health 

development. 

15. Technical cooperation between WHO and its Member States thus 

implies true partnership to attain national health goals that have 

been defined in countries by countries. These'goals are attained 

through action that can be sustained and developed further by the 

Member States themselves when the involvement of WHO and of other 

Member States is no longer r~quired. In consequence, national 

programmes receiving WHO support, and any projects that form part of 

them, are executed to an increasing extent by the government and by 

national staff of the country concerned. 

16. While technical cooperation is carried out mainly in individual 

countries, some cooperative activities may be of an intercountry 

or interregional character, if this 1S a useful and economical way 

of satisfying the needs of a number of countries that have similar 

problems. 
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17. Technical cooperation of this nature is a far cry from time-

limited assistance projects. Its support to programmes is 

conducive to the further development of these programmes by 

countries themselves. Such cooperation has a longer term 

perspective, based on the current and future needs of countries, for 

it seeks to identify appropriate solutions to health problems for the 

population as a whole, even if these solutions have to be applied 

progressively to ensure their ultimate equitable application. 

In this connexion, it should be noted that an important aspect 

of technical cooperation between WHO and its Member States is 

the Organization's participation, as required and requested by 

governments, in the planning, organization and evaluation of nation

wide health programmes, whether by the country health programming 

process mentioned above or by any other suitable process. This 

type of activity not only enables countries to select the 

activities they should undertake to solve their priority health 

problems; it also helps to determine the fields of application 

of collaboration with WHO and other cooperating agencies. Among 

other things, it helps to identify the country's health research 

needs, and this can be a useful basis for relevant action in the 

field of health research, leading to the strengthening of national 

health reAearch capability. 

18. The new process of programme budgeting of WHO's resources at 

the country level serves to complement the national process just 

mentioned by identifying together with the government the most 

relevant programmes and the most appropriate activities within these 

programmes for WHO's cooperation. The unique feature is stressed 

of financing the major part of this cooperation through WHO's regular 

budget, as was the case for technical assistance in the past. As 

mentioned in paragraph 5 above, the basis for this unique feature 

is the Organization's very Constitution. 
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19. Technical cooperation of the nature outlined above can thus 

be the key to wise investments in health by the country itself and, 

at the request of that country, by WHO and by others in the 

international community. Another unique feature of such 

investments by WHO, as will be shown below, is that the policy and 

principles on which these investments are based are decided upon 

collectively by the Organization's Member States themselves. Such 

cooperation between WHO and its Member States can facilitate self

reliant national health development, since what it generates gives 

rise to sustained investments and accompanying developmental action 

under the control of the Member State concerned. This applies 

to developing and developed countries alike. Lest there be any 

doubt about the latter, recent examples of cooperation between WHO 

and two highly developed countries are the joint generation and 

selection of information on health planning methodology, and the 

request for support in devising a national cancer control programme. 

20. Thus far consideration has been given to technical cooperation 

between WHO and its Member States. This is not the same as TeDe. 

TCDe, as its name implies, means cooperation between two or more 

developing countries. This cooperation is for the purpose of 

social and economic development and is part of the drive of these 

countries towards individual and collective self-reliance. The 

concept was widely discussed at the United Nations Conference on TeDe 

held in Buenos Aires in the second half of 1978. This Conference 

considered TCDC as a vital force for initiating, designing, organizing 

and promoting cooperation among developing countries so that they 

can create, acquire, adapt, transfer and pool knowledge and experience 

for their mutual benefit and for achieving national and collective 

self-reliance, which are essential for their social and econonic 

development. 
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21. TCDC for health was widely discussed in preparation for and 

during the Technical Discussions at the Thirty-second World Health 

Assembly in May 1979. At these discussions, it was stressed that 

to achieve this purpose ~n the field of health each country must 

examine its own needs, review existing resources and capabilities 

and, through discussion and mutual agreement with neighbouring 

countries, propose ways and me~ns for the exchange and transfer of 

specific resources which lend themselves to cooperative activities 

and joint ventures, such as the following: training and research; 

exchange of information and experience on health care; production, 

procurement and distribution of essential drugs and medical equipment; 

development and construction of infrastructural facilities such as 

training schools for health personnel, health centres and hospitals, 

laboratories and medical libraries; 

for water supply and wastes disposal. 

development of low-cost technology 

22. TCDC for health may take place without WHO involvement. 

At the same time, WHO has a duty to support countries in their 

cooperative endeavours for health. An outstanding recent example 

is the decision of the countries of the South Pacific, at a 

Conference of their Ministers of Health, to establish a South-Pacific 

Phamaceutical Service, including a Joint Purchasing Office; a 

warehouse for centralizing the reception, storage and distribution 

of drugs purchased; 

information service. 

a quality assurance unit; and a drug 

They requested WHO to provide them with 

technical support in reaching an agreement among themselves. 

23. Many other possibilities for TCDC relate to the health activities 

of political or geographical groupings of countries, for example the 

Non-Aligned Countries Movement. WHO stands ready to support these 

endeavours through ensuring timely and appropriate exchanges of 

information among countries interested in the possibility of 

cooperating among themselves. This could also include information 

from related sectors, for example through maintaining contacts with 

the Information Referral System for TCDC of the United Nations 

.. 
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Development Programme. Other kinds of support might include 

making available expertise on such matters as commercial and 

legal questions involved in TCDC agreements. Whereas the 
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financing of TCDC activities should be mainly the responsibilities 

of the countries themselves, WHO may provide for indispensable 

technical and administrative overhead costs. 

24. The developed countries have cooperated among themselves on 

health matters for many decades. At first emphasis was laid almost 

entirely on preventing the international spread of communicable 

diseases. 

beginning. 

WHO became involved in these efforts from its very 

Indeed, in the immediate post-~;'ar period, when the 

developed countries represented a high proportion of the 

Organization's membership, support to cooperation among them was 

one of the Organization's main preoccupations, 

25. The criterion that was laid down in the Sixth General Programme 

of Work, whereby WHO's programmes should give priority to problems 

of developing countries, did not mean that WHO suppart ta caaperatian 

amang develaped cauntries came ta an end. On the contrary, 

WHO continues to be an active catalyst .of coaperatian amang these 

cauntries with respect to a wide range .of health problems .of particular 

interest ta them . These include, ta give a few examples, the study 

.of the use .of mass health screening for early detection of disease; 

cantral .of cardiavascular diseases in cammunities; research inta 

the epidemiolagy .of cancer; the cantrol of environmental hazards, 

particularly in industrial areas and internatianal waterways; 

the lang-term health effects of chemicals in the enviranment; the 

study of psychasocial factors affecting health; alcohalism and 

the prevention of road traffic accidents; and the drug dependence; 

care of the aged. The lessans being learned from these activities 

are made available to all countries - developed and developing. 
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26. Such cooperation has often taken the form of intercountry 

activities carried out under the aegis of WHO at minimal cost to the 

Organization. WHO Rlso maintains technical relationships with 

geo-political groupings of developed countries, such as the Council 

for Mutual Economic Assistance (CMEA) and the European Economic 

Community (EEC). 

27. Yet a fourth type of technical cooperation for health is 

technical cooperation between developed and developing countries. 

Such cooperation has been a feature of international health for 

many decades, although until recently it has mainly taken the form 

of technical assistance. In recent years there has been a growing trend 

for developed countries to consult both developing countries and 

WHO before deciding on bilateral, and even multi-bilateral, support 

for health prograrrunes in the developing countries. This is a new 

form of trilateral or multilateral cooperation for health development, 

which is in keeping with the principles of the New International 

Economic Order. 

WHO's coordinating function 

28. The first of the Organization's twenty-two constitutional 

functions is "to act as the directing and coordinating authority 

on international health work". Whereas WHO's technical cooperation 

is primarily a process of two-way action between WHO and its Member 

States, WHO's coordinating function in international health is carried 

out primarily through the collective action of its Member States. 

This collective action takes place in the Health Assembly, the Board, 

and the Regional Committees, with the support of the Secretariat, 

as prescribed in the Constitution. These structures are supported 

by a wide range of mechanisms for providing scientific, technical and 

managerial expertise, whose generation or synthesis WHO coordinates 

on a world-wide scale. The application by individual Member States 



of policies and principles adopted collectively by them in WHO 

illustrates well the voluntary acceptance of the Organization's 

leadership role in international health work. This role is a 

striking expression of direction and coordination, a function of 

WHO made possible by the fact that it is fulfilled through the 

collective action of Member States. 

29. The Sixth General Programme of Work, recognizing the priGe 
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of place given in the WHO Constitution to the coordinating function, 

stated that coordination implies, essentially, WHO leadership aimed 

at bringing to bear the right solution on the right problem with the 
1 

right amount and quality of resources at the right time and place 

It thus lies within the Organization's coordinating function to 

identify health problems that deserve high priority and for vhose 

solution international action 1S required. The Sixth General 

Programme of Work laid stress on the complementarity of loJlIO's activities 

and priority national health programmes. It emphasized the problems 

of countries least capable of finding solutions on their own. As for 

the right solutions. these include the formulation of socially relevant 

health policies, principles, strategies, plans of action and programmes, 

and the reaching of agreement on the best ways of carrying them out. 

The Sixth General Programme of Work advocated the defir.,ition of guiding 

principles and their adaptation to local circumstances and cultures. 

It stressed that the resources should be first and foremost those of 

the countries concerned, WHO's resources Riming to develop national 

resources, not to supplant them. The right place for WHO's activities 

was identified as being within countries, activities at other levels 

supporting country endeavours. As for the right time, the Programme 

advocated a forward looking approach~ 

1 WHO Official Records, No. 233, Annex VII, p. 73 
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30. WHO's coordinating function can thus be seen to encompass the 

identificati~n of priority health problems throughout the world and 

the formulation of international health policies, in response to these 

problems. It includes defining principles, capable of local adaptation, 

for interpreting policies and the development of international strategies, 

plans of action and programmes for giving effect to these policies. 

It also includes the reaching of agreement on priorities for implementation. 

In support of the above, the Organization's coordinating function 

encompasses the promotion of health research and development, and the 

definition of the scientific and technical bases for health programmes, 

including norms and standards. It does so through identifying the 

world's most important health research goals and promoting the 

collaborative efforts of the world's most suitable health research 

workers to fulfil these goals. WHO coordinates the definition of 

norms and standards in a variety of fields, such as food, biological 

and pharmaceutical standards, diagnostic procedures and international 

nomenclature and classification of disease. As part of its 

coordinating function the Organization tries to match needs ~n some 

countries with resources in others and in the collectivity of Member 

States that WHO is, and to mobilize, rationalize, and secure the 

international transfer of resources accordingly. The coordinating 

function also includes the strengthening of relationships with 

international non-governmental organizations working in the health 

sector. In addition, it includes joint action with other sectors 

at the international level, both inside and outside the United Nations 

system, in common endeavours for health and socio-economic development. 

31. An important aspect of WHO's coordinating function is the 

generation and international transfer of valid information on 

health matters, the Organization serving as a neutral ground for 

absorbing, distilling, synthesizing and disseminating information 

that has practical value for countries in solving their health 

problems. In this way, WHO can provide the world with an objective 
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assessment of what is really valuable for health development, and 

it can identify those health problems for which there is as yet no 

suitable ans\ver. The Organization also has an important role in 

ensuring the proper use of this information; 

in paragraphs 35 and 36 below. 

WHO's international health work 

this role is described 

32. The Organization's coordinating and technical cooperation 

functions can on no account be considered as being separate. 

Through its directing and coordinating function the most relevant 

health goals for Member States and the most suitable ways of 

attaining these goals are defined collectively by Member States 

at regional and global levels. These goals and ways of attaining 

them then form the most useful basis for technical cooperation 

activities between Member States and WHO and among themselves. 

But technical cooperation involving true partnership to attain 

well-defined nat.ional health goals is the best way to lead to the 

identification of relevant international health goals and of 

appropriate ways of attaining them. It can be seen, therefore, 

that collective decisions taken in WHO through its coordinating 

function make technical cooperation between the Organization and 

its Member States more relevant; and good technical cooperation 

between WHO and its Member States facilitates the fulfilment of 

the Organization's coordinating function. So, if the Organization's 

coordinating and technical cooperation functions are properly 

carried out, they become mutually supportive and intimately interwoven 

to the extent that any distinction between them becomes artificial 

and blurs the real nature of the international health work the 

Organization performs in accordance with its Constitution. 

33. Where technical cooperation among countries as described in 

paragraphs 20 to 27 above is carried out with and through the 

involvement of WHO, whether in the form of technical cooperation among 

developing countries, among developed countries, or between developed 
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and developing countries, such technical cooperation is really an 

integral part of WHO's function of coordination. This serves as 

another illustration of how these two functions are closely 

interlinked within WHO's international health work. 

34. The progressive evolution of this process of supportive inter

action between the Organization's coordinating and technical 

cooperation functions dates back to the Fifth General Programme of 

Work, which was approved by the Twenty-fourth World Health Assembly 

in May 1971. This was the first General Programme of Work that 

attempted to concentrate the Organization's activities on the attainment 

of a limited number of defined principal programme objectives. 

It was immaterial whether these activities could be classified 

under coordination or technical cooperation. This focussing of 

activities stood in contrast to previous practice, which consisted 

rather of presenting catalogues of activities generated by fragmented 

interests. The Sixth General Programme .of Work took the process 

a step further in attempts to strengthen the cohesion of activities 

carried out as part of WHO's coordinating and technical cooperation 

functions. As will be shown below, a leap forward in this process 

was taken in 1977 when the Thirtieth World Health Assembly adopted 

the target of health for all by the year 2000. 

35. The Organization's role with respect to information transfer also 

illustrates the inseparability of its coordinating and technical 

cooperation functions. The coordinating function includes 

capitalizing on WHO's impartiality to ensure the availability of 

valid information that will permit Member States to make rational 

decisions on health technology and on health systems. To ensure 

that information ~s valid demands a willingness on the part of 

Member States to participate in its generation and selection, 

and a readiness to use it however much it may contradict existing 

beliefs and dogmas. The generation and use of such information 

is the key to the international transfer of appropriate technology, 

which should encompass the whole of health technology, aiming at 

generating acceptable technology that can easily be applied by 

--
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the health system, no matter how complex the research required to 

generate it. As mentioned in paragraph 31 above, it is the 

Organization's duty to ensure not only that the most 

valid health information is collated, analysed and adequately 

disseminated, but also that this information is properly absorbed 

by those who require to use it. This last aspect forms part of 

WHO's technical cooperation functions, and the complementarity of 

these two aspects of information transfer illustrates well the 

mutually enhancing nature of the Organization's two major functions 

of coordination and technical cooperation. 

36. The insistence of Member States on WHO using the information 

it has found valid, and making sure that whoever sets foot in any 

Member State on the Organization's behalf uses it also, is the key 

to ensuring that technical cooperation between Member States and 

WHO will be based on the best standards, even if these are not 

always the ones that are conventionally applied. And if, in 

addition, before Member States request technical cooperation, 

they make sure that the subjects of such cooperation are highly 

relevant to their strategies for attaining health for all their 

people, this will go far towards ensuring that WHO's coordinating 

and technical cooperation functions are used in such a way as to 

provide mutually enhancing support whatever its nature and whatever 

its source. 

Strategies for health for all by the year 2000 

37. The most outstanding expression of the mutual reinforcement 

of WHO's coordinating and technical cooperation functions is the 

development of strategies for health for all by the year 2000. 

After having been considered in the Regional Committees, the goal 

of health for all by the year 2000 was agreed upon collectively 

by all Member States when the Thirtieth World Health Assembly adopted 
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resolution WHA30.43 in May 1977. This resolution appeared under the 

title of technical cooperation. Thus, preoccupation with technical 

cooperation led the Health Assembly to adopt a resolution that had 

the most far reaching implications for WHO's directing and coordinating 

function For, when the Health Assembly took this momentous decision 

it also gave an entirely new dimension to international health work. 

To attain this target, unprecedented efforts in the field of health 

have to be made nationally and internationally. International 

efforts have to support national efforts as never before, but national 

efforts are required both to identify the international support 

required and to make the best use of it. In the light of the Health 

Assembly's decision, WHO's international health work now consists 

essentially of the mutual reinforcement of its coordinating and 

technical cooperation functions, to support Member States collectively 

and individually in developing and implementing national, regional 

and global health policies, strategies, plans of action and programmes 

to attain health for all by the year 2000. 

38. The current concepts of primary health care, on which the 

strategies for health for all will be based, were arrived at following 

an Executive Board Organizational study on basic health services. 

This was accompanied by WHO learning from countries of their experiences 

with basic health services, including the identification by them of the 

inherent weaknesses. In this way the Organization gained an 

appreciation of the need for a new approach. This experience, gained 

from technical cooperation between WHO and its Member States, was put 

to use in preparing for the International Conference on Primary Health 

Care held in Alma-Ata in 1978. At this Conference - an outstanding 

example of WHO's coordinating function together with UNICEF - agreement 

was reached on the principles of primary health care as the key to 

attaining health for all by the year 2000. No prescriptive world 

strategy was formulated at Alma-Ata. It was clear that any such 

strategy must be based on national strategies. 

-
~-
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39. The above principles were later approved by the Thirty-second 

World Health Assembly, which, in applying the Organization's 

coordinating function, invited Member States in resolution HHA32.30 

to consider the immediate use of the document entitled "Formulating 

Strategies for Health for All by the Year 2000" that had been 

prepared by the Board, individually as a basis for formulating 

national strategies, and collectively as a basis for formulating 

regional and global strategies. Countries have now embarked 

on the preparation of these strategies. WHO ~s supporting countries 

individually in this endeavour on request, in fulfilment of its 

technical cooperation function. It is also supporting them in groups 

through intercountry workshops, an example of technical cooperation at 

the intercountry level. But the regional and global strategies, and 

subsequent Programmes of Work of WHO, in support of individual 

national strategies, will be arrived at through the application of 

WHO's coordinating functions, for they will be the result of collective 

decisions in the Regional Committees and the Health A~sembly. 

The use of these regional and global strategies to support the 

implementation of individual national strategies on the request 

of the government concerned will be ensured through WHO's technical 

cooperation function. 

40. ,It can be seen that the adoption on a global scale of inter

related policies and strategies at national, regional and global 

levels for "l;ealth for all by the year 2000" has profound implications 

for the meaning of technical cooperation and its relation to WHO's 

coordinating function in international health work. In the past, 

WHO's work consisted of relatively little "coordination" in the 

full constitutional sense, and of a large amount of "technical 

cooperation" that was not necessarily related to activities being 

carried out as part of the function of coordination. The new goal 

of "Health for all by the year 2000" changes this patterns, for WHO 

~s now called upon to exercise fully its constitutional function 

of coordination. Thus, the Organization has to direct and 
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coordinate the formulation of health policies, strategies, plans of 

acti.on and progrannnes for attaining this goal. Such coordination 

1S essential if regional and global strategies are to be prepared 

1n such a way as to support national strategies. At the same time, 

technical cooperation between WHO and its Member States has to aim 

at ensuring optimal formulation and implementation of national 

strategies, and optimal application of regional and global strategies 

in support of national strategies. To do so successfully means 

that all future lVHO technical cooperation at all levels must be • 
closely related to the Organization's coordinating function in 

international health work, and that this coordinating function must 

generate the ideas, the information and the resources required 

for optimal fulfilment of the Organization's technical cooperation 

function. The new WHO policy and strategy for "health for all 

by the year 2000" thus make it impossible to separate technical 

cooperation from coordination, since each is supportive and integral 

to the other, and together constitute WHO's international health work. 

41. There can be no better illustration of the artificial nature 

of any separation between WHO's technical cooperation and coordinating 

functions. They are both mutually reinforcing aspects of WHO's 

international health work. If this international health work is 

to be effective, it must never again be fragmented and separated 

into unrelated compartments. It must be pursued by Member States 

individually and collectively as envisaged in the Constitution, 

namely "for the purpose of cooperation among themselves and with 

others to promote and protect the health of all peoples." 

-
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ILLUSTRATIVE EXAMPLES OF WHO's INTERNATIONAL HEALTH WORK 

1. The following examples serve to illustrate how WHO's 

international health work combines its coordinating and technical 

cooperation functions, and how the research and development 

components of its programmes complement their operational 

components and are ~n turn complemented by them. 

Smallpox eradication 

2. In 1966 the Member States of WHO decided in the Health 

Assembly to intensify the global smallpox eradication programme. 

In 1967, a draft technical guide was prepared. It outlined general 

principles, namely the need for surveillance and for vaccination 

programmes employing good quality.freeze-dried vaccines. It was 

made clear that no single blueprint could be universally applicable 

in view of vast differences in national health policies and 

structures, personnel, population characteristics and attitudes, 

geography and climate. Alternative methods and procedures for 

programme execution were described and WHO staff as well as national 

health administrations were actively encouraged to evolve others. 

The need was emphasized for each country to develop and to continue 

to evolve its own scheme or schemes appropriate to the particular 

conditions obtaining in the various parts of its territory. This 

included widespread efforts to facilitate the exchange of experiences. 

In consequence, although surveillance and vaccination were common 

to all national eradication programmes, no two programmes were 

identical and the differ~nces between some of them were very great 

indeed. 
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3. Early in the global programme, the development of surveillance 

activities, if necessary at the expense of mass vaccination, was 

demonstrated to be the most effective approach in Western Africa 

and Indonesia and this approach was then adopted universally; 

a simplified scheme of vaccination assessment that had been developed 

in Afghanistan was subsequently employed in most countries; the 

Indonesian programme assisted by the WHO Regional Office for South

East Asia originated the Smallpox Recognition Card which later became 

universal; the idea for and methodology of area-wide search that was 

employed throughout the endemic zones of Asia were initiated 

by a WHO country adviser and his Indian counterparts. 

are but a few of many. 

Such examples 

4. Another facet of the overall strategy was the coordination of 

assistance provided from various bilateral sources. Every effort 

was made towards full harmonization of WHO and bilateral contributions. 

In brief, the programme strategy and pattern of execution evolved as 

a result of closely coordinated interrelationships between WHO's various 

operational levels and the national health administrations and other 

supporting agencies, and not as a result of a central master plan 

imposed by some authoritative central or regional hierarchy. 

5. The above illustrates how WHO's coordinating function was 

used to develop policies, principles, and scientific and technical 

bases, and how these were applied in WHO's technical cooperation 

with individual countries. This technical cooperation in turn led 

to improvements in methods which were made universally available 

through WHO's coordinating information exchange function. 

~--
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6. The Special Programme of Research, Development and Research 

Training ~n Human Reproduction was established in 1972 in response 

to requests made in resolutions of the World Health Assembly and 

by individual Member States. Scientists and research administrators 

from 70 countries - 45 of them developing countries - are now 

cooperating in the Programme's activities. 

objectives: 

These have two main 

to strengthen national capabilities for research in human 

reproduction in order to enable developing countries to plan 

and to carry out research, adapt technology and contribute 

fully to the advancement and application of science; and 

to promote collaborative research on the safety and efficacy 

of current methods of fertility regulation, the development 

of new methods, psychosocial and social aspects of 

family planning, and the diagnosis and treatment of infertility. 

7. The management of research in the Programme is carried out on 

a cooperative basis. Its strategy is formulated and the research 

planned, reviewed and evaluated by policy makers, scientists and 

research administrators from 44 countries, of which 28 are developing 

countries. This is achieved through a number of inter-related 

mechanisms, including the Advisory Group to the Programme, the meeting 

of Member States contributing to it, the Review Group, the Toxicology 

Review Panel, the Steering Committees of Task Forces and the Committee 

on Institution Strengthening. In addition, an annual coordinating 

meeting is held to which the Programme convenes the major agencies 

conducting or directly supporting research in human reproduction. 

The Programme is regularly reviewed by the World Health Assembly 

and the Global and Regional Advisory Committees on Medical Research. 

8. Research in the Programme is carried out on a collaborative basis, 

which takes two forms: one may be termed "horizontal", in which 

institutions from different countries conduct the same study using 

a common protocol, in order to provide results rapidly, obtain data 

from inter-population comparisons and at the same time collect 

information of immediate local relevance. The "vertical" collaboration 
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consists 1n groups of scientists working on a common problem and 

within a defined strategy, but attacking different aspects of it. 

9. These two aspects are well illustrated by research relating 

to intra-uterine devices (IUDs). This method of birth control 

1S presently used by about 60 million women in all parts of the 

world. The large number suggests that it is an acceptable form of 

family planning, but it does not reflect the fact that many women 

give up using it after one or two years. Many different types of 

IUD are available. They come in different shapes and different 

materials. It would take many years to obtain enough data in any 

one centre to answer the requests for advice frequently made to the 

Programme by Member States concerning the type of device to include 

in their national family planning programme. Moreover, these 

results may only be applicable to that particular population. 

10. The Programme therefore coordinated research activities 1n 

centres in 20 countries to compare plain plastic with copper-

releasing IUDs. It was found that the device most commonly used 

in family planning programmes, the Lippes Loop, performed less well 

than the copper-releasing device, resulting in more expulsions, 

more pregnancies and more removals for pain and bleeding. The 

Lippes Loop caused greatly increased menstrual blood loss, compared 

with pre-insertion levels. Women in developed countries, with 

adequate nutrition, may easily make up for this blood loss. 

In developing countries, however, the Programme's studies have 

shown that it could lead to progressive depletion of iron stores and 

to anaemia. 

11. These results have been widely disseminated, in particular to 

national family planning programmes and to bilateral and multilateral 

agencies providing support to family planning in developing countries. 

The findings, emerging from "horizontal" collaborative research, also 

led to two quite different lines of "vertical" multidisciplinary 

cooperative research: 

one, at the more physiological level, to learn more abnut 

mechanisms of IUD-induced bleeding so as to identify drugs 

that might be used to reduce it; 

.... 

" 
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the other, at the more bio-engineering level, to improve on 

the performance of devices by loading plastic IUDs with 

a contraceptive steroid. 

12. Among the new facts that have emerged from the first set of 

studies, one of particular significance is that mechanisms of clotting 

in the endometrium in the presence of an IUD are different from those 

anywhere else in the body. These findings have allowed the 

identification of drugs that counteract bleeding and that can be given 

orally or incorporated in an IUD. 

13. The second set of studies focussed on "loading" IUDs with a hormone 

which would be slowly released and allow the size of the IUD to be 

reduced, thus avoiding pain and excess bleeding and at the same time 

maintaining a high level of efficacy. It was found that the hormone 

in fact reduced bleeding to below pre-insertion levels. These new IUDs 

are now becoming available . 

14. The studies mentioned so far relate to the safety of current IUDs 

and the development of improved ones. Other studies in the Programme, 

also conducted on a collaborative basis, deal with the equally important 

aspect of the delivery of IUDs at the service level. In many countries, 

insertion of an IUD has been the prerogative of the gynaecologist. 

This has greatly limited the use of IUDs in developing countries and 

practically ruled it out in rural areas. It was felt by some that 

midwives could perform this task given appropriate training, but there 

was considerable resistance from the medical establishement. A group of 

gynaecologists from different countries was therefore brought together 

by the Programme, and it defined the knowledge and skills required 

to insert IUDs. Manuals were prepared and used in the training of 

midwives, whose performance was then compared in carefully designed 

studies with those of physicians. To date, the midwives have performed 

as well or better than physicians. They can acquire the necessary 

skills and knowledge and have the added advantage of being much closer 

and more accessible to the population. 
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15. The scientists involved in the different types of research 

mentioned above come from Brazil, Canada, Chile, China, Colombia, 

Cuba, Egypt, Hungary, India, Japan, Nigeria, New Zealand, Philippines, 

Republic of Korea, Singapore, Sweden, Thailand, Tunisia, USSR, 

United Kingdom, USA, Vietnam, West Berlin, Yugoslavia, and Zambia. 

16. The Special Programme of Research and Training in Tropical 

Diseases was established in l~75 by decision of the World Health 

Assembly, It is co-sponsored by the Uni~ed Nations Development 

Programme, the World Bank, and WHO, which is the Executing Agency. 

It has two objectives: 

research and development towards new and improved tools 

to control six tropical diseases; and 

training and strengthening of national institutions to 

~ncrease the research capabilities of the countries 

affected by the diseases. 

17. One of the diseases being dealt with by the Programme ~s malaria. 

A serious and urgent problem for malaria control that was 

identified in certain countries in parts of Asia and the Americas, 

and that may also be spreading into Africa, ~s the resistance of 

Plasmodium falciparum to chloroquine and other 4-aminoquinoline drugs. 

It is clearly important for countries to know whether such resistance 

indeed exists, and, if it does, what alternative measures are available. 

To arrive at this information, and to learn from one another's 

experience, international collaborative research was initiated with 

a view to arriving at standard methods of identifying the existence 

of such resistance, and to finding alternative solutions. 

18. The Special Programme ~s tackling the problem on a global 

scale through collaborative research involving more than 20 countries. 

This research has been developed in consultation with the scientists 

and the representatives of national malaria control programmes, at 

regional workshops, and at meetings of the global scientific working 

group on applied field research in malaria. 

," 



-, 

--.. 

19. The objectives of the research are: 
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to assess P. falciparum sensitivity to 4-aminoquinolines; 

tc; monitor the spread of resistance; and 

to devise mechanisms for the containment of the spread and 

eventually for the reduction and elimination of the foci 

of drug-resistant P. falciparum. 

20. It became apparent that the pursuit of this research required 

its own training. In consequence, since November 1977, interregional, 

regional and national courses have been held to train scientists 

and technicians in modern methods for determining the susceptibility 

of P. falciparum to drugs, both in vivo and in vitro. These courses 

have taken place ~n Benin, Brazil, Colombia, El Salvador, Malaysia, 

Mozambique, Sudan, Tanzania, and Thailand. Standard kits for the 

in vitro test are being manufactured in the Philippines on contract 

with the Special Programme. These kits are distributed to the 

national institutions and scientists collaborating ~n the research. 

Currently, surveys are being conducted in a number of countries to 

map out the distribution of drug-resistant parasites. These 

investigators will meet periodically to exchange technical information. 

21. An improved microtechnique. using only a few drops of blood. 

is being evaluated by a number of scientists in various parts of the 

world. Eventually, the microtechnique should be available in kit 

form and would replace the present standard method. 

22. The results of the above research will be made available to 

all countries, and will be used by the countries concerned as part 

of their malaria control strategy. If requested. WHO will cooperate 

with these countries in applying the new knowledge. 

23. It can be seen that the Special Programmes of Research in Human 

Reproduction and Tropical Diseases are based on health problems that 

have been identified in the countries affected, often by the countries 

themselves. The research is agreed upon and conducted as an 

international collaborative effort within WHO's coordinating function. 
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By means of this function WHO has organized the world scientific 

community to tackle the problems, drawing on the human resources 

of developing and developed countries alike, as well as those of 

its own secretariat. The Programmes generate knowledge and 

technology of immediate social relevance and promote self-reliance 

in health research in developing countries. The results of the 

research are applied in countries, predominantly developing countries 

but also developed ones. When WHO is asked to participate in the 

application of the research findings, it does so by means of its 

technical cooperation function, using information generated through 

its coordinating function. Thus, the Organization's research, 

information and technology transfer, and operational functions are 

closely interlinked and mutually supportive. 



Annex II 

THE PRAGMATIC IDENTIFICATION AND CONCEPTUAL DEFINITION 

OF TECHNICAL COOPERATION 
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Extract from the report of the Executive Board at its fifty-ninth session, 
on the proposed programme budget for 1978-1979 (financial year 1978)1 

Pragmatic identification 

12. The Executive Board recognized that it was dealing with two issues: (1) the guiding 
concept of technical cooperation for purposes of reorienting all the future programmes and 
workings of WHO towards increased, relevant technical cooperation in accordance with the spirit 
of the Assembly resolution; and (2) the pragmatiC identification of te~hnical cooperation 
activities for purposes of measuring th~ shift of regular budget resources towards direct 

-, technical cooperation to meet the specific 60% target set by resolution WHA29.48. Members 
stressed that, in seeking a conceptual or philosophic definition of technical cooperation, 
care should be taken not to bias the pragmatic identification required for honest measurement 
of compliance with the 60% target set by resolution WHA29.48. This was why the Director~ 
General, in his proposed policy and strategy paper, had continued to use the same cautious and 
pragmatic approach to the identification of activities devoted to technical cooperation as had 
:-_~:-en taken in developing the baseline information on the level of technical cooperation in 
1977 (i.e. 51.2%) presented in Official Records No. 231,2 on which the Health Assembly had 
apparently relied when it set the 60% target contained in resolution WHA29.48. The only 
addition which the Director-General had made to this baseline in his strategy proposals was 
that four new programmes considered unequivocally to be technical cooperation - namely, 
Emergency Relief Operations, Expande!i Programme on Immunization, Special Programme for 
Research and Training in Tropical Diseases, and Prevention of Blindness - were included in the 
technical cooperation figures for 1978-1981. 

--

" 

13. The Board found it useful to refer to the baseline identification of technical coopera
tion in Official Records No. 231. It was recalled that in January 1976, in order to provide 
some kind of a baseline by which to assess the order of magnitude of WHO's technical coopera
tion activities, the Director-General had presented to the fifty-seventh session of the 
Executive Board a table summarizing, in 1977 budgetary terms, technical cooperation with and 
services to, governments. 3 For the purpose of that presentation, an extremely cautious and 
pragmatic approach had been taken to the identification of activities devoted primarily to 
technical cooperation. Country activities requested by governments, intercountry activities, 
certain interregional activities physically located or carried out at country level, regional 
advisers, and WHO repre~entatives' offices in cO\; __ ~-:;ies ,,,ere included as technical cooperation, 
as was the Director-General's and Regional Directc:-,,' Development Programme. In addition, 
fellowships and supply services at regional offices as well as the smallpox eradication 
programme, pre-investment planning for basic sanitary services, and 80% of the budgetary 
provision for supply services furnished by headquarters, were considered as technical coopera
t ion. Most other programmes and activities at regional offices and at headquan:ers were 
excluded, even though many of them contain a large technical cooperation component or provide 
support to technical cooperation. This presentation was believed to be useful as a starting 
point for quantifying the extent of technical cooperation, following the adoption of 
resolution WHA2S.76 .. 

1 .. 1 WHO·Off~c~a Records, No. 238, 1977, pp. 116-117, paras 12, 13, 15 and 16. 
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conceptual definition 

15. With regard to the conceptual definition of technical cooperation, the view was 
expressed that the essential meaning, responding to the spirit underlying resolution 
WHA29.48, was already contained in the interpretation that had been put forward by the 
Director-General; this essential concept should be elaborated to provide increasingly 
specific guidance for the future evolving technical cooperation work of WHO. The Executive 
Board endorsed the basic conceptual interpretation of technical cooperation stated below: 

Technical cooperation means activities which have a high degree of social 
relevance for Member States in the sense that they are directed towards defined 
national health goals and that they will contribute directly and significantly 
to the improvement of the health status of their populations through methods 
that they can apply now and at a cost they can afford now, and which conform 
to the principle and aim of developing national self-reliance in matters of 
health. 

16. The Executive Board drew essentially two conclusions from this section of its review 
of the proposed programme budget policy and strategy for the development of technical 
cooperation: 

(1) The pragmatic identification of technical cooperation described in paragraph 13 
above is an adequate basis for measurement 0[ achievement of the 60% technical 
cooperation target set by resolution WHA29~~ 

(2) The 
stated in 
Programme 

conceptual definition of technical cooperation, based on the interpretation 
paragraph 15 above, is an evolving concept deserving further study by the 
Committee of the Executive Board at its future meetings. 

The Board also considered that the concept of technical cooperation as discussed at meetings 
of regional committees should continue to be reviewed not only by the Programme Committee of 
the Board but by the Board as well. 

~. 

. . 


