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SECOND MEETING 

Thursday, 11 May 1978, at 14h30 

Chairman: Dr A. R. A. AL-AWADI (Kuwait) 

1. PROGRAMME DEVELOPMENT: Item 2.5 of the Agenda (continued) 

Medium -term programming for the implementation of the Sixth General Programme of Work Coveríng� 
a Specific Period (1978 -1983 inclusive): Item 2.5.1 of the Agenda (continued) (Resolution 
EВ61.R24; Document А31/8) 

Dr KARADSHEH (Jordan) said that planning and programming was causing difficulties in many 
developing countries, where problems were numerous; they related especially to priorities, 
obtaining acceptance of plans and programmes, finance and manpower. Different trends could 
be observed in the developing countries, some of whom were importing technology from abroad 
or were constructing large hospitals - even though health services were not available to the 
entire population. The result was a discrepancy in the services available to rural and those 
provided for urban areas; this added to the problems of planning and programming. 

He would like certain ambiguities to be clarified. Should a health plan have specific 
objectives, or was it merely a collection of projects? Should there be an independent 
health plan, or should it form an integral part of a comprehensive development plan? 

The CHAIRMAN replied that those questions would be dealt with when agenda item 2.5.2 was 
discussed. 

Dr KLIVAROVA (Czechoslovakia) said that, although medium -term programming was a very 
important method of work, it was no less important that the Sixth General Programme of Work 
should be incorporated in the programme and budget for the period it covered, i.e. 1978 -1983. 
That however would not be possible for the years 1978 -1979. 

Before medium -term programming was extended to other fields, one of the medium -term 
programmes should be tried out in practice; only after that should programming be carried out 
on a larger scale. Medium -term programmes should be prepared, not only by WHO headquarters, 
but also by the regions and at the country level. Working groups, including experts from 
various countries, should also be convened. 

In programming, it was necessary not only to assess the progress of the programme regu- 
larly, but also to carry out country assessment, so as to provide sufficient information on 
the infrastructure and resources of countries, and to establish the targets of the medium - 
term programmes at the different levels. The approach adopted would of course differ from 
country to country, and in line with the resources available. It was important for medium - 
term programmes to be reflected in WHO's biennial budgets, but Member States would have to use 

their own resources in addition if success was to be achieved. 

With regard to the draft resolution proposed in resolution EВ61.R24, she thought that 
it would be advisable to insert in the preamble the words: "In accordance with resolutions 
WHA29.20 and EB59.R27 ". 

Dr TANAKA (Japan), speaking as Director -General of the Statistics and Information 

Department of the Ministry of Health and Welfare of Japan, expressed his great interest in 

the methodology used in formulating the programmes contained in the documents relating to 

agenda items 2.5.1, 2.5.2, 2.5.3 and 2.5.4. He drew attention to the fact that such methodo- 
logies could be fully effective only when all the necessary information was available. That 

was rarely the case. Programmes based on limited information and on simple assumptions could 
not be completely satisfactory but were nevertheless not totally useless, provided that their 

limitations were realized. 

He thought therefore that the requests contained in the draft resolution proposed by the 

Executive Board perhaps went a little too far. Even if information was collected and pro- 

grammes were based on that information, that did not necessarily mean that those programmes 

would be implemented. Moreover if health personnel were so much involved in health planning 
that they had no time to provide health services, that would be contrary to the very purpose 
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of programming. He proposed that, in operative paragraph 3 of the draft resolution, the 

word "fully" should be deleted. 

Dr SANKARAN (India) said that medium -term programming was similar to the five -year plans 

of many countries, and especially of developing countries. In prospective planning it was 

important to allocate resources in line with the human needs, the health care deficit, the 

level of literacy, the numbers of people below the poverty line, and the appropriate technology. 

India had developed the concept of the rolling plan, based on a five -year period but subject 

to upward or downward adjustment depending on performance and output. That gave a sense of 

direction and purpose, and prevented complacency. Such an approach would probably be 

difficult for WHO, but biennial programming was a step in that direction. 

As the Director -General had noted, medium -term programming should be neither supranational 

nor all- inclusive; nor should it replace national plans. The concept of medium -term 

programming should be integrated with country development planning so as to avoid duplication 

and ensure the proper allocation of resources. He drew attention to India's "minimum needs" 

programme for providing basic facilities in health services and environmental sanitation 

to the poorest members of the population. 

Dr CASSELMAN (representative of the Executive Board), replying to the request by the 

delegate of Australia for more information, said that a progress report would soon be 

available; it would be submitted in the first place to the Executive Board. 

A note of caution had been sounded by the delegate of Belgium, whose remarks would be 

borne in mind. New medium -term programmes had, however, already been developed - if not 

without difficulties - and were becoming effective management tools. 

The question of the time factor had been raised by the delegate of the USSR. It was clear 

that the medium -term programming process and its application to WHO's programmes would not be 

achieved as completely within the Sixth General Programme of Work as had been desired, but 

that would apply to any new management technique. He hoped that medium -term programming 

would be more in step with, say, the Seventh General Programme of Work. 

The Regional Director for the Eastern Mediterranean had described experience at the 

regional level, especially with regard to health manpower development. 

Some delegates had indicated their concern with the next item on the agenda, namely 

country health programming. He pointed out that medium -term programming had been developed 

primarily for WHO. Input from countries was however necessary if it was to be successful. 

In reply to Dr Klivarovâ, he said that all members of the Executive Board were aware that 

the areas delineated in the Sixth General Programme of Work were not yet fully covered by the 

medium -term programming process. He looked forward to the time when all WHO programmes would 

be developed by means of medium -term programming and would be updated by the continuation of 

that process. 

Professor HALTER (Belgium) thought that reference should perhaps be made to the need for 

a special effort to overcome the difficulties which he had previously mentioned. If medium - 

term programming were to be successful, it was necessary to reduce to a minimum the difficulties 

encountered in implementing the programmes. 

The CHAIRMAN said that Professor Halter's remarks would be taken into account. 

Decision: The draft resolution contained in resolution EB61.R24, with the amendments 
proposed by the delegates of Czechoslovakia and Japan, was approved. 

Country health programming: Item 2.5.2 of the Agenda (Resolution EB61.R25; Official Records 
No. 244; Document A31/9) 

Dr CASSELMAN (representative of the Executive Board) said that, as previously noted, 
health programme development encompassed all the health management processes. It was carried 
out at all levels from the national to the global. Now that medium -term programming had been 
considered, it was time to turn to an item of prime importance to the Assembly, namely country 
health programming. 

Document A31/9 contained a brief summary of the conceptual framework and main developments 
in country health programming since its introduction in 1973, and gave an account of the 
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Executive Board's review at its sixty -first session in January 1978, when it had discussed the 
report of its Programme Committee. The Board had endorsed the principles and methods of 
country health programming, and had emphasized the comprehensive approach that it provided. 
Country health programming should be promoted as an instrument for national self -reliance in 

planning for health development and for technical cooperation among developing countries, and 
ways should be found to accelerate the rate of implementation of programmes once they had been 
formulated. 

The differences between country health programming and other planning approaches had been 
carefully considered. Other planning approaches had not always resulted in the development of 
the necessary overall health programmes. The need for a more comprehensive countrywide 
approach, of the type provided by country health programming had been stressed. 

The Board had requested the Director -General to continue to develop further country health 
programming and its use by Member States. 

It had also suggested that the regional committees should examine strategies for further 
promoting the country health programming process in each region, and that national core groups 
should be established to ensure that the programming process extended to all administrative 
levels 

The Board had stressed the need to develop national health information systems for country 
health programmes, with emphasis on monitoring and evaluation through appropriate feedback 
mechanisms. It had also endorsed the need for promoting the establishment of national develop- • 
ment, research aid training centres for country health programming. Although there were 
separate items of the agenda for health programme evaluation and information systems develop- 
ment, delegates should comment on evaluation and information in relation to country health 
programming. The items had been separated only for the sake of specific comments and later 
approval. 

The draft resolution proposed by the Executive Board in resolution EB61.R25 in essence 
urged Member States to introduce or strengthen country health programming, to establish 
appropriate mechanisms for initiating and maintaining the process, to establish national 
centres, and to cooperate with other countries and with WHO; it also requested the Executive 
Board to review progress. The Director -General would be States 
further development of country health programming, and in promoting training and the evaluation 
of progress in application. 

Professor RENGER (German Democratic Republic) said that his delegation supported the draft 
resolution. 

According to the definition adopted by WHO, the health - both of individuals and of the 
entire population - could be assessed quantitatively only in terms of a large number of 
criteria. Long -term forecasts of health indicators, such as morbidity and mortality, could be 
made, and on that basis, plans could be drawn up with the aim of systematically improving the 
level of health. Thus what was planned related to factors directly affecting levels of health, 
e.g. screening for early detection, vaccinations, numbers of physicians required, etc. The 
different plans formed an integrated whole, depending on the knowledge available. 

In the German Democratic Republic, the Ministry of Health cooperated at all times with the 
State Planning Commission, the Ministry of Finance and other State Agencies. When plans were 
being prepared, account was taken of the needs of the health services in relation to other 
branches of the economy. Finally, training in the principles and methods of health service 
planning was given to senior medical, and higher and medium -grade economic personnel. 

Dr KHAZEN (Canada) said that his delegation supported the principles of country health 
planning and the analogous procedure developed by the Pan American Health Organization. 

Country health programming covered not only the major steps in basic health management, 
but was also related to programmes in other sectors and to overall development programmes. 
In Canada, successful use had been made, in the health sector, of management by results, 
operational planning, and local district planning. The last -mentioned was an approach to 
planning health care through the participation of both the providers and the consumers of such 
care, as mentioned by the Director -General. 

Canada had already provided assistance to a number of countries, especially in the field 

of health manpower training, and would be glad to continue and extend its efforts. 
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Dr QUAMINA (Trinidad and Tobago), referring to the table on page 4 of document A31/9, 
said that in Trinidad and Tobago a national health plan had been formulated, with the 
assistance of the Pan American Health Organization, and had been implemented over the period 
1966 -1976. Not all the objectives had been achieved, but they were still appropriate in 1978 
and had therefore been correctly chosen. She would be interested to hear why those facts had 
not been mentioned in the document. 

In Trinidad and Tobago, health planning was not the concern solely of the Ministry of 
Health. There was also the problem of convincing other ministries that the Ministry of Health 
had some capabilities in the field; that was a major constraint. The staff involved had just 
been reorganized; it had formerly been divided into a number of units, each responsible for 
numerous programmes, and that had made the accounting process very difficult. 

It was now proposed to rewrite the national health plan, and it was hoped that the Pan 
American Health Organization would provide assistance in a planning exercise in which training 
would be combined with that rewriting. Such practical training would be of benefit to the 
country as a whole. 

Professor CAYOLLA DA MOTTA (Portugal) thought that country health programming and 

evaluation was one of the most important of the technical cooperation programmes between 

WHO and Member States, contributing to a better understanding of needs and a better use of • available resources. Country health programming embodied better than any other WHO 

programme the new spirit of WHO and its technical cooperation with Member States. In his 

country, health development planning had been undertaken for years and since 1972 there had 

been a central Health Studies and Planning Office, responsible for short -term and medium -term 

plans in the health field and for their integration into the national development programme. 

Portugal was therefore very interested in cooperating with WHO, through the Regional Office 

for Europe, in country health programming and health economics. 

Recently, two technical officers from the Regional Office had visited the country to 

study its planning and evaluation system and to explore possible cooperation in health 

economics and country health programming. In principle, Portugal was willing to undertake 

a country health programme exercise, in collaboration with the Regional Office, in two large 

areas in the north -east of the country, which coincided with two of the districts where 

implementation of the new national health service was scheduled. The start of the 

exercise was being postponed probably until 1979, because of the preparation of a new 

medium -term plan. In 1978, there would be partial cooperation with the Regional Office for 

Europe in a country health planning exercise to be undertaken in Spain. Such cooperative 

programmes could be useful to both the country concerned and to WHO and other countries. 

His delegation supported the draft resolution proposed by the Executive Board in 

resolution EB61.R25. 

Professor SULIANTI SAROSO (Indonesia) believed that medium -term programming in WHO could 

only be of quality when the information support at a national level was reliable. Country 

health programming was therefore of great importance. However, she was concerned at the 

variety of terminology used. She noted that the Executive Board had discussed extensively 

the differences between various health planning processes. In her country's Ministry of 
Health a health planning bureau had been set up some years previously with WHO's collaboration. 

The bureau included three consultants, an economist, a statistician and a health planner. 

The steps outlined in Annex 3 of document A31/9 had been followed. Her country was now 

working on its third five -year development plan, in which health was one of the sectors. 

Evaluations of previous activities in health had been made although they had not been 

sufficient. Efforts were being made to select adequate indicators and to set up a health 
management information system for the integration of the various data collected. She noted 
that in document A31/9, Annex 2, section 2.1 referred to "the countries listed in the ... 

table /ein7 at varying stages in the country health programming cycle ". Why had Indonesia 
not been included in that table? 

She suggested that all WHO staff should receive some training in country health 
programming. The new type of WHO representative might have some coordinating role to play. 

Dr SEBINA (Botswana) congratulated the Director -General on his report and the Executive 

Board and its representative on the clear summary of the objectives of country health 
programming processes. Development of those processes would greatly improve the capacity of 
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Member States to collect and analyse data and to prepare appropriate programme proposals. 

His country was in the process of giving its health plans a true socioeconomic significance. 

Country health programming, with its multidisciplinary approach, would help greatly 

in the formulation of such plans. It was encouraging that countries that had undertaken 

country health programming were getting positive results. In view of his country's shortage 

of manpower, he hoped that it could rely on the Organization's assistance, through the 

WHO representatives and the Regional Office. The publishing of guidelines was most useful. 

The report stressed the need to interrelate country health programming with other programmes, 

particularly with the information systems that were necessary for implementation and 

evaluation. Lack of reliable health information systems remained a major constraint in his 

country. 

Dr MARGAN (Yugoslavia) associated himself with other delegations in supporting the 
initiative taken by the WHO Secretariat and the Executive Board in introducing and 
strengthening management processes both at country level and at headquarters. Country health 
programming was a continuous national process, permitting nationals to integrate health 
development within the overall socioeconomic development progress. He was therefore pleased 
to support such an orientation within WHO. The Organization should only promote a health 
approach that would stimulate national health programme development within overall national 
sociopolitical and socioeconomic development. Country health programming was being promoted 
as an instrument of change and would inevitably generate political sensitivity. The 
documents before the Committee emphasized the interaction between the health sector and other 
sectors, thus placing health in the broader perspective of total socioeconomic development. 
The active participation of representatives from all levels in the decision -making process 
was characteristic of the Yugoslav system of planning for health development. 

The country health programming approach advocated by WHO was potentially the best 
instrument for technical cooperation among developing countries, with exchange of information 
on the concepts, methods and practices of planning and managing national health systems. His 
delegation therefore supported the initiative taken by the Secretariat in translating the 
principles of the Health Assembly's resolution on technical cooperation among developing 
countries into the country health programming process. In order to achieve national and 
global self -reliance in health matters, Member States must collaborate with each other and 
with WHO. The mechanism proposed in EB61.R25 should be endorsed. 

Yugoslavia would soon be adapting the concept of country health programming to its 

local conditions aid needs. He wished to invite the collaboration of all countries and 
of WHO on several aspects. He also asked the Secretariat to intensify its efforts to 

strengthen management processes at the country and headquarters levels in order to provide 
meaningful cooperation. There were several management focal points within the Organization 
and it was important to know to whom to refer when transmitting or requesting information on 
the various aspects of national health programme development and management. 

He supported the draft resolution proposed by the Executive Board in resolution EВ61.R25. 

Dr CABRAL (Mozambique) said that efforts to develop a health planning process helped to 
satisfy the real needs of every country aid would lead to achievements in the health field 
from which an increasing number of people would benefit. His delegation therefore supported 
the draft resolution proposed by the Executive Board in resolution EB61.R25. However, 
country health programming must be oriented to national needs, and international cooperation 
in that field should respect that principle. 

Although his own country had achieved independence less than three years ago, global 
socioeconomic planning in general and health planning in particular were an essential 
concern of the Government and of the political bodies. The recent transformation of the 

Ministry for Development and Economic Planning into a Ministry of the Plan, and the 

consequent constitution of the National Planning Commission, had created the basic 

conditions for decisive advances in all aspects of planning. The Ministry of Health would 
consult with other ministries and institutions in order to minimize the overlapping of 

programmes and to ensure broad participation. Within the Ministry of Health, coordinating 

councils on health had been set up at national, provincial and district levels as early as 

February 1977, in order to prepare for the introduction of the country's health programme 
and to control its implementation. The medium -term programme for 1979 -1980 would be 
discussed in August -September 1978. 1978 would be the first year in which district level 
bodies would be the basic unit for health programming. 
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The training of health programming personnel was of great concern. In August 1977, 
with the cooperation of WHO, a workshop had been held on country health programming for 

health officers from the Portuguese - speaking African countries. Most of the participants 
from Mozambique had been health officials from the provincial level. Participation in 

the coordinating councils of health at the various levels was an important tool for on -the- 
job training of health workers. 

His delegation also supported the draft resolution proposed by the Executive Board in 
resolution EB61.R26. Developing countries faced great difficulties in carrying out 
evaluation owing to lack of trained personnel and to shortcomings in their information 
systems. The progressive implementation of comprehensive health programmes or of specific 
programmes such as immunization programmes, malaria control, etc., would oblige countries to 

consider the need for evaluation, in order to ensure that expenditure was justified. Such 

financial considerations were of utmost importance for developing countries with scant 

resources. His Government's Ministry of Health had therefore decided to undertake, during 
the period 1979 -1980, evaluations of programmes such as the national mass campaign for 
immunization, the expanded programme of immunization, the malaria control programme and the 
health manpower development programme, in accordance with the spirit of resolution EB61.R26. 

•Dr WICINSKI (Poland) said that his delegation had studied the documents А31/8, 9, 10 

and 11 with great interest and was satisfied at the level of attention paid by WHO to those 

problems. An integrated approach to the organization and management of health care was 
most useful. It was generally agreed that successful development of health care required 
the use of proper methodology; the question was how best to plan and evaluate at all levels 

of health care management. The documents before the meeting tried to answer that question. 
However, they overlapped partially; and because of the use of different terminology were 

not as clear as they might be. For example, country health programming might also be 

described as evaluation of health situations, evaluation of needs, evaluation of resources, 
etc. 

Poland has had a long experience in the planning and programming of health services 
but there was still room for improvement in the methodology of planning. He suggested that 
the Secretariat might prepare a single comprehensive document on methods of evaluation, 

planning and programming of health services. Such a manual, based on the experience of 

many countries, would be of benefit to all. He suggested that in future the aspects 

covered by documents A31/8, 9, 10 aid 11 should be presented in a single document, 

containing more technical details of implementation at all levels of health management. 

Dr HAGAR (Yemen) said that country health programming had been undertaken in Yemen in 

1976 -1977. The plan had been integrated with overall national planning. There had 

•however been some difficulty in implementation. The plan gave priority to preventive 

programmes - but there was no great demand in such fields by health workers. Further, 

the costs of programmes had risen greatly since the initial plan had been drawn up. 

Difficulties had also been encountered in communications and in the delivery of supplies. 
Although opportunities for higher training in preventive medicine had been created, the 

demand had been lower than expected. Nevertheless, he looked forward to the benefits that 

would result from such training. 

Dr EL GADDAL (Sudan) said that his country was the first in the Eastern Mediterranean Region to 

implement country health programming. Planning had started in 1974 -1975 and would be put 

into effect, over the six -year period 1977 -1983. He thanked WHO for the help in drawing up 
programmes given by experts from headquarters and from the Regional Office. Certain 

obstacles had been encountered in the implementation of country health programming but it 

was expected that they would soon be overcome. He hoped that WHO would be able to send 

experts to evaluate the progress of implementation, to verify that countries were able to 
follow their programmes and to assist in overcoming the obstacles encountered. 

He supported the draft resolution proposed by the Executive Board in resolution EB61.R25. 

Dr MAFIAMBA (United Republic of Cameroon) noted that the Executive Board had expressed 

disappointment at the low number of countries adopting country health programming. There 

were various reasons for that. In his own country, the budgetary system did not coincide 
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with that proposed for country health programming and it would be difficult to gain 

acceptance for a budget prepared on WHO lines. The lack of qualified personnel particularly 

for the statistical services was a further difficulty. Country health programmes could also 

falter because of a lack of resources or because the planned objectives proved to be Utopian. 

He agreed with previous speakers that health information systems were important. However, 

qualified personnel also were needed to collect data in particular on birth, mortality and 

infant mortality rates. 

His delegation supported the draft resolution proposed by the Executive Board in 

resolution ЕB61.R25 but felt that the accent should be on assistance by WHO in the training 

of personnel and the improvement of health information systems. 

Dr TUCHINDA (Thailand) said that, thanks to collaboration between the national 

authorities and WHO, country health programming in Thailand had been completed in 1975, 

with the formaulation of 19 health projects; it had resulted in the national health 

sector development plan of the five -year socioeconomic development plan for 1977 -1981. 

One of the largest projects was the provincial health care project, which included the 
implementation of a primary health care scheme. Multisectoral development at village level, 

consonant with the villagers' needs and including health, agriculture and education, was of 

the utmost importance. He was pleased to report that provincial planning had been under- 
taken throughout the country. 

The interregional consultation on country health programming, held in Bangkok in 

October 1977, had discussed a strategy for elaborating a medium -term programme for country 
health programming in consultation with Member States. 

Thailand was planning to establish a national centre to consider further developments in 

country health programming and to provide training. In the future, the centre would also be 
able to cooperate with other countries and with WHO in exchanging information and personnel. 

His delegation supported the draft resolution proposed by the Executive Board in 
resolution ЕBб1.R25. 

Professor ORHA (Romania) said that his delegation had studied the Director -General's 
report with interest and satisfaction. The country health programming methodology outlined 
in the report was of great interest and coincided at some points with his country's own health 
policy, particularly as regards specific programmes for combating cardiovascular disease, 
cancer, tuberculosis, accidents, psychiatric disorders, etc. For countries such as his, 

which had already undertaken planning over three decades, it was interesting to note the 

differences between country health programming and existing systems. He appreciated the 
simple and practical methods presented. The budgetary rationalization was of particular 
interest. Romania was hoping to apply country health programming to resolve certain of its 

own problems in the near future. In collaboration with the Regional Office for Europe, it 
was hoped to establish a health planning reference centre during 1979. The centre would 
provide training and prepare for implementation in pilot areas by means of seminars. Moreover, 
as a country in the course of development, Romania offered certain features that were favourable 
for the training of personnel from developing countries. His country would also benefit from 
the experience of others. 

His delegation supported the draft resolution proposed by the Executive Board in resolution 
ЕBб1.R25. 

Dr JOSHI (Nepal) said that a country health programming exercise had recently been completed 
in Nepal, which was the second country in the South -East Asia Region to undertake such an 
exercise. There had been active participation by the Ministry of Health and its Planning 
Department, and the exercise had proved most beneficial. It would be followed by mid -term 
evaluation with special emphasis on family planning, maternal and child health, and integrated 
community health services. The evaluation would identify shortcomings and difficulties and 
help in the formulation of future plans. 

His delegation congratulated the Director -General on his report and supported the draft 

resolution proposed by the Executive Board in resolution ЕB61.R25. 

Dr ВORGOÑO (Chile) said that, with the help of PAlO and UNDP, a Latin American health 
planning centre had functioned in Santiago from 1964 to 1971 permitting the training of 
numerous health planners and paving the way for further health activities in the Region. 
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Health programming required coordination and close collaboration between national planning 
units and national health administrations, since health programmes should be incorporated into 

the overall national priorities. In Chile, the Ministry of Health's Department of Planning 

and Programming laid down the standards to be observed with regard to health programming at 
regional and local level and it had thus been possible to establish simple but efficient data 
collection systems. 

His delegation proposed that the end of paragraph 3(2) of the draft resolution proposed 

in resolution EВб1.R25 read ". . . in national centres or other types of structure which 

countries might deem appropriate for the development of health programming ". That would 
permit countries either to use already existing centres or to set up such structures as best 

suited their needs. 

Dr TA ТО6ЕNKO (Union of Soviet Socialist Republics) said that his delegation regarded the 
development of country health programming as a very important task of WHO, since only planning 
made it possible to evolve and then assess the effectiveness of measures needed for health 
development. 

The complexity of the subject was indicated in the table in paragraph 2.1 of Annex 2 to 

document А31/9, showing countries in various stages of country health programming. The table 
included a note to the effect that a process similar to, but not identical with, country health • programming had been conducted in many countries in the Region of the Americas. Country 
health programming was, indeed, only one of various methods of health planning. The delegate 
of Indonesia had expressed surprise that her country was not included in the table. He could 
say the same with regard to the USSR, where health planning had been introduced 60 years ago 
and the tenth five -year plan was now being implemented. 

Any health programme should be based on clearly defined principles; otherwise there 
would be serious deficiencies. The formulation of those principles was, of course, a matter 
for governments. He hoped that, in introducing any country health programming, attention 
would be given to the existence, within the country's national policy, of basic principles - 

as formulated by the Twenty -third World Health Assembly in resolution WHA23.61. 
There seemed to be a gap between those responsible for drawing up the programmes and 

those whose task it was to adopt and implement them. Since a tremendous amount of time was 
required for the elaboration of programmes, it was impossible for the responsible health 
officials or political leaders to take part throughout the process. Some suitable machinery 
should therefore be evolved, to ensure continuity. 

With regard to areas to be covered by such programming activity, paragraph 3 of 

document A31/9 rightly stated that programming should cover not only the health sector but 
also other areas. He would also stress that country health programming should cover all 
sectors of the health spectrum, for partial coverage would mean failure of any such programming. 
The Director -General had stressed the indivisibility of health and that should be reflected • in all programmes. 

Paragraph 2.1 of Annex 2 to document A31/9, which gave data on the time and staff required 
to draw up country health programmes in a number of countries, seemed to indicate that national 
input was, in many cases, insufficient in comparison to WHO input. More national personnel 
should participate in health programming, even if only to acquire experience. 

He supported the suggestion of the delegate of Poland that in future a single document 
might be produced, comprising all the material common to the four documents. 

With regard to the draft resolution proposed by the Board in resolution ЕB61.R25, the 
Soviet delegation proposed that paragraph 3(1) should read: "to continue to cooperate . . "; 

and that paragraph 3(3) should read: " . .report thereon to the Executive Board aid to the 
World Health Assembly as appropriate ". 

Dr KILGOUR (United Kingdom of Great Britain and Northern Ireland) said that his delegation, 
recognizing the importance of practical health programming if technical cooperation programmes 
were to be effective, hoped such planning would soon be more widely applied by the countries 
it would most benefit. That called for greater salesmanship on the part of WHO. 

His delegation also recognized the importance of relevant and reliable information systems, 
which should be both tailored to the needs of national health administrations and compatible 
in so far as was appropriate with WHO's system. He supported both the draft resolution proposed 
in resolution ЕB61.R25 and the Soviet Union's amendments thereto. 
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Dr MARTIN (France), referring to the part of document А31/9 dealing with the improvement 
of WHO's collaboration with Member Governments, said that the Organization should avoid 
appointing an official as WHO's representative in the country of which he was.a national, 
since such practice created difficulties both for the minister - who would thus receive WHO 
proposals from one of his own officials - and for the official concerned, who would be faced 
with the dilemma of divided loyalties. 

Dr WAI (Burma) described his country's experiences with country health programming. 
Burma's health plan for 1978 -1982, called the People's. Health Plan, which was based on WHO's 
Sixth General Programme of Work and had come into effect in April, comprised six service 
programmes: (1) primary health care and basic health services; (2) environmental sanitation; 
(3) expanded programme in immunization; (4) family health; (5) vectorborne disease control 
and (6) medical care. It also had six supporting programmes: (1) health information system; 
(2) laboratory services; (3) staff and procedure development; (4) production and supply of 
pharmaceuticals and biologicals; (5) maintenance and repair of equipment; and (6) health 
services research. 

One of the main aims was to close the health coverage gap between the underserved rural 
areas and the urban areas. Thus 200 new rural health centres and 125 new station hospitals 
were to be set up during the five -year plan. An important feature of the plan was the training 
of voluntary health workers (such as auxiliary midwives) to be responsible for primary health 
care, environmental sanitation and family health at the peripheral level. 

The population was actively involved at all stages of the planning and implementation 
process through its People's Councils, which were responsible for selecting voluntary health 
workers, choosing the site of health centres and hospitals, supervising health services and 
personnel, encouraging the community to participate in health activities, and generating 
resources in the form of voluntary donations for buildings and supplies. 

The plan also provided for monitoring and evaluation processes and the expansion of the 
existing health information system. 

Professor IFTIKHAR (Pakistan) said that Pakistan was giving top priority to community 
health and hoped to achieve health coverage of 50% of the rural population by 1983 and 100% by 
1990. Cooperation and exchange of information with other countries was needed. Students 
from the country's medical faculties had been called in to assist in the rural health pro- 
gramme. The rural population had at first been apprehensive that the fact of having basic 
health units composed of middle -level workers might deprive them of highly qualified medical 
care, but was both reassured and impressed when it learnt that the units were supervised by 
fully qualified doctors. 

With the help, cooperation and advice of WHO, which was already providing assistance at 
the central and provincial level, the aims of the community health programme would certainly 
be achieved. 

Dr KLIVAROVA (Czechoslovakia), referring to document A31/9, said that the methodology of 
programming seemed to be dealt with somewhat summarily. It was essential to identify clearly 
both the tasks involved and the resources needed - both national and international. 

The document failed to take account of the experience of several countries. 
Czechoslovakia, for instance, had carried out a successful antituberculosis programme, and 
was at present implementing cardiovascular disease and cancer control programmes entirely 

from its own resources. The success of health programmes depended not only on the health 
personnel available, but also on the existence of a sound national public health system. 

The Czechoslovak delegation considered that it would have been preferable if the end of 

the last paragraph of the preamble to resolution EB61.R25 had read: " . . . for the development 
of WHO's medium -term programme and the establishment of a national public health system in 
conformity with resolution WНА23.61 ". 

Dr FAKHRI (Bahrain) said that, whereas many speakers had concentrated on the idealistic 
aspects of country health programming, he proposed to deal with the practical side of the 
matter. 

In 1968 Bahrain, with the help of WHO, had drawn up a very simple plan which had neverthe- 
less proved extremely effective. From the success of that plan, he inferred that (a) the 

success of health plans did not depend on their complexity; (b) there was nothing to prevent 
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health plans from being drawn up and implemented in the absence of any social or economic 

development plan; (c) health programming required stable administrative leadership, political 

stability, and political will; (d) health plans should not be so idealistic as to appear 

unfeasible, and they should be democratically discussed at all stages; (e) the process of 

programming was of value in itself, even if the results were not always encouraging, because 

new ideas or improvements emerged from the process; and (f) country health programming without 

regional planning involved certain risks, since small countries in particular depended on the 

countries around them, for instance, as regards training of health personnel. 

His delegation proposed that tables such as that on page 4 of document A31/9 should be 

avoided in future, since they merely gave rise to controversy. 

Professor DOGRAMACI (Turkey) emphasized that health must be placed in the broader perspec- 

tive of economic development as a whole, whose purpose was the welfare and wellbeing of the 
human being. Thus all sectors should work towards the improvement of health. For instance, 

education should include instruction in personal hygiene and nutrition; universities should 
participate in health and social development; medical students should not consider themselves 

educated if they were unaware of the living conditions of the population of their country; 

and ministries of information, of public works, and of planning should be far more concerned 
with health information and environmental sanitation, e.g. the provision of safe drinking - 
water. If all sectors participated fully in country health programming, coordination would 

be easier. 

The meeting rose at 17h30. 


