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Report by the Director-General 

Developed by WHO and first tried out in a real country situation 
in 1973， Country Health Programming (CHP) is one type of planning for 
national health development. The Director-General provides, in this 
document, all pertinent information on the progress that has been 
made so far in Country Health Programming. 

1• Historical background 

It is now recognized that social development, including health, must be an integral part 
of all efforts towards development in its broadest concept. In this perspective, health 
planning must obviously be integrated into the planning framework for socioeconomic develop-
ment. The translation of this concept into a practical approach has been delayed for a 
number of years because there was no readily available health planning process which could 
be easily applied universally. There was an obvious need to shift from the concept of 
formulating separate programmes and projects to that of applying a systematic approach to 
planning, programming and management of health systems with the objective of promoting a 
continuous national process aimed at encouraging national self-reliance in planning for 
health development. 

In Country Health Programming (CHP), WHO has developed a flexible method for applying 
systems analysis to the health planning and management process to varying country situations. 

The term "Country Health Programming" followed the introduction in 1971 by UNDP of the 
country programming exercise. However, it should be emphasized that the UNDP country 
programming exercise was limited in the main to the identification of projects for UNDP 
funding. WHO, on the other hand, has evolved the country health programming process which 
has as objective the programming for the health needs of a country in their global or partial 
context, as defined by the country itself. 

In addition to the underlying concepts of systems analysis, CHP is based on management 
by objectives and programme budgeting. It has been designed to be easily understood by 
people who may be experienced in public health administration but who are not necessarily 
planners. Throughout the process, a strong emphasis is placed on the interaction between 
the health sector and other relevant sectors of the socioeconomic field, thus putting health 
in the broader perspective of total socioeconomic development. This is achieved by the active 
participation of representatives of all possible national viewpoints from all echelons of 
the health and related sectors. This enhances the likelihood of the health plan being 
understood and accepted at all important national levels, thus ensuring smooth implementation. 

It is important to lay emphasis on the fact that CHP, as now being practised in a number 
of countries, is essentially a national process and responsibility. Indeed, the major 
advantages of the process are its logical simplicity, its adaptability to varying socioeconomic 
situations and its intrinsic national character. 
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The procedure for the development of a country health programme is seen as the systematic 
identification of priority health and health-related problems in a country; the specification 
of objectives for the reduction of these problems including the establishment of specific 
targets; the identification of strategies which will lead to the attainment of the objectives 
and the translation of such strategies into health development programmes. Particular 
stress is laid on the intersectoral approach to ensure that health problems are tackled with 
the support of and in collaboration with activities in other social and economic sectors. 
The process is a continuing one, including the implementation of health development programmes 
as soon as feasible, their ongoing evaluation and reprogramming, when necessary. 

Finally, the close interrelationship between programming, project formulation, project 
management and any health policy formulation warrants their inclusion in the country health 
programming process as a single, continuous entity. 

2• Past and present activities 

2•1 Programme/project formulation activities 

Country Health Programming was first introduced in Bangladesh in 1973. It was a 
collaborative effort between the national authorities and WHO. Following the Bangladesh 
experience, 24 countries initiated the CHP process in the period covering 1973 to 1977. 
In addition, 12 countries have indicated an interest in starting CHP in 1977/l978. 

It should be mentioned that during this period, national inputs were about 700 man/months， 
while WHO input was around 420 man/months, out of which 300 man/months were provided by 
regional office staff and 120 man/months by headquarters1 staff. These figures only relate 
to time spent on operational activities. 

The countries listed in the following table are at varying stages in the CHP cycle. 
Those figuring under 1978 have indicated an interest .to initiate the process in that year. 

Region 1973 1974 1975 1976 1977 1978 

African Congo Cape Verde 
Guinea-Bissau 
Nigeria 
Uganda 

Angola 
Madagascar 
Mozambique 

Central African 
Empire 

Senegal 
Upper Volta 
Zambia 
Zanzibar 

South-East Asia Bangladesh Nepal 
Thailand 

Burma Bangladeshi Mongolia 
Sri Lanka 

European Algeria 

Eastern 
Mediterranean 

Afghanistan 
Pakistan 
Sudan 

Yemen Arab 
Republic 

Iraq Dem. Arab 
Republic of Yemen 
Somalia 

Western Pacific Laos Fiji W. Samoa 
Papua New 
Guinea 

Malaysia 
Philippines 
Solomon Islands 

American A process similar to, but not identical with, CHP has been conducted in many 
countries in the Region. More recently, e.g. in Honduras, the process 
coincided with the CHP process. 

1 Second CHP effort leading to the completion of the programming phase. 
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In the African Region, programme/project formulation for the Basic Health Service Scheme 
for Kanо State, Nigeria took place in june/july 1976. Since then, the other states of the 
Federation have formulated similar programmes and projects, most of which are in the pilot 
implementation phase. In Guinea—Bissau and Cape Verde the programming phase of CHP was under-
taken in October and November 1976 respectively, resulting in national health plans now 
under implementation. 

In the Eastern Mediterranean Region, CHP was initiated almost simultaneously in Sudan, 
Pakistan and Afghanistan. In the Sudan, the CHP process which started in October 1974 
reached the stage of programme/project formulation for a Primary Health Care Programme (PHC) 
in April 1976. Initiated in November 1974， CHP in Pakistan embarked on programme/project 
formulation for the Population Planning Programme in March 1975. This led to the development 
of a priority programme for Basic Health Systems, which is in the implementation phase• In 
Afghanistan, the programming phase of CHP, initiated in May 1976， was completed in February 
1977 with the strategic formulation of 10 priority programmes. A review to produce the final 
version of the Afghan National Health Programme is under way. Promotional activities under-
taken in the first half of 1976 in the Yemen Arab Republic resulted in the completion of the 
programming phase in August 1976• Implementation of selected priority programmes (Expanded 
Immunization Programme and Strengthening of Health Administration) started in the middle of 
1977. 

In the European Region, CHP was started in Algeria in 1975 and by 1977 programme formu-
lation had been accomplished in the fields of Environmental Health, Family Planning and Health 
Information Systems. 

As stated earlier, CHP took off in the South-East Asia Region in Bangladesh in 1973 and 
resulted, in the same year，in the revision of the major programme of Rural Health Services 
(Integrated Thana Health Complex). The programming phase of CHP started in Nepal in 
January 1974 and finished in May 1974. Project formulation for 12 projects was undertaken 
a year later. The document containing the programme and project proposals was later accepted 
as the health plan for the Fifth Five-Year Development Plan. In Thailand, CHP was initiated 
in December 1974 and went through the programme and project formulation phases, ending in 
March 1976 with the development of 19 national programmes and the formulation of four projects. 
The programming and project formulation proposals were officially accepted as the health 
sector's plan for the Fourth Five-Year Plan of Thailand. In Burma, the programming phase of 
CHP began in November 1975 and was completed in early 1976, this was followed by the formu-
lation of nine projects. A second CHP effort in Bangladesh, leading to the completion of the 
programming phase, took place in 1977. Most of the projects that have been formulated in 
the South-East Asia Region are now in the implementation phase. 

In the Western Pacific Region, the information collection and programming phases of CHP 
were accomplished in Laos in the last semester of 1975, in Fiji from January 1976 to October 
1976, and in the Independent State of Western Samoa from December 1976 to July 1977. 

2•2 Training activities 

Training workshops were organized both in headquarters and in several regions with the 
participation of nationals and WHO staff members. Country workshops emphasized specific CHP 
approaches relevant to the country for which a programming process was to follow. The 
training activities on CHP which took place in different regions and headquarters could be 
summarized as follows. 

In AFRO during the last two years, country workshops took place in five countries : 
Nigeria - June 1976； Ghana - April 1977； Angola - May 1977； Madagascar - May 1977； and 
Mozambique - September 1977. In addition 3 the Intercountry Project based in Senegal, 
contributed to the training in planning, programming and management of health services. 
Two courses of six weeks each were organized by this project for national staff in 1975 and 
1976. Eighteen participants from 15 countries attended the first and 10 participants from 
nine countries attended the second course. Between 1974 and 1976, CHP workshops (two regional 
and one interregional) were organized in the Regional Office, with the participation of 
national staff from several countries as well as WHO staff. 
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The first training workshop in CHP held in the Regional Office for EMRO in February 
1973j focused attention on the training of WRs. 

. In SEARO，training workshops were started in 1974. In that year3 a national and inter-
country workshop were organized in Thailand. In 1975, national workshops were held in Burma, 
Indonesia, Nepal and Thailand. In 1976 another national workshop in Thailand concentrated 
on implementation and management procedures. In the same year, national workshops were 
organized in Mongolia and Bangladesh; and the Regional Office laid on a training course on 
the overall concepts of CHP including health management. In 1977， national workshops were 
held in Bangladesh, Sri Lanka5 Nepal and Thailand. Total participation in all these work-
shops spread over a three-year period， was 293. 

In WPRO’ management training courses which included CHP components were conducted in the 
Philippines in 1976 and 1977 with WHO'S collaboration. Another national course in CHP was 
sponsored in Papua New Guinea in 1977. There was regional participation in an interregional 
training course in the management component of CHP held in New Delhi in 1977. Another 
important training activity in this Region was a series of three courses in health management 
organized in the Philippines in 1977 with multi-agency support. A total of 87 nationals and 
WHO staff participated in these courses. 

At headquarters， workshops on CHP and health management for WHO staff, particularly WRs, 
were held in July and October 1975. 

3. Difficulties encountered 

Emphasis has been laid on the intrinsic national character of the CHP process； emphasis 
is， however, not always laid on the need to ensure that national participation in a CHP process 
should be multidisciplinary within the health sector and multisectoral on a national scale. 
This approach is of extreme importance if the communication gaps between policy-makers, 
planners and health administrators which often hamper successful implementation are to be 
avoided. The key to success in the whole spectr.um of the CHP process is the active involve-
ment of representatives from as many deсis ion-making echelons as possible in the whole process. 
Particular attention should be paid to the central planning ministry and the ministry of 
finance. 

WHO representatives have played a key role in promoting the acceptance of the CHP concept 
by national authorities. However, there are still some WRs who are not fully familiar with 
the CHP process； a constraint which can be overcome by the motivation and training of WRs. 
Appropriate skills required for performing CHP are often not available in many countries and 
they have, therefore， to be built up in the countries on a priority basis. For example, in 
most countries greater efforts have to be made to commit medical schools and other training 
institutions to active involvement in the acquisition of these skills. 

Experience shows that if an adequate infrastructure has been developed to implement 
programmes, political changes will have relatively little impeding effect. The matter should 
be approached in a positive way by identifying those factors that promote stability and by. 
supporting their development. 

4. Overall assessment and achievements 

It is clear that a significant achievement has been accomplished during a relatively 
short period of time in introducing country health programming as a systematic and pragmatic 
approach to planning for health development. Through the application of unsophisticated 
methodology, national health authorities could develop and implement health programmes for the 
solution of their own health problems using a wide variety of services, institutions and health 
manpower. It should be stated, however, that there is, as yet, insufficient operational 
experience in the execution of all the stages of the CHP cycle. This applies particularly to 
the implementation, evaluation and reprograiraning of components of the cycle. 

CHP has been instrumental in getting countries to think more in terms of broad programme 
concepts instead of isolated, fragmentary projects. Another significant result of the CHP 
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process has been the opportunity it has availed to countries for the mobilization of resources, 
both internal and external, for health development. International, multilateral and bilateral 
agencies can identify, in a systematized and rational manner, areas for meaningful colla-
boration and cooperation. 

WHO has attempted to provide the kind of support and cooperation that countries have 
requested. In certain countries the CHP process has opened new avenues for collaboration 
between governments and WHO, specifically with regard to the coordinating role of the Orga-
nization. Guidelines have been applied in a growing number of countries and training acti-
vities have concurrently taken place in many countries and regions. An Interregional Seminar 
on Country Health Programming, held during February 1977 in the Regional Office for South-East 
Asia, reviewed the accumulated experience and knowledge on the methods and practice of CHP in 
different regions and countries. The recommendations that emerged from the review and from a 
subsequent interregional consultation later in the year are enumerated hereunder: 

(i) Promotion of CHP at country level. Promotional activities for the acceptability 
of CHP at country level should be further strengthened in a systematic manner through 
competent nationals or national bodies. 

(ii) A permanent focus for CHP should be set up and/or strengthened to provide for the 
institutionalization of the process and the necessary coordination and follow-up through 
execution. 

(iii) Practical orientation of national executives. For the build-up of national core 
groups in countries, appropriate training of central and subordinate health and health-
related executives in planning, programming and management as conceived in the CHP 
process should be undertaken. 

(iv) Appropriate orientation of training curricula for health personnel towards 
planning/management•Concepts and basic principles of health programming and management 
should be included in the regular curricula of health workers of all categories and 
should not be only a part of post-graduate studies. Intercountry exchange of trainers 
should be promoted and fellowships provided in this respect. 

(V) Inventory of national core groups. An inventory of national staff with expertise 
and experience in CHP should be established with a view to promoting intercountry 
cooperation in this field. 

(vi) Research, development and training centres for CHP. At least one research and 
training centre should be established in each region to promote research and training 
in the CHP process and also act as a repository of accumulated experiences, and to 
ensure intercountry exchange information. 

(vii) Improvement of WHO'S capacity to respond to countries' requests. The Organization 
should be able to face increasing country demands for cooperation in CHP by: 

(a) strengthening the capacities of WRs to collaborate with governments in CHP as 
well as strengthening the existing responsible foci in headquarters and the regions, 
as necessary; 

(b) continuing to work with national authorities for the improvement of the CHP 
approaches and relevant managerial techniques； 

(c) improving on the training material used so far for the promotion and transfer 
of the CHP process and for information exchange between regions and countries； 

(d) making the necessary provisions to update its own staff in this field. 

(viii) International promotion. The promotion of the CHP concept within international 
and bilateral cooperation agencies concerned with health development should be undertaken 
by the nationals and the Organization. 
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5 • Medium-term programming for CHP 

The Interregional Consultation on CHP, held in Bangkok in October 1977， discussed a 
strategy for the elaboration of a medium-term programme for CHP in consultation with 
Member States. It was envisaged that a meeting would be convened sometime in 1978 to 
review the progress in this regard. 


