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EIGHTH MEETING 

Thursday, 15 January 1987, at 14h30 

Chairman： Professor J. R. MENCHACA 

PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1988-1989: Item 7 of the Agenda 
(Documents PB/88-89 and EB79/4) (continued) 

REPORTS OF THE REGIONAL DIRECTORS ON SIGNIFICANT REGIONAL DEVELOPMENTS INCLUDING REGIONAL 
COMMITTEE MATTERS: Item 8 of the Agenda (Documents EB79/14, EB79/15, EB79/16, EB79/17, 
EB79/18 and EB79/19) (continued) 

PROGRAMME REVIEW; Item 7.2 of the Agenda (Documents EB79/5, EB79/6, EB79/7, EB79/7 Add.l and 
2, EB79/8, EB79/9, EB79/10, EB79/11, EB79/12 and EB79/INF.DOC./1) (continued) 

HEALTH SYSTEM INFRASTRUCTURE (Appropriation Section 2; Document PB/88-89, pages 67-104) 
(continued) 

Organization of health systems based on primary health care (programme 4) (continued) 

Dr LARIVIERE (alternate to Dr Law) recalled that nearly 30 interventions concerning 
programme 4 had been made at the previous meeting, most of them expressing support for the 
programme as one of the most important under discussion. It had been suggested that the 
programme's activities could be maintained by means of new initiatives or new approaches, 
many of which were directed to those in the Secretariat responsible for global and 
interregional activities. The Director-General1s report on the planned budget implementation 
reductions (document EB79/4) had recommended a cut in global and interregional spending in 
1988—1989 of US$ 1.4 million out of the planned allocation of US$ 6.7 million. He wondered 
what impact such a large reduction would have on the programme were the contingency plan to 
be put in operation. 

Dr TARIMO (Director, Division of Strengthening of Health Services) thanked members for 
their comments and suggestions which would be most useful in the implementation of the 
activities planned. 

A number of members had called for concerted efforts for intersectoral action for 
health. As a result of the Technical Discussions held at the last Health Assembly, follow-up 
action had been initiated in two directions: (1) promoting and supporting countries in the 
development of appropriate policies and mechanisms addressing equity in health, life-styles 
and environmental health, where action by sectors other than health would be crucial; and 
(2) support to strengthening of district health systems. On the latter, following the 
adoption in May 1986 of resolution WHA39.22, action had started on two fronts. Within the 
Secretariat there had been discussions between the Director-General and the Regional 
Directors and a coordination mechanism in the form of a steering group had been established. 
Secondly, within countries a number of activities had been initiated - members had heard at 
an earlier meeting about those in the African Region; there had been similar initiatives in 
other regions. 

Several Board members had referred to the role of hospitals in primary health care. The 
issue had been addressed by a Study Group which had met at the beginning of 1986. It was 
hoped to have the report available for discussion at the next session of the Board. The 
Study Group had focused on the relationship of hospitals to their catchment areas and to 
outreach programmes. The role of the hospitals in relation to the technology they utilized 
was felt to require further study, and another study group was planned for 1988 to look at 
that aspect. 

A number of members had commented on primary health care in urban areas, and Dr Bart had 
rightly suggested that the first sentence of paragraph 23 of the programme statement might be 
somewhat misleading. To improve equity in health, the focus in many developing countries had 
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been on primary health care for underserved population groups who lived mainly in rural 
areas, but as indicated by Dr Bart, the primary health care approach was equally applicable 
to urban areas. There were many examples from both developed and developing countries where, 
with the better use of existing resources, improvements in equity in health care in urban 
areas had been achieved. Documents were available describing a number of experiences in 
developing countries which had been discussed at meetings in Guayaquil, Manila and Addis 
Ababa, should any Board member be interested. With regard to experiences in developed 
countries, Dr Asvall had already referred to several examples and to the healthy cities 
programme It was planned to continue collaboration with municipalities and to share those 
experiences with others. 

Dr Ayoub and Dr Bracho Oiia had emphasized the need to undertake research at the local 
level. Many of the decisions made by countries on primary health care had probably been 
based on intuition, as there were few data and little supportive research. The emphasis on 
operational research in activities for supporting district health systems was therefore 
justified. For each country it would be important to select a geographical area where all 
the different issues - patterns of district teams； supervision; training; and the 
relationship of hospitals to other levels - could be documented and monitored, and the 
results used for future policy making. Such a measure was not in the nature of a pilot 
study - other areas waiting for the results before undertaking activities - nor a phased 
approach, but rather a focusing of resources to ensure that at least one area was properly 
documented and monitored - a task too costly to be undertaken on a country-wide basis. WHO 
was already providing collaboration with some of those selected districts. The approach of 
"learning by doing" at the district level was an important and increasing area of emphasis 
for the programme as a whole. 

There had been a number of references to manpower, particularly to adequate incentives 
for physicians. Dr FlilSp (Director, Division of Health Manpower Development) might wish to 
comment on them during discussions of programme 5, Health manpower development. The 
provision of incentives was one of the most important challenges for many developing 
countries, and had been extensively discussed at the Commonwealth Health Ministers 
Conference. Country-specific solutions would probably have to be found, as it was difficult 
to separate the issue from the politics and policies of a country at any particular time. 
The problem was not one that would disappear of its own accord. 

Members had discussed the concept of primary health care and had appeared to reach the 
correct consensus that it did not mean second-rate care but rather an approach, a way of 
providing health care that ensured equity, as well as the involvement of communities and of 
other sectors. Those present at the Alma-Ata Conference would recall the extensive 
discussions on that issue. Confusion had perhaps arisen because of the traditional use of 
the term "primary medical care", which usually implied care from a general practitioner or 
other first-level contact. Naturally, the primary health care approach emphasized that 
action should be at that level, but the term meant an approach rather than level of care. Of 
course such an approach had to achieve practical results, which was why at Alma-Ata it had 
been considered that at least eight elements should be provided. 

It was obvious that considerable resources were needed to carry out all the programmer s 
activities. Unfortunately, programmes concerned with the organization of health systems were 
usually more recent and had to compete with well-established programmes for dealing with 
individual diseases, for example, which also had a high profile and more tangible results. 
It was hoped that any funds lost through contingency cuts would be made up by extrabudgetary 
resources in order that planned activities could be implemented, although again it was more 
difficult to obtain extrabudgetary funding for activities of that nature, despite their 
importance. 

The DIRECTOR-GENERAL, with reference to Dr Larivière*s question concerning the impact of 
cuts on the programme, said it was important for the Board to understand the processes 
involved and to realize that programming was not a static situation. Some members might 
recall that some fifteen years earlier the Organization had started a division of 
epidemiology and communication science which, had it continued to exist would now be 
consuming tens of millions of dollars annually. When it had been felt that the division was 
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duplicating activities being undertaken elsewhere in WHO, it had been merged with what at the 
time was called the public health administration programme. No one should imagine that such 
changes were easy to make. Following the merger and a lay-off of staff in a spirit of 
increased productivity, in the period 1978-1981 the Division of Strengthening of Health 
Services had lost 28 posts in order to create new programmes and to effect economies. The 
current contingency plan included the reduction in implementation of activities amounting to 
a sum of around US$ 500 000, the equivalent of 6 man-years, in the area of health-for-all 
strategy promotion, coordination and evaluation, including leadership training. Resources 
had been transferred to make the first two regular budget posts for AIDS. WHO could not 
simply conjure up funds for new programmes； they could only be made available by a constant 
process of review and restructuring - not a single new post had been added in recent years 
from the regular budget. 

In his view, the programme under discussion had not been taken seriously enough by 
governments, and had therefore not been properly reflected in regional programme budget 
allocations to the country level, thereby missing the opportunity of greater penetration of a 
very important issue down to the country level. He hoped that much greater emphasis would be 
given to that area in the future, and certainly before the year 2000. 

The Executive Board might consider that in future it should have greater control of the 
restructuring process he had outlined. Each Director-General would have his or her own way 
of trying to manage with the limited resources available. In his own time for example, he 
had made a cut of 45% in real purchasing terms at the global level and yet 13 or 14 new 
programmes had been set up. That had obviously entailed considerable rearrangements. For 
example, in order to establish a credible AIDS programme it had been necessary for other 
units to make sacrifices. Such a constant pattern of changes made it difficult to keep up 
morale and it was therefore a great credit to headquarters staff that they had achieved such 
a level of success. 

Obviously changes meant that certain planned activities would suffer, as his report had 
indicated (document ЕВ79/4)• For example, there would be a reduction in health-for-all 
coordination and promotion activities since the posts of a Director and Secretary had been 
frozen and there would be insufficient funds to implement fully leadership training and 
research and development activities that had been planned. To give another example, the 
Study Group on primary health care in urban areas would be cancelled, partly because he 
considered that insufficient information would be available at the present stage. 

Mr FURTH (Assistant Director-General) said that Dr Rakotomanga had asked why some 
regions appeared to be favoured with larger extrabudgetary funding, as was the case with 
programme 4. For most programmes, larger allocations of extrabudgetary funding were shown 
for the American Region. The reason was that the regular budget of РАНО had been included 
with "Other sources", although they were not voluntary funds in the sense that other funds so 
included were. Further, providers of extrabudgetary funding, which included other members of 
the United Nations family and bilateral agencies, had their own, often strong priorities and 
preferences with respect to programme and geographical areas. Although WHO used its 
influence to indicate where it felt the real needs lay, funding was sometimes only provided 
if it was to be spent in a certain region or country. Thus, as Sir John Reid had said, there 
was a tendency for extrabudgetary funds to distort, to some extent, the priorities laid down 
by the Health Assembly. 

Dr BART (adviser to Dr Young) said that, during his description of the difficult choices 
faced by a chief executive officer in making allocations and re-allocations and in responding 
to newly appreciated needs, the Director-General had alluded to the desirability of the 
Executive Board taking additional responsibility. Perhaps that was what was meant by 
paragraph 29 of the Director-General1s Introduction to the Programme Budget, which suggested 
that careful study might be made of the work of the regional offices. He wondered whether 
the point at issue was the fact that difficult decisions had to be made by the 
Director-General - in his view, those decisions should be respected - or whether the regions 
did not always implement those decisions as expected. In other words, was there a 
discordance between central policy and regional action? 
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The DIRECTOR-GENERAL said he quite understood that the country best known to Dr Bart, 
with an organizational structure not unlike that of WHO, should be faced with special 
problems in moving between the global, regional and country levels. In its many open debates 
on the subject, WHO had never stopped concentrating on what mattered most, and that was the 
country level. In his opinion, WHO must make the best of its constitutional structure, which 
no Member State would think of changing, by trying to make the Member States understand what 
they could get from the Organization through the optimal utilization of its and their 
resources； to that end, for the past ten to fifteen years, the Secretariat had been 
emphasizing the use of sound managerial processes at all levels of WHO. 

Being rather impatient by nature, he was sorry that WHO was not doing better and 
accepted his due share of blame for that situation. On the other hand, he was all too aware 
that the developing countries would unfortunately never have the privilege enjoyed by those 
Member States which had had 300 to 400 years to deal with the development process. That was 
why he was so concerned that WHO should display leadership and had used in his opening 
statement the simile of geese flying in a V formation in order to derive the benefit of 
reciprocally boosting momentum. 

On the basis of the regional programme budget policies that had been developed, everyone 
was aware of what had to be done, but in the final count a great deal depended on the Member 
States themselves in working with WHO. The Organization must pay an activist role and the 
Secretariat must make it as easy as possible for Member States to make good use of WHO. The 
instruments were there, but their day-to-day use must be very innovative if they were to 
bring about the changes at the country level that would enable Member States to get full 
value out of every dollar, with WHO'S moral, policy, strategic, programming and technological 
support. Unfortunately, however, those changes took a very long time. 

As the executive head of an auto-critical organization, he would like the Board to be 
increasingly concerned with managerial matters and to decide on a mechanism whereby it could 
establish its own responsibility and accountability at all levels of WHO and could ensure 
that it was informed of what was going on at the country, regional and global levels. At the 
current session, for example, the Board could thus state that it disagreed with the 
Director-General in the cutting of over 30 posts out of a high-priority area and could 
discuss the consequences of that reduction in greater detail; he was not making that 
suggestion in order to evade the responsibilities incumbent upon him under the Constitution, 
but because he believed that more transparency than ever was necessary in order to avoid any 
suspicion that something was being concealed. Perhaps the Board could decide on such a 
mechanism by the end of the day, in order to be able to challenge the Director-General 
concerning decisions and allocations at all levels. 

Members might wonder how the concept he had outlined would operate in policy and 
programming terms at the country, regional, global and interregional levels or whether the 
activities decided upon by the Secretariat at all those levels would be presented to the 
Executive Board as a fait accompli• In the latter event, it would indeed be difficult for 
the Board to voice its disagreement with the Director-General on such matters as the greatly 
increased attention paid to AIDS, and yet it was most important for members to be able to 
express their views. He therefore suggested that the mechanism to be adopted should include 
the possibility of a preliminary study of the programme budget proposals by Board members in 
all the regions, so that they might become acquainted with them in greater detail and in any 
case would be aware of the general principles on which they were based. 

Dr GEZAIRY (Regional Director for the Eastern Mediterranean) said that one of the ways 
in which members of the Board could be made better aware of developments in the regions and 
at country levels might be for certain members to attend meetings of Regional Committees 
where all programmes and combinations thereof were examined, so that they could discuss with 
Member States and regional secretariats the reasons why various activities had been 
undertaken or neglected. In that way, at least some of the members attending Executive Board 
sessions would be familiar with the background at the country level. 

Dr ASVALL (Regional Director for Europe) said that it had recently been made a practice 
that the seven European members of the Executive Board should also be members of the Regional 
Consultative Group on Programme Development - a body which carried out duties similar to that 
of the Executive Board in the Region 一 so that there was now extensive feedback between the 
two bodies. 
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Dr BART (adviser to Dr Young) asked whether there was anything that the Board could do 
to strengthen the Director-General's ability to ensure accountability. 

The DIRECTOR-GENERAL said that twenty years previously, when he had been head of the 
Tuberculosis Division, it had been virtually impossible even to mention that full value could 
not be obtained from WHO'S regular programme budget1 s resources; the matter had been 
considered to lie exclusively within the purview of Member States, and the atmosphere had 
been one of mutual congratulation. Since then, however, the whole concept of monitoring, 
evaluation and programme audit had moved towards a free, democratic kind of dialogue. In 
addition to the various methods that had already been tried, every effort should be made to 
help Board members become more aware of country situations and of how the programme budget 
was built up on the basis of those situations. Tremendous progress had been made, and it 
might seem unfair of him to be so impatient, but he believed that the political clout that 
the Board could lend to improving the managerial practices of WHO at all levels was extremely 
important. At the present stage, it was for the Board itself to try and see how it could 
best go about obtaining more of the necessary information. He agreed with Dr Gezairy and 
Dr Asvall that it was important for the Board to know how the Regional Committees felt or did 
not feel - for it might be questioned whether all the Regional Committees took their roles 
seriously, or whether they might not be regarded as intimate clubs where criticism was not 
customary, even though collective resources were involved, and where somewhat arbitrary 
decisions were taken to allocate so much to country X and so much to country Y without 
discussing whether such allocations would be really productive. If Board members were to 
attend Regional Committee meetings, they could perhaps discuss programmes in the light of 
policies and principles decided upon by the World Health Assembly, to see whether the regions 
were in fact complying with all those decisions or were ignoring them or merely giving them 
lip service. A dialogue between the Board and Member States at the Regional Committee level 
might indeed be useful. Many other possibilities had been mooted over the years and the 
Board might decide at the current session that its Programme Committee should pay particular 
attention to the question of how to enhance the role of the Board in terms of WHO'S 
accountability at all levels. In any case, the initiative should come from the Board itself, 
not from the Director-General. 

Health manpower (programme 5) 

Professor FORGACS said that a health service was a typical labour-intensive undertaking 
in which the introduction of new technology was increasing rather than decreasing the amount 
of manpower required. Nevertheless, those technological developments, as well as the 
health-for-all strategy, called for role-changes in health manpower, so that the formation of 
health personnel, referred to in subparagraph 19.2 on page 94 of the programme budget 
document, should be given very high priority. With regard to the optimal utilization of 
available human resources, he drew attention to the maldistribution or even overproduction of 
certain health manpower categories in some geographical areas. A recent conference in 
Acapulco on "Health manpower out of balance" had dealt with that problem and had reached some 
very interesting conclusions which might perhaps be introduced into the programme for the 
next financial period. The problem was indeed serious, since manpower was the most expensive 
item in health service costs at the national level. 

By analogy with what the Director-General had said at the previous meeting concerning 
health systems research, the cost of health manpower would be much lower if decision-makers 
would apply the results of health manpower research. He was convinced that the technical 
assistance and the coordinating and information function of WHO would be very helpful and 
important in that respect. For example, a travelling seminar on the methodology of health 
manpower research had been held in the European Region in 1986; unfortunately, it had been 
attended by very few participants, but that kind of information transfer was most useful for 
facilitating health manpower research at the national level. 

Dr HYZLER (alternate to Sir John Reid) said that the Board had always regarded the 
fellowship programme as an important element of health manpower development. An extensive 
debate had been held on the subject in 1983, when the Board had adopted resolution EB71.R6 一 
which might perhaps have been more appropriately submitted to the World Health Assembly for 
adoption. The fellowship programme absorbed a substantial amount of WHO funds, and it should 
also be borne in mind that receiving countries, such as his own, made considerable 
contributions in human and other resources for the management and servicing of fellowship 
programmes, far above and beyond what was provided for countries under their own fellowship 
funds. 
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It was therefore a matter of serious concern and disappointment once again to read, in 
paragraph 16 on page 94 of the programme budget document, that limited progress had been made 
in implementing the WHO policy on fellowships as set out in resolution EB71.R6, and the Board 
might consider at a later stage submitting that resolution to the Health Assembly. In any 
case, the resolution had existed since 1983, and the Board should have an explanation of why 
its recommendations and appeals were apparently being ignored. Year after year, the 
programme budget document contained the same absolutely predictable entries with respect to 
the fellowship programme. It would appear that the sifting mechanism at both country and 
sending regional office levels was not functioning properly and that there was an inability 
to remedy the situation. 

The whole issue had been debated before, with excellent reports from the Secretariat, 
and the failure to achieve any significant improvement could not continue unchecked, but must 
be investigated. He did not wish to open a debate at that time in order to elicit defensive 
statements, but asked for some assurance that, when the report to be submitted to the Board 
in 1989 or earlier, as required by resolution EB79.6, was made available, the full facts 
would be laid before it. He further suggested that a small evaluative study should be made 
by the Board of a random sample of fellowships； that could be undertaken and incorporated as 
part of the report, and the Board would at least have some concrete facts and figures on 
which to base its deliberations. 

Dr BANKOWSKI (Council for International Organizations of Medical Sciences) reminded the 
Board that he had informed it at its 1986 session of the CIOMS initiative to hold a 
conference on imbalances in health manpower, which concerned most countries, irrespective of 
their social or economic development. He was now able to provide information on the outcome 
of that Conference on "Health manpower out of balance: conflicts and prospects", which had 
been prepared in close collaboration with WHO, the Pan-American Health Organization, the 
World Federation for Medical Education and the Secretariat of Health of Mexico, and had 
brought together some 120 health policy makers, physicians, dentists, nurses, medical 
students and educators of health personnel from 40 countries at Acapulco, Mexico, in 
September 1986. 

The Conference had been convened in response to the deep concern expressed by health 
leaders from both industrialized and developing countries about the glut of medical and 
dental graduates and consequently the unprecedented level of unemployment among them. To 
illustrate that frightening phenomenon, 45 000 were unemployed in Italy, 40 000 in India, 
23 000 in Spain and 2500 in the Netherlands. The United States of America was forecasting an 
excess of 70 000 physicians in 1990 and 150 000 in the year 2000. In Mexico in 1984 there 
had been about 40 000 unemployed physicians and more than 5000 in Bangladesh; Pakistan 
reported 6000, Egypt 4000 and the Republic of Korea estimated that about 26 000 physicians 
would be unemployed in the year 2000. With those trends, the world faced the prospect of a 
surplus of 250 000 physicians or more by the year 2000 - a wasteful mockery in the year 
targeted for the celebration of health for all. Associations of unemployed physicians had 
been set up in Argentina, Bolivia, Chile, Mexico and the Netherlands, but it should be 
stressed that shortages of certain categories of health workers remained, and would probably 
remain for a long period, a major problem in many developing countries. 

The overall goal of the conference had been to analyse the qualitative and quantitative 
balances in the production and use of health care providers in terms of relevance to national 
policies and strategies for the achievement of health for all by the year 2000 and to 
estimate the current and foreseeable imbalances in health manpower in terms of numbers and 
relevance, especially those resulting from the overproduction of physicians. The working 
documents had been based on country studies which represented diverse economic, cultural, and 
sociopolitical conditions illustrating their respective health manpower imbalances. In 
addition, several issue papers had been prepared concerning the nature, scale, natural 
history, demography, and economics of health manpower developments, covering not only 
physicians, but also dentists, nurses and pharmacists. 
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After five days of deliberations in small working groups and plenary sessions, the 
Conference had concluded that over-supply of health manpower was only one manifestation of 
health manpower imbalances, which also occurred in the types, functions, distribution and 
quality of health workers. Very few countries in the world, if any, were exempt from all 
such imbalances, so that the need for both preventive and remedial action was world-wide. 
The Conference had also formulated a set of recommendations for preventive action and 
interventions for solving acute qualitative as well as quantitative manpower imbalances. It 
had recommended, inter alia, urgent research on that fast-growing problem and regular 
exchange of information between countries. Among the radical actions that might be taken to 
reduce the surplus of doctors, the Conference had suggested limiting the intake of medical 
schools or restricting the number of graduates, postponing the opening of new medical schools 
or even considering closure of existing ones and imposing a compulsory retirement age for 
physicians. The Chairman of the Conference had summarized the gist of the recommendations by 
stating that concerted action was now imperative, that both quantitative and qualitative 
health manpower imbalances had serious implications for the attainment of health for all and 
that, since all were agreed that imbalances could be predicted and prevented, the necessary 
interventions must be initiated forthwith. Moreover, one of the main recommendations of the 
Conference had been to alert, not only health professionals and health policy-makers, but 
also politicians and the public at large about the present alarming trends in imbalances and 
their negative consequences for societies. 

The essential documents of the Acapulco Conference were available to Board members, and 
he was convinced that the Board would take appropriate decisions on what had to be done to 
prevent the further development of existing imbalances and to provide remedies. СIOMS would 
continue to collaborate in seeking a solution to that pathological social problem, which 
would not only have social, economic and political consequences, but also completely new and 
extremely important ethical aspects. In conclusion, he expressed the thanks of CIOMS to the 
Director-General and the WHO staff members who had substantially helped it with the 
preparation and proceedings of the Conference. 

Dr KOINANGE said that it was necessary to consider the question of efficiency in the 
management of manpower. While it was true that many Member States were short of manpower, 
the results of a study carried out in his own country into the use of manpower had been quite 
surprising. It should be asked how health workers and the tasks given to them were related• 
The categories of personnel to which specific duties were assigned should be examined to 
determine the extent to which those duties might be delegated to others. 

Dr HAPSARA, referring to manpower planning in his country, said that considerable 
support and assistance had been provided by WHO and efforts had been made to avoid ail 
imbalance between manpower supply and demand. Considerable attention had been given to the 
matter of training and use of paramedical staff. Those efforts, initiated more than seven 
years previously, were starting to show positive results. Concerning the policy of health 
manpower development, he pointed to the close link - recognized in theory But not always in 
practice - between it, and the development of health systems, infrastructures and services. 
Career development and incentive schemes were mentioned in paragraph 26 on page 96 of the 
programme budget document, but such an approval was insufficient； a strategic approach to 
career development for all those employed in the public health field in general was required. 

Professor GIRARD said that the analytical approach adopted by the Secretariat, which had 
made it possible to make savings while avoiding any explicit ordering of priorities, was a 
courageous one. While it was true that the qualitative difficulties in matching health 
personnel to the tasks that they had to perform were considerable, the quantitative aspect 
was becoming increasingly important, particularly against the background of the main 
conclusions of the Acapulco Conference, which had just been outlined. Attention should, 
however, be drawn to the adverse effects which attempts to introduce quantitative control 
measures would inevitably entail. At a time when consideration would have to be given to 
reductions in the staff of educational establishments in some countries, it was perhaps 
appropriate in those countries to strengthen the slow but inevitable development towards 
primary health care and the training of health manpower in the light of that objective. The 
involvement of universities in primary health care should also be strengthened. 



EB79/SR/8 
page 9 

Professor ISAKOV said that the health manpower programme was one of the highest 
priorities, in view of the importance of the training of medical personnel in the attainment 
of the goal of health for all. Today, as never before, the question of the rational training 
and use of manpower was one of the greatest urgency. The figures quoted relating to the 
large numbers of unemployed physicians demonstrated once again the need for appropriate 
planning together with a review of the methods of training being used. In his country, as in 
others, it was necessary to replace extensive by intensive methods of training. What was of 
paramount importance today was not the quantity but the quality of health manpower. He 
welcomed the world conference on medical education, to be held in 1988 - in which Member 
States would doubtlessly participate actively 一 as it could be expected to provide guidance 
for Member States in matters of health manpower training. 

While he appreciated the current financial problems, he felt that global and 
interregional activities were not being adequately supported and should be allocated more 
than the 6.3% provided for in the proposed budget. Such activities should be given a higher 
priority, as many current problems could be successfully solved at that level. Referring to 
paragraph 16 on page 94 of the programme budget document, he regretted that only limited 
progress had been made in implementing WHO policy with regard to fellowships, as they could 
provide a useful means of training manpower at an international level, which was essential at 
the present time if the overall strategy was to be implemented. 

Dr QUIJANO said that it was paradoxical that the imbalance previously described between 
the training and use of physicians should have developed• In the 1960s and 1970s studies had 
been carried out by the Delphi method in several countries, including the United States of 
America, to determine how many specialists would be required in different fields in the 
coming ten or fifteen years. However, it had transpired that the results of those studies 
were were not always reliable. 

The Acapulco Conference had shown that the imbalance existed to some degree, either in 
real or potential form, in almost all countries. In those countries where there was 
apparently no such imbalance, that was the consequence of measures which were not always 
entirely reasonable or reliable. In some cases student intake had been sharply reduced while 
in others a high percentage - up to 50% in some cases - of students were excluded after the 
first one or two years. 

He suggested that the Board should draw the attention of the Health Assembly to the 
problem, and that a resolution to that effect should be adopted. 

Professor STEINBACH said that the programme under discussion was one of high priority, 
but the programme budget document, which was over 500 pages in length, contained nothing but 
priority programmes. The Director-General had referred to the proposed programme budget as a 
phantom, but his impression was that the Board's discussion might also be called a phantom 
discussion, since it seemed to be based on the quite unrealistic hope that a miracle might 
occur. The ever more difficult situation confronting WHO had to be faced, and taken into 
account in the discussion. Perhaps every programme should be marked in some way or other to 
show whether it could be curtailed or not. Then, if things turned out in the way that was 
feared, the appropriate decisions could be taken. He apologized for what was a somewhat 
gloomy contribution to the discussion. 

Dr GRECH said that he had listened with interest to the comments made by the 
representative of the Council for International Organizations of Medical Sciences, and with 
concern to the disturbing figures on unemployed physicians. He agreed that the need for a 
balance in health manpower development should be emphasized. The Acapulco Conference had 
been very timely in dealing with a problem with which many countries were confronted, and 
which was assuming global proportions. Imbalance in health manpower occurred in many forms: 
it could be quantitative, with some countries having an excess supply of health workers 
compared with their capacity to absorb them while others were still facing shortages of many 
categories of health manpower； and it could be distributional with professional health 
workers tending to be concentrated in urban areas, leaving rural areas under-served. If the 
problem was to be effectively tackled by countries and WHO, the whole health manpower 
system - including quantitative, distributional and qualitative imbalances - should be 
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examined. The causes of imbalances were closely related to countriesf socioeconomic 
development and could not be tackled in isolation from the attitudes of health professionals 
or from prevailing economic conditions• The problem called for a concentrated effort on the 
part of WHO and Member States to look into the root causes and see what steps could be 
taken. He supported Dr Quijano1s proposal that the matter should be further debated by the 
Executive Board or the Health Assembly. 

Dr BRACHO ORA said that, clearly, action in the field of health could only be effective 
if there was appropriately trained manpower. Concerning fellowships in the Americas there 
was little problem as all the Organization* s fellowships were closely scrutinized in detail 
before an award was made. But there were other types of fellowships from other bodies which 
could also be used in the field of health. In his country all such fellowships were 
centrally administrated and were awarded after detailed consideration of applications so that 
they might be put to the best possible use. Concerning training, he urged that greater 
emphasis should be placed on the participation of universities in public health manpower 
training with a bearing on primary health care. Referring to the further training of 
existing manpower, he drew attention to the need for continuous updating of trained 
personnel. He was of the opinion that it was better to have not a large number of experts in 
a ministry of health but a few very highly qualified experts. 

Dr VAN-WEST CHARLES said that it was certainly a matter of concern that so many 
physicians were unemployed and the question that needed to be asked was whether the planning 
process was effective. From the brief outline of the situation just given it was evident 
that the problem existed in the developed and newly industrialized countries which retained 
the traditional medical system. In many such countries there were private universities that 
were not considered in the national planning process, which might explain in part why an 
excess of professionals had been trained. The lesson for developing countries embarking on 
developing their health systems was that a strong health manpower planning division, within 
the national system, was needed. 

The question of manpower training could not be tackled in isolation, particularly in 
developing countries, where too often professionals were trained in high-technology systems 
but were unable to function appropriately, or maintain their clinical skills owing to lack of 
that technology where they eventually work. 

The traditional medical system meant that highly specialized persons tended to be 
employed to do work that could be done by lesser trained personnel, thus increasing costs for 
the delivery of health care to the population. In his country, levels of care had been 
identified, to give the best possible service, whether to the rural or urban population. 
Hospitals had been equipped with laboratories, X-ray equipment and other appropriate 
facilities. A traditional manpower structure for that type of institution would have 
entailed the training of a radiographer, a laboratory technician arid a pharmacist. However, 
the peripheral structure established meant that in practice a multi-purpose technician was 
trained who could deliver both radiological and laboratory services. As the relevance of 
health to the developmental process came to be more widely appreciated, the traditional 
structure would come to be more critically regarded. 

Concerning fellowships, he asked whether governments had established mechanisms to 
guarantee the return of fellows trained at overseas institutions to their own countries after 
training, in order to provide the services for which the fellowships had been offered, 
thereby reducing the "brain drain". 

Professor RUDOWSKI said that the health manpower programme was a priority programme and 
a key issue in all aspects of WHO activities. There had long been a trend in health 
personnel planning to increase the number of doctors according to the maxim: more doctors, 
better health care. The comments of Dr Bankowski and Dr Quijano indicated that there had 
been an unforeseen phenomenon of imbalance between training and use. 

He joined in congratulating CI0MS, which had long been regarded as the international and 
intersectoral forum for the discussion of a number of health policy problems, on the results 
of the Acapulco Conference, with all the social, medical and professional implications 
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described by Dr Bankowski, who had also referred to the assessment of recent unemployment and 
projected unemployment by the year 2000, when there were expected to be a quarter of a 
million jobless doctors. It was distressing to think of the psychological frustration of 
young men who found themselves unemployed after hard years of medical undergraduate 
training. That was a terrible waste of human energy and human resources. The matter was a 
serious one which should be investigated in depth. He intended later to refer to the 
possibility of GIOMS participating in the discussion of a number of topics on the Board's 
agenda. The imbalance in medical personnel was a strong warning for health planners and 
would be an appropriate subject for further consideration at the forthcoming World Health 
Assembly. The World Federation for Medical Education would no doubt be keenly interested in 
the information discussed. 

Mr SONG Yunfu observed that the subject under discussion was one to which Member States 
attached considerable importance as an integral part of the health system. It was clear that 
at the world-wide level the development of health manpower was a problem of balance. The 
CIOMS report showed that in some countries there were many unemployed doctors, while in 
others there was a lack of medical staff. Those two phenomena were equally matters of 
concern. 

A further problem lay in the balance between the various kinds of doctor - specialists 
and general practitioners - which varied from country to country. He shared the view of 
previous speakers that the problem had to be solved at the planning and management level. 

In developing countries where medical manpower was lacking the provision of fellowships 
was an interesting measure. He agreed with what was said in the programme budget document in 
that regard, and particularly with the three targets outlined in paragraph 2 on page 92. He 
also agreed with what was said in the situation analysis and considered that the fellowships 
problem could be solved by improving programming and management. 

As shown on page 99 of the programme budget document, provisions had been reduced for a 
total of three regions at either country or regional and intercountry level, the overall 
reduction, after including the provision for global and interregional activities, being 
8.28%. Clarification of the figures for the health manpower programme given in Annex 3 of 
document EB79/4 would also be appreciated. Paragraphs 35-38 of the programme budget document 
contained some information but he would welcome a further explanation by the Secretariat. 

Professor RAKOTOMANGA expressed the hope that increased support would be given to the 
training and retraining of peripheral level health personnel. Secondly, he hoped that in 
certain specific cases training might be carried out in the countries themselves with the 
help of some external resources, human resources in particular. Fellowships would be more 
effective if they could be used for training activities in the country so as to benefit a 
number of persons and not just one or two. 

Professor WALTON (World Federation for Medical Education), referring to paragraph 31 on 
page 97 of the programme budget document, said that he wished to report to the Board, as his 
Federation did annually, on the progress of the main Programme and Strategy for World Action 
in Medical Education, of which WHO was a sponsor. 

He wished firstly to convey his Federation's concern and indignation at the financial 
impairment suffered by WHO. He could do so by reminding the Board of two words "grief" which 
is a profound human emotion and "grievance" which has political implications. Many members 
of the Federation had told him that the reaction of medical teachers to such newspaper 
reports as the very recent Reuter statement that a certain country had withheld its 1986 
contribution to WHO, on the ground that it was itself short of funds for international 
bodies, and had given priority to those in serious financial trouble, should be one of 
grievance rather than grief, because political consequences needed to follow in order to 
safeguard the resource that WHO had represented for medical education since its inception. 
The World Federation for Medical Education would be doing everything possible to demonstrate 
that the entire medical education community was weakened by such default of obligations to 
WHO. 
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The Programme and Strategy for World Action in Medical Education described in a document 
just circulated to the Board was progressing actively and was on course. All countries 
throughout the world had been the recipients of multiple approaches and he had contacted all 
ministers of health personally. The goal of the programme was to secure the adoption of an 
internationally accepted policy towards the tasks and professional responsibilities for which 
doctors must now be trained, the "changing of roles" to which Dr Forgacs had referred. The 
manpower issues of the Acapulco Conference were one important aspect of the Federation's 
programme. 

The reorientation of medical education was based on the "Six major themes" document, 
which required every country to consider 32 questions on the training of doctors, the 
relationship of doctors to the other health professions and the relation between doctoring 
and ministries of health. The document was available in Chinese, English, French, Korean, 
Portuguese and Spanish. The national reports now being received from individual countries in 
all regions were being analysed. There would be six regional conferences in 1987. Some had 
already begun. There had been a preliminary African conference in Tanzania and a preliminary 
regional conference for the Americas in Mexico City. Regional conferences were to be held in 
Africa, the Americas, Europe, the Middle East, South-East Asia and the Western Pacific. WHO 
and UNDP were co-sponsors of the extensive inquiry. The Director-General and Deputy 
Director-General of WHO as well as the Regional Directors of all six regions, were active 
advisers for the implementation of the programme. Following the six regional conferences, a 
world conference on medical education - a kind of Alma-Ata for doctors - was to take place in 
Edinburgh from 8-12 August 1988. Its recommendations would be brought to the Executive 
Board's attention in January 1989. The World Federation for Medical Education anticipated 
that the Board would wish a resolution to be drafted and submitted for its attention, leading 
to changes in the training of future doctors to ensure that they were properly equipped to 
meet the health needs of their societies. 

As from 1989 the programme would move into what was intended to be a permanent 
implementation phase to ensure that doctors continued to be trained to meet the health needs 
of communities. That was in the spirit of the remarks made by the Advisory Committee on 
Health Research to the effect that established ongoing programmes and not just transient 
projects must be created. The Board's help would be sought in January 1989 in achieving that 
ongoing implementation phase. 

Dr BRACHO OÑA, said that there were 5000 unemployed doctors in Ecuador, where he was a 
university professor. The dangerous situation had developed in which medical faculties had 
been transformed into medical factories. When a car factory over-produced it had to close 
down for a while to avoid bankruptcy. The over-production of doctors was more serious in 
that it was concerned with the wastage of highly-qualified human resources. It was extremely 
depressing to see so much unemployment among such high-level professionals. 

The Board should suggest that the World Federation for Medical Education should 
recommend that universities in all countries should look to the future and study the 
conditions and requirements for health manpower in each country, since it was economically 
wasteful to train professionals who would remain unemployed. 

Ecuador had concentrated on training staff at the intermediate level, such as medical 
technicians and paramedical staff, but there was now unemployment among such staff also. A 
more serious aspect was that such personnel were now assuming the functions of doctors. 

Dr MARKIDES said that the problem under discussion was at the heart of the primary 
health care policy. It was important to create a team spirit among health workers. In 
Cyprus, that spirit had deteriorated for three reasons: firstly, each profession looked upon 
itself as a separate entity and a separate profession; secondly, instead of a single 
paramedical profession there was now a series of professions; and thirdly, the tasks to be 
performed by each profession had not been clearly defined, so that the various professions 
contended for leadership - disputes had arisen, for example, as to which profession should be 
responsible for taking blood. He therefore strongly supported the team approach referred to 
in paragraph 30 on page 97 of the programme budget document. 
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Dr SUNG WOO LEE recalled that Dr Bankowski had stated that the Republic of Korea 
anticipated a surplus of 26 500 doctors by the year 2000. That figure was based oil minimum 
demand； the corresponding figure for maximum demand xvould be 4200. The health manpower 
planning exercise was a very difficult one but as someone who had been involved in it, he 
could state that the Republic of Korea was taking steps to improve the situation. 

Mr ABI-SALEH said that, in order to launch primary health care systems, it was essential 
to have manpower, made up of specialists of various types, specializations, nurses and other 
health staff• The Board must be concerned about such manpower, its education, performance 
and complementarity. It also had a right to consider the problem both of the over-supply of 
doctors and of shortages in other health professions. Malthusianism was not the only way of 
tackling over-supply. A new relationship should be established between the practice of the 
profession, its ethics and the manner in which the professional was paid. That relationship 
depended on society itself, within its own economic context. 

Well-managed training in primary health care, as described in the document under 
discussion, was needed to overcome shortages in the other health professions, and there were 
grounds for optimism on that score. The establishment of primary health care systems had 
called for the services of professionals who now, headed by the doctor, themselves needed to 
work in primary health care. 

Dr FERNANDO observed that it was somewhat paradoxical that, while a great deal had been 
said about the excessive numbers of doctors, certain countries were still suffering from 
shortages. What was still more paradoxical was that doctors from those countries tended to 
migrate to others. That was a problem in Sri Lanka, particularly in the case of such staff 
as anaesthetists. As Dr van West-Charles had suggested, the solution would be to produce 
other kinds of manpower, such as nurse-anaesthetists, to do the job. Unfortunately, however, 
Sri Lanka could not accept that suggestion because it had been associated with countries in 
which no such category.existed. 

With regard to fellowships, it was very important to distinguish postgraduate training 
leading to postgraduate degrees from training not leading to such degrees. Most countries 
would be interested in postgraduate training of the latter type, because the degree was a 
passport to the brain drain. 

Dr FULOP (Director, Division of Health Manpower Development) said that, as well as 
answering the many questions put on the health manpower development programme, he would also 
answer other points related to health manpower development that had been raised in earlier 
discussions, in particular during the discussion of health systems based on primary health 
care. It was appropriate that questions on health manpower development should be raised in 
discussions oil other topics since it was a support programme. The only justification for 
developing health manpower was to develop health systems based on primary health care to 
serve countries and to meet the needs of the population. WHO'S manpower development 
programme was conceived in that spirit and worked closely with other programmes and 
especially with the Division of Strengthening of Health Services. 

Dr Van West-Charles had asked earlier whether there was not a need to review health 
systems to see what kind of personnel was required and whether existing health teams could 
not be restructured to meet present health needs. That was a major concern of the health 
manpower development programme and, as would be seen from paragraphs 20 and 22 on pages 94-95 
of the programme budget document, it was proposed that joint government/WHO reviews of 
national health manpower systems should be carried out. In the past two to three years about 
a dozen such reviews had been conducted and as a result of that experience a set of 
guidelines on how to carry out such reviews had been prepared and would shortly be published. 

Educational programmes for all levels of personnel should most certainly include 
education on primary health care, as Dr van West-Charles had asked. The action that WHO 
proposed to take in that field was explained in paragraphs 28 and 30 on pages 96 and 97 of 
the document. In addition, attention was drawn to the work of the World Federation for 
Medical Education, which, as its President, Professor Walton, had just mentioned, aimed to 
reorient education at all levels to primary health care. Furthermore, the Network of 
Community Oriented Educational Institutions for Health Services, which was applying for 
admission to official relations with WHO, was actively working on the matter and the 
influence of that group was considerably greater than its small but growing membership might 
suggest. 
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Dr Aashi had earlier raised the matter of short specialization periods. WHO'S view was 
that the duration of different training programmes should be considered in terms of the time 
required by trainees to reach the level of competence required of them, rather than being 
considered as a set period of months or years. It was conceivable that programmes could 
eventually be designed to last for different times to accommodate the differences in the 
times that different people needed to achieve the same level of competence. 

Returning to the points that had been raised with reference to the health manpower 
development programme itself, he rioted that Professor Forgacs and other Board members had 
expressed the view that priority should be given to health manpower research. That concern 
had to some extent been met by the creation three years previously of a new programme area in 
research in health manpower development, which had given substantial results in promoting 
decision-linked health manpower research in countries. WHO was also closely collaborating 
with 35 countries on health manpower research. The Organization considered health manpower 
research as an integral and important aspect of health systems research. That new programme 
area had, moreover, been opened up despite the loss of one-third of the posts in the Division 
as the result of the implementation of resolution WHA28.48. 

The concern that had been expressed by Dr Hyzler and other Board members with regard to 
the implementation of resolution EB71.R6 might inadvertently have been provoked by the 
reference in the text to "limited" progress. The important point was that progress was being 
made, albeit showly, and it was expected to accelerate. The fact was that the resolution, 
which had been adopted in 1983, would take time to make an impact, since fellowships took up 
to one to two years to complete and those awarded in 1983 and some of those awarded in 1984 
had been planned before the adoption of the resolution. A progress report had been provided 
in 1986, but, as Sir John Reid, who had requested a report had commented at the time, that 
was too early for conclusions. However, a progress report prepared in compliance with the 
Board's wishes would be submitted in January 1989 (paragraph 33 of the programme). He 
assured the Board that all relevant facts and figures were collected by the Division on a 
continuing basis and could be produced at any time. Concern had also be expressed over the 
evaluation of the fellowship programme. However, a retrospective study of the РАНО 
fellowship programme in the Caribbean in 1970-1979 had shown that 91.4% of former fellows 
responding to a questionnaire had reported that they were employed by a government ministry 
and that less than 1% had found their fellowship training inappropriate¿ Concern had also 
been voiced that fellowships were a promoting factor in emigration. The study mentioned had 
found that fellowships awarded in the Caribbean area had not encouraged or supported 
emigration. A study on fellowships had been carried out in the Eastern Mediterranean Region 
as recently as 1986, and the other WHO regions also constantly monitored the implementation 
of resolutions on fellowships. 

The relationship between health systems and health manpower development, to which 
Dr Hapsara had referred, had been a basic principle and philosophy of the health manpower 
development programme for the previous 10 years since the adoption of resolution WHA29.72 
requesting the Director-General to promote integrated health systems and manpower 
development. An Expert Committee on the subject was planned for the biennium 1988-1989. 
Many countries now had functioning mechanisms in the field. Here, too, progress was being 
made, although it could also be regarded as limited in one sense because, of course, much 
more could always be done. 

Another concern that Dr Hapsara had raised on a number of occasions was career 
development, especially with regard to public health specialists and health manpower 
management in general. As recently as December 1986, a meeting had been held in Jakarta on 
health manpower management, including career scheme development in which five countries had 
discussed learning material which WHO had developed in the past few years and hoped to 
publish soon, funds permitting. A number of other activities were planned, in particular an 
Expert Committee meeting on health manpower management systems to be held in December 1987, 
which would be the first such high level meeting on the subject ever to be held. The 
programme now under active consideration on the training of public health generalists would 
look into the need to develop career schemes for public helth staff, including public health 
generalists. 
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To answer the concern expressed by Professor Girard about multiprofessional training and 
developing health teams in general, a study group on multiprofessional education would be 
held in late 1987, which would be another first, since the principles in the field had not 
yet been adequately clarified. It was hoped that the study group and the past two years of 
preparatory work for it would contribute to such clarification. 

In relation to Professor Isakov's mention of the World Federation for Medical Education 
and Professor Walton1s remarks on the same subject, he reminded Board members that WHO was 
working very closely with the Federation throughout its whole programme, to which it provided 
technical collaboration. Both in the Organization's work with the Federation and with the 
Network of Community Oriented Educational Institutions for Health Services, as well as in the 
work described in paragraphs 28 and 31 on pages 96 and 97 of the document, priority would be 
given to reorientation of training programmes to primary health care, as to which 
Dr Bracho Ona had also shown concern. Various aspects of reorientation were being 
systematically dealt with by the Division in a number of meetings. For example, a meeting 
had been held on community-based education in 1985 and its report was at present in press. A 
study group would hold a meeting in 1987 on multiprofessional education which would discuss 
the different technical aspects of reorienting the training of health personnel. Continuing 
education, which had been mentioned by Dr Bracho Ona and others, would be the subject of an 
Expert Committee meeting during the biennium (paragraph 27 on page 96 of the document) and, 
as noted by Professor Rakotomanga, would be chiefly oriented to problems at district level. 
The Division did not think that meetings could solve problems but considered them as 
milestones in the programme which summed up past experience and mapped out future strategy. 

In conclusion, he assured the Board that all the comments made would be fully taken into 
account in the work and future planning of the programme. 

The CHAIRMAN shared the views expressed by Professor Rakotomanga on the importance of 
retraining medical staff. He believed that the problem could be solved at country level 
provided the requisite will existed to do so. Dr Bracho Ona had justly noted that man was 
the key factor in such activity. Dr Fernando and other speakers had drawn attention to the 
paradoxical situation of many countries which were oversupplied with doctors but where large 
sectors of the population were underserved. The phenomenon occurred world-wide and was 
common in countries where there was high unemployment among doctors, who were concentrated in 
the larger urban areas to the detriment of the smaller urban areas and country districts. 
Even within the larger urban areas, the medical care available to wealthy districts was much 
greater than that available to poor ones. The brain drain of medical staff as a result of 
economic pressure was also a matter of considerable concern for countries short of medical 
staff, as Dr Fernando had pointed out. Another paradox was that many countries producing 
food surpluses were destroying them in a world in which malnutrition was a serious problem. 
The world was full of such paradoxes - a fact that called for reflection. The numbers of 
medical staff that should be trained was another very important problem, especially in 
developing countries. It was also necessary to determine what types of manpower should be 
trained. Meetings and discussions alone were not enough to solve the problem and no efforts 
should be spared at country level, where political will was an essential factor. 

Sir John REID thanked Dr Flilbp for his reply to Dr Hyzler1 s question and expressed his 
appreciation of the reports on the subject prepared over the years by the Secretariat. 
Although it was true that resolution EB71.R6 adopted in 1983 would take time to work its way 
through the system, the United Kingdom, which was a major recipient of fellows, had not yet 
seen any very obvious changes. He noted, too, that the Director-General, in paragraph 18 of 
his Introduction to the proposed programme budget, had said that there were too many 
unplanned fellowships. 

Professor FORGACS, referring to his earlier comments on paragraph 29 on page 97 of the 
programme budget document, reiterated his view that WHO should promote the integration of 
health education in the curricula of university and academic institutions. It would be 
helpful to provide proper channels for that purpose. 
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Public information and education for health (programme 6) 

Dr BRACHO ONA said the programme was an important one since it was related to all health 
activities; without information and education, the general public would not respond in the 
appropriate manner. Referring to paragraph 8 on page 100 of the programme budget document, 
he felt that its wording was somewhat ambiguous. It should be made clear that ministries of 
health should conclude agreements with other ministries and with educational establishments 
at all levels (primary, secondary and university) in order to achieve the aims of public 
information and education for health. Some countries had already embarked on such action, 
but not all, and what was needed was for the highest body in the world concerned with health 
to give it its full backing. Health and personal hygiene as well as aspects of environmental 
health should be taught to children from their earliest years, since good habits inculcated 
early would avoid problems later. Many States were committed by their constitutions to 
provide free education for their people; that obligation should include the provision of 
health education from childhood onwards. 

Dr DIALLO considered the programme to be of fundamental importance since it was crucial 
to the implementation of national primary health care programmes. In Guinea, health 
education had made it possible to control the 1986 cholera epidemic and to give renewed 
impetus to the Expanded Programme on Immunization. Both WHO and nongovernmental 
organizations should make greater efforts to train both health workers and media personnel to 
provide health educaton; the latter, if well informed on health matters, would be most 
useful to Member States, especially developing ones, in preparing and executing appropriate 
health information and education programmes. 

Dr KOINANGE said that, since the programme was an important one, he wondered why no 
extrabudgetary provision had been made for it in the African Region in either 1986-1987 or 
1988-1989. 

Dr HAPSARA, noting that "New policies for health education in primary health care" had 
been the subject of the Technical Discussions in 1983, asked whether any changes had been 
made since that date in the policies formuated at that time. 

Professor FORGACS drew attention to the last sentence of paragraph 29, which stated that 
WHO would promote the integration of health education into the curricula of university and 
third-level academic institutions. It would be very helpful if an appropriate means of doing 
that could be found. 

Dr HELLBERG (Director, Division of Public Information and Education for Health), 
referring to Dr Hapsara's question regarding a possible change in policy since the 1983 
Technical Discussions, said that the monitoring and evaluation of the health-for-all 
strategies had made it clear that public information and education for health was ail 
essential operational arm of the primary health care approach, both in countries and in WHO, 
but that it was a weak area all through the system. 

A major change over the past few years had been that the originally separate programmes 
of public information and health education had been integrated, a process that was continuing 
and in which the Technical Discussions had played a part. One outcome had been that the 
Director-General had decided to transfer responsibility for the integrated programme to his 
office so that it would be under his direct supervision, and thus to strengthen both advocacy 
for health in the world and advocacy for WHO, both needs having become obvious. 

The programme budget proposals, which showed a real increase of 9.67%, and the proposed 
eighth general programme of work, which would be discussed later, both reflected the 
Director-General's concern to strengthen and emphasize the programme, particularly the 
advocacy role of WHO. However, the Director-General had also made it clear that if, with the 
increased resources, success could not be achieved, they would be withdrawn and allocated to 
other priority programmes. 
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In the coming biennium, countries were to be encouraged and supported by WHO to use 
different events in the Organization's history - its fortieth anniversary, the tenth 
anniversary of Alma-Ata and of the eradication of smallpox, and World Health Day - to expound 
advocacy and education for health and to introduce innovative activities that would endure. 
There was a limit to what could be achieved on an overall global basis; the real action had 
to take place in the countries themselves. That was why the fortieth anniversary of WHO and 
the tenth anniversary of Alma-Ata, both in 1988, were to be used to support the initiative. 
A steering committee had been established, and the Regional Directors had commenced 
activities； now the opinions and suggestions of members of the Executive Board were needed 
on how to celebrate the two anniversaries and to use the celebrations as boosters for 
continuing to promote education for health, and advocacy for both health and the 
Organization. It was extremely important to combine public information on health and the 
health-for-all process, and the selection of priority health messages with efforts to improve 
the public's perception and support of WHO as an organization. 

Turning to the questions regarding training in health education - at universities, for 
young people, and for the media - and their interrelationship, joint seminars for public 
health workers and the media were being organized as part of a movement to change the manner 
in which health and the work of WHO were being advocated, as well as the manner of 
communication• 

Dr QUIJANO said that there was no doubt that the public information and education for 
health programme was equally as important as the programmes on organization of health systems 
based oil primary health care, research promotion and development, and health manpower； yet 
achievements were not fully satisfactory. He thought that perhaps the time had come to make 
a radical, 180o change in strategy. Education for health was very closely related to a 
major objective of all health systems, namely, community involvement. It seemed it worked 
better when it was related to a specific problem, for example a cholera outbreak. Such an 
approach had proved successful in his country when the community and the health education 
system had been involved in a two-day poliomyelitis immunization campaign. Instead of using 
diverse means such as publications, photographs, lectures, etc” it would surely be better to 
concentrate on one concrete, down-to-earth measure. 

Dr MARUPING said that many Member States relied very much on the technical guidance of 
WHO, and therefore its good image was of vital importance. She asked whether, in fact, 
activities aimed at increasing public awareness and promoting education for health had been 
sufficiently successful for behavioural changes to have been observed. It seemed there was 
still a gap between knowledge and practice, and she cited an example; a television 
anti-smoking advertisement followed immediately by a tobacco advertisement. 

Dr MONEKOSSO (Regional Director for Africa) assured Dr Koinange that public information 
and education for health was taken very seriously by Member States in the African Region. In 
fact, the proposed regular budget provision for 1988-1989 was increased by one-third, though 
that might be swallowed up by inflation, currency fluctuations, etc. But Dr Koinange's 
question had related to extrabudgetary resources and, as was evident in a number of 
programmes, there was a paucity of such resources in the African Region. As had already been 
discussed during the review of the programme on the organization of health systems based on 
primary health care, the availability of extrabudgetary funds depended on donors. Those 
funds that were forthcoming were received on an ad hoc basis. There were tremendous 
opportunities for extrabudgetary support in Africa and he wished the members of the Executive 
Board, as well as the international community, to be aware of that. 

All Member States of the African Region regarded public information and education for 
health as a priority, as one of the eight essential elements of primary health care. All 
country offices had attached to them (on a contractual basis) an experienced health 
journalist, to work with the WHO representative and other staff in ensuring that 
documentation on health reached the right people, and was also used by the local press. 
Similarly, country activities were reported via WHO to the international community, so that 
there was a two-way exchange of information, as well as advocacy and promotion of health for 
all. In 1986 that innovation had been supported from the Regional Director's Development 
Programme, but countries themselves, realizing the significance of such an initiative for 
primary health care, had agreed that regular budget country allocations would be used from 
1987. 
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At a number of regional meetings a serious effort had been made to "think through" 
behavioural change, since for many people their preconceptions about health had to be changed 
before they could absorb information, even though it was available. There was therefore a 
good deal of work to be done, and Dr Monekosso made a plea for possible donors of 
extrabudgetary resources in this and other areas to come forward. 

Dr KO KO (Regional Director for South-East Asia) said that all Member States of the 
South-East Asia Region were very much aware, at policy level, of the need for public 
information and education for health. Not only was there a proposed 72% increase in the 
regular budget for 1988-1989, with several Member States requesting substantial increases and 
investing their own resources, but other agencies such as UNDP, USAID, UNICEF and the 
International Union for Health Education were making large contributions in that field. 
However, while use of the media for public awareness was well accepted and widely practised, 
the problem lay in acceptance by the people of ideas and changes in behaviour, an area in 
which, he had to admit, the present programme was having little influence. As an example of 
what was being done in the South East Asia Region to make some progress and have impact : 
advocacy for health as a whole would form the conceptual basis of the programme in the 
Region, with the topic as the theme for the Technical Discussions during the 1987 session of 
the Regional Committee, an item for the regional Advisory Committee on Health Research when 
it considered questions suitable for research, and the basis of all activities contributing 
to World Health Year in 1988. 

Dr HAPSARA commended the programme proposals and Dr Hellberg's explanations, which were 
in line with the suggestions he had made at the first meeting during his comments on the 
Director-General1s Introduction. With regard to operational approaches, he thought it would 
prove fruitful to elaborate more clearly the differing aspirations and potentials of three 
target groups: the individual, the organized group, and the population at large. 

Dr NAKAJIMA (Regional Director for the Western Pacific) referred to the comments of 
Dr Maruping and informed members of the Board that at a collaborating centre in Shanghai, an 
area where there were many heavy smokers, and in collaboration with a centre in the United 
States of America, a study was being carried out with the assistance of the media oil 
anti-smoking campaigns and people's reactions to them, using hourly televised "spots". The 
results of the evaluation, which were not yet available, would be presented oil a future 
occasion, but the preliminary indication was that they were quite promising. 

Dr HELLBERG (Director, Division of Public Information and Education for Health), using 
the adage "When all is said and done, more is said than done", and referring to the problems 
aired during the discussion, said that haphazard, separate activities delegated to special 
health educators were not the answer； the solution consisted rather in health promotion and 
advocacy aimed at the complex task of reaching the people, the health workers and other 
professionals, the politicians, arid the producers (industry, commerce, etc.) - in the English 
language, the four Ps. Practical operational research was the key: for example, on why 
certain changes take place under certain circumstances. 

The DIRECTOR-GENERAL, replying to Dr Maruping, said that, as had been made clear at the 
International Conference on Health Promotion, held in Ottawa in November 1986, tremendous 
potential forces were lying dormant in the population. If bureaucracy and technocracy could 
be avoided there was no limit to what could be achieved; it was all "go go". Everyone spoke 
of community participation but no one dared to solicit it in the right way. People were 
co-opted for technocratic and bureaucratic purposes but they were not allowed to work in 
their own way. The Ottawa conference would be followed by a second one in Australia, which 
would involve participants from both industrialized and developing countries; the whole area 
of health promotion discussed was very promising and very much to do with primary health 
care, calling for innovation and creativity. 

The meeting rose at 18hl0. 


