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INTRODUCTION 

The Medium-Term Plan for a WHO/WPR Staff Development Training 

Pr"ograrnme was prepared at the request and under the supervision of 

Dr Francisco J. Dy, Regional Director. 

The plan was prepared with the following terms of reference: 

To formulate a Regional Staff Development and Training Programme 

covering the period 1978-1983, to include both professional and general 

service staff members. 

The programme to be designed to: 

support the programme objectives of the Organization; 

support the development and implementation of programmes affecting 

organizational changes, e.g. Information Systems Programme, Medium-Term 

Programming and Programme Evaluation; 

enable staff to effectively plan, implement and evaluate WHO 

collaborat1 ve programmes at all levels; 

support staff in adopting to their roles and functions and to 

admi.nlstrativfl pror.Rrlllres of the Organization; 

monitor changes in the Organization and in Member countries likely 

to affect WHO staff programmes and activities and requiring staff 

development and training support; 

provide for national participation in appropriate and relevant 

training activities. 

A working group of Regional Office and field staff was formed to 

formulate the programme. Names of all participants in the planning 

exercise are contained in Annex 1. 
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1979-1983 

POLICY 

1. THE FUTURE ROLE OF WHO - A CHANGING STRATEGY 

During most of the first 30 years of WHO's life the developing nations 

lacked technical resources for health, a gap which has been partly filled 

by WHO in its programme. The Organization has seen itself as provi.d:i.ng 

assistance and expertise to those countries lacking adequate technical 

resources. 

In more recent years the technical capacities of Member States have 

generally improved to a marked degree. Also, the international climate has 

changed. Coincident with the new International Economic Order is the 

demand by developing countries that they be treated as equals. This is 

emphasized in Dr Mahler's address to the Thirty-first World Health Assembly 

in which he notes "the New International Economic Order has brought the 

Third World together in unprecedented cohesion ...• (calling for) the 

replacement of supranational technical assistance by international 

techni.cal cooperation." (See Annex 2.) 

A second fundamental shift in strategy involved Primary Health Care as 

articulated in Dr Dy's report to the Alma Ata conference (see Annex 3). 

Given the limited resources available for health, all nations, including 

the richer developed ones, have increasingly realized that they cannot 

afford to rely on highly trained medical personnel but must and can utilize 
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community resources. Primary Health Care is therefore becominf a core 

component of WHO's strategy for improving the health status of Member 

States, rich and poor alike. 

A third basic shift occurring during recent years is in the 

interpretation of health and the scope of WHO's concern, placin~ emphasis 

on the quality of life as opposed to the absence of disease. Foundations 

of ill health are seen to be associated with the so~ial, economic and 

environmental situations which impact on the health of all peoples. 

These strategies are interwoven and interdependent. Primary Health 

Care is a process for engaging national and community resources in an 

intersectoral approach to improving the health status of the Community. 

WHO's achievements will, to a significant extent, depend on how well it can 

contribute to the Member States' implementation of Primary Health Care. 

PROBLEM DESCRIPTION 

2. FOUNDATIONS FOR A REGIONAL SDT PROGRAMME 

The shifts in WHO strategy have required a change in emphasis in the 

direction and the approach for allocating the Organization resources. In a 

landmark resolution, the World Health Assembly called for this change in 

emphasis in its Programme and Budget Policy Statement (WHA 29.48) 

indicating that WHO should move from a policy of technical assistance 

towards one of technical collaboration with its Member Governments. 

The governing body's decision was subsequently followed by further 

resolutions which clarified the Organization's future goals, objectives and 

strategies. The major events in organizational changes as reflected in he 

World Health Assembly Resolution are summarized in Figure 1. 
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Clearly the World Health Assembly has indicated that the goal of the 

Organjzation and its Member States would be the attainment of health for 

all by the year 2000. And, that the principal strategy for reaching this 

goal would be through the adoption of the Primary Health Care approach, 

linking governments with their communities and Member States with their 

Organization as equal partners towards the development of national 

self-reliance. 

The implications of implementing the PHC approach on the roles, 

functions and structures of WHO are outlined respectively in the WPR SDT 

Working Group Report dated 2 June 1978 (see Annex 4) and in the 

Director-General's "Study of WHO's Structure in the Light of its Functions" 

(see Annex 5). 

These suggest: 

that WHO collaborative programmes should be implemented·through two 

distinct yet closely interlinked processes. These include the National 

Health Development process comprising: 

Country Health Programming; 

National Health Programme Budgetting; 

National Health Information Systems Support; 

Health Programme Evaluation; 

and the WHO Programme Development process comprising: 

WHO Medium Term Programming; 

WHO Programme Budgetting; 

WHO Health Programme Evaluation; and 

WHO Information Systems Support. 
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that the existing organizational structures and mechanisms required 

to sustain both the National Health Development and the WHO Progr>amme 

Development processes be further developed and new ones evolved. In the 

Western Pacific Region, some of these would include: 

the Regional Committee; 

the Regional Programme Committee; 

the Regional Advisory Committee on Medical Research; 

CHP and MTP working groups; 

Programme/Project Reviews; 

Joint Programming Activities with national and .internRU.onal 

agencies; to mention a few. 

Finally, that individual WHO staff skills and capacities required 

to implement programmes using a PHC strategy should include both teehnic;:tl 

and managerial competencies. Specifically, some of these should include 

the capacity to: 

participate in and form teams; 

adopt team oriented approach to problem solving and decision 

making; 

communicate effectively and be influential interpersonally; 

act as catalytic change agents; requiring skills in planning and 

problem solving, including the development of political acumen. 

It is on these various organizational and individual requirements for 

new capacities and skills that the WHO Western Pacific Region's SDT 

Programme is based. 

While the new direction of the Organization and its implication for 

its staff have been clearly put forth in the various resolution and reports 

mentioned above, a brief glance at Figure 1 will indicate that the overall 
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pattern of organizational change has only emerged within the last year. 

This period of time is far too short for these changes to have been 

understood and assimilated by staff in their everyday work of the 

Organization. For this reason the design and content of the SDT Programme 

must largely depend on the degree of WHO staff member's understanding of 

these changes and their current perception of their training needs and the 

Organization's priorities objectives and expectations. 

These perceptions were elicited through a questionnaire sent to all 

staff members in the Region. A detailed report of the analysis of the 

questionnaire responses is contained in Annex 6. In general, however, the 

responses of 123 individual staff members approximately 50% of the staff 

members in the Region - to the Organization and Job Inventory Questionnaire 

reflect a general ambivalence in the overall or general perceptions of WHO 

and the people working for it. Judging from the long list of services and 

objectives that the respondents have given as the Organization's primary 

mission, it is clear that their concepts of its design and purpose are as 

diverse as their personalities. It is also worth noting that the group of 

employees who seem most detached from the Organizational point of view and 

who are most unaware of the organizational developments are the general 

service staff. All respondents however are basically optimistic of WHO's 

future and have cited a few of the Organization's strengths, but more 

notably, are the·bigger number of weaknesses that they have mentioned and 

the necessary changes that the Organization will have to undergo to better 

its effectiveness. 

With regards to WHO as a place to work in, almost all respondents have 

emphasized being satisfied with the jobs they are in, but they have 

nevertheless expressed a need for more job training, job enrichment, and 
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opportunities for development and advancement. When asked if they would 

like to move from the present jobs, almost all of the r~sponrlents ;tnswered 

in the affirmative. 

As far as their individual work units are concerned, the resrondents 

are markedly loyal and upheld the unit's performance and effectiv~ness, 

citing the congenial work relationships, interaction and cooperation. They 

contend having effective relationships with their superiors. AlthouRh they 

would prefer them (their supervisors) to be more open and understanding. 

The following are the primary areas of concern of regional and 

country-based personnel (not listed in order of priority). 

Regional Country 

Organizational reorientation staff development and training 

Security of tenure natur~, quality and extent of 

Job training and advancement human interaction within the 

Active feedback regarding job Organization 

Organizational working conditions, organizational workjng 

benefits and compensation conditions, benefits and 

planning compensation plannln~ 

Bureaucratic administrative recruitment and s~lect1on 

system and volume of procedures and policies 

paperwork job enrichment 

Management skills awareness of organizational 

developments 

management skills 
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Regarding expressed staff development and training needs a great majority 

of the respondents would like more training and development activities to 

strengthen the quality of the Organization's personnel and improve WHO-WPR's 

overall performance. 

Foremost among the expressed areas where job training and development is 

needed are: 

(1) General management: skills and techniques 

(2) On-the-job training and refresher courses 

(3) Field exposure and orientation 

(4) Technical and organizational reorientation 

(5) Human relations management 

Based on their expressed needs and perceptions of the organization and 

the implications of the future direction of WHO as directed by the governing 

bodies, a concept and design for a Regional SDT programme can be developed. 

3. THE CONCEPT OF SDT FOR THE WESTERN PACIFIC REGION 

The shift in organizational direction and strategy calls for a greater 

emphasis on the development of managerial capacities and skills. At the same 

time, these changes indicate a need for a return to the application of basic 

principles of health technology for the effective management of priority 

national health problem. 

For this reason the concept of the Regional SDT Programme rests on the 

assumption that one of the primary responsibilities of WHO managers at 

regional and country level is the technical and managerial training of WHO and 

national colleagues in his/her (the manager's) general area of responsibility. 



- 9 -

With this assumption the aim, purpose and general approach of a Regional 

SDT programme is outlined below. 

3.1 Aim 

The overall aim or goal of the WPR SDT Programme is to support all WHO 

managers in their task of implementing programmes using organizational 

strategies and processes required to reach the target of "Health for all by 

the year 2000". 

3.2 Purpose 

The basic purposes of Staff Development and Training are: 

(l) to improve the capacities and performance of all staff, ano 

(2) to help the Organization adapt and respond to the changing 

environment and increase its cost effectiveness and productivity. 

These purposes are to be achieved through two complementary sets of 

activities: 

(a) through training and development of available human resources, and 

(b) through various work based activities which enable team members to 

examine organizational practices and results and to identify appropriate 

modifications in management of available resources. 

3.3 General approach 

The above statement of purposes and methods suggests a complex of 

activities which deserve further explanation: 

A distinction should be drawn between learning experiences designed to 

strengthen the knowledge, skills and confidence of individual staff members, 

and learning activities designed to enhance the overall capacity and 

performance of groups or teams. 
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These learning experiences can be classified according to three major 

categories: 

Training - or job-related learning experiences which are designed to 

enable the staff member to function more effectively on the job he or she 

now has. Training activities can be focused on either individual or group 

needs. Training involves more or less formal instruction, whether didactic 

or in a workshop setting, to strengthen the knowledge, skills and 

confidence of participants. Such training should be designed to meet 

organizational needs and will necessarily cover technical and managerial 

topics. These activities may be offered through internal courses and 

workshops or through the use of outside facilities. WPRO's training 

activities to-date are summarized in the Working Group Report dated 

2 June 1978 (Annex 4). 

Education - or individual-related learning experiences which are 

designed to prepare an individual for a future but fairly well-defined 

job. There is also the expectation that the individual will move to the 

new job within a reasonable period of time. This may include formal 

educational experiences related to attainment of postgraduate 

qualifications. The SDT programme proposed for this Region, at this point 

in time, omits any consideration related to those activities classified as 

education until such time that a career system in WHO is more clearly 

defined. 

Development - or organization-related learning experiences designed to 

open the individual to the new jobs and performance patterns based on the 

future direction of the Organization. Under this category is a whole range 
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of activities such as short-term assignments, task force involvement, job 

rotations, attendance at professional group meetings, short as2j~nments or 

visits to related national or international organizations, exposure to 

short lectures, seminars or workshops, or group discussions on 

organizationally related topics, e.g. social anthropology, political 

science, economics, languages, etc. 

Another SDT learning strategy designed to enhance the performance of 

groups or teams in the Organization is team-building - or the development 

of groups' skills and capacities to form and participate in teams to 

perform activities related to managing, planning or reviewing and 

evaluating programmes of collaboration, e.g. Medium-Term Programming, 

Country Health Programming, Programme Reviews, etc. 

These activities offer a broad range of learning experiences which 

could be offered through the SOT programme. 

OBJECTIVES AND TARGETS 

4. THE WPR SDT PROGRAMME 1979-1983 

4.1 Overall objectives 

Given the new direction and the current status of the Organi?.ation as 

summarized above, the overall objectives of the SOT Programme for WPR are: 

(1) To strengthen the Regional Organi?.ation's capacity to manage 

change and thereby improve WHO/WPR's overall performance in attaining 

"Health for all by the year 2000". 

(2) To strengthen the technical and managerial capacities and skills 

of WHO-WPR staff members at all levels. 
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4.2 Specific objectives 

· (i) To achieve widespread understanding of the Organization's new 

direction and the staff's role in this endeavour. 

(ii) To develop staff's administrative and interpersonal skills and 

capacities. 

(iii) To clarify the basic concepts contained in the main strategy, 

Primary Health Care, which the Organization is using to achieve "Health for 

all by the year 2000 11 • 

(iv) To help staff acquire basic communication and managerial 

skills for implementing their collaborative programmes/projects and other 

activities. 

(v) To develop teams and support national health development and 

WHO programme development mechanisms and processes. 

(vi) To support staff in developing or maintaining technical or 

general skills. 

(vii) To support staff in familiarizing themselves with the 

Organization's administrative procedures, structures and mechanisms. 

(viii) To keep staff abreast of current issues and programme 

activities in the Region. 

4.3 Targets 

(1) By the end of 1982, 95% of all staff in the Region would have 

completed reorientation training activities. 

(2) By the end of 1981, 90% of relevant professional and general 

service staff would have completed training in teamwork in office 

management. 



- 13 -

(3) By mid 1982 all professional and key general service staff would 

have completed the training in health development. 

(4) By the end of 1982 all professional and key general service staff 

woulrJ have completed training in health programme management. 

(5) By the end of 1979 team building support services will b~ 

available upon requests. 

( 6) By the end of 1979 a redesigned briefing programme for a11 new 

staff and short-term consultants will be implemented. 

(7) By the end of 1979 a rebriefing programme will be implemented 

initially at the Regional Office. 

(8) By the end of 1979 development training programme, e.g. home 

study programmes will be initiated. 

4.4 Approaches 

The overall design of the WPR SDT programme is intended to respond to 

the requirement of the major changes in the organization and to the need 

and concerns as expressed by the staff. 

The programme is divided into two distinct parts (see Figure 2). The 

first is a core training programme, composed of four separate modules, is 

designed to take each staff member through an interrelated series of 

learning experiences. These experiences are aimed at reorienting and 

clarifying staff's perception of the organization and provide both group 

and individual experiences in applying and managing new concepts and 

strategies to WHO Collaborative Programmes. The modules in this Core 

Programme include: Reorientation, Teamwork in Office Management, Health 

Development and Health Programme Management. 
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Assuming an interval of no more than 6 months between each of the four 

modules in the core programme, a staff member would complete the programme 

in two years. 

The second part of the overall SDT programme consists of the support 

training programme including Briefing, Rebriefing, Development and Team 

Building. These learning activities are designed to maintain and upgrade 

staff's technical skills and provide new information and techniques 

designed to assist individuals and groups in managing various WHO 

programmes of collaboration. A summary of all proposed training modules 

and development activities is contained in Table 1. Table 2 contains a 

summary of training activities undertaken by WPRO during the period 

1975-1978. These tables have been prepared to facilitate a comparison 

between proposed and past training activities. 

4.5 Activities 

The detailed programme descriptions of the various proposals outlined 

above are as follows: 
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ORIENTATION MODULE 1 

SDT 

CORE 

PROGRAMME 

TRAINING MODULE 3 
(HEALTH DEVELOPMENT) 

\ 
~~\ 

y§1 
TEAMWORK HODULE 2 

(OFFICE MANAGEMENT) 

I 
~ 

Rebriefing -] 

FIG. 2 - RELATIONSHIPS, CORE AND SUPPORT TRAINING PROGRAMMES IN SDT 
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TABLE 1. CHECKLIST OF SDT/WPRO PROGRAMME AREAS RECOMMENDED 

PROGRAMME, SDT 

1 Re
orientation 

2 Teamwork in 
Office Manage
ment 

AIMS 

Promote shared under
standing of WHO's 
strategies, policies 

Develop administra~ive 
skills and capacities 
for WHO programme 

COVERAGE DURATION 

CORE PROGRAMME 

All staff 
(core) 
Modules 

Tr 

3-day 
sessions 

All staff 5 days 
(core) 
Modules 

Tr 

3 Training in Instill practical exper- All staff 10 days 
Health Develop- ience in PHC (core) 
ment Module 

4 Health 
Management 

5 Team 
building 

6 Briefing 

7 Rebriefing 

8 Develop
mental 

9 Executive 
Development 

Tr 

Communicate & manage 
WHO collaborative 
programmes effectively 

All staff 10 days 
(core) 
Module 

Tr 
Dv 

SUPPORT PROGRAMME 

Develop capacity':to work All staff Ad hoc!>./ 
productively Support 

Knowledge in WHO 
policies, procedures, 
rules, regulations, 
S tt'UC tU!'CS 

Module 
Dv 

All staff 
STCs 
Support 
Module 

Tr 

10 days 
to 6 mos 
(phases) 

Keep abreast of current 
issues & programme 
activities of WHO 

All staff 1/2 day 
Support 

Provide: (a) new job & 
performance patterns 
(b) upgrade technical 
skills 

Module 
Dv 

All staff 
Nationals 
Support 
Module Tr 

Dv 

Updating skills based on Profes
self-ascertained needs sional 

staff 
Support 
Module Dv 

Vari
ableQ/ 

Variable 

Explanatory notes: 
~/ PHC = Primary Health Care 

EXPECTED OUTCOME 

Explain PH~/ and work 
of WHO at all levels 

Explain office management 
procedures, manage meetings 

Outline steps, support 
required to initiate PHC at 
community level 

Use management methods -
MTP, ISP, evaluation, re
views; use non-health 
personnel 

Become facilitators in 
building & leading teams to 
achieve stated objectives & 
& accomplish tasks 

Know major health problems 
& socio-politico-economic 
climate in each country in 
the Region 

Identify current issues 
affecting the work of WHO in 
the Region & better co
ordination of programme 
activities 

Introduce concepts and 
techniques in job activities 

Expansion of professional 
administrative and technical 
expertise 

b/ Ad hoc support service = consulting-facilitating support 
provided as and when needed 

c/ Variable = depends on course selected for/by staff member and 
negotiable 

Tr Ed Dv = Training/Education/Development 



SDT PROGRAMME 

1 Individual 
study leave 

2 WHO/WPRO 
Technical 
Meetings 

3 WPRO Orien
tation and 
Briefing 

4 SDT/HQ 
Management 
Training 

5 WPRO -
Precis
writing 

6 WPRO -
Refresher 
Course in 
Stenography 

7 Dale 
Carnegie 
Course 

8 Seminar on 
Records 
Management 

9 SDT/HQ 
Management 
Training 

10 Language 
Training 

-l6b-

TABLE 2. CHECKLIST OF SDT/WPRO ACTIVITIES - ON-GOING 1975-1978 

AIMS COVERAGE 

Professional advancement Profes-
- Global WHO/SDT · sional 

- Indirect upgrading of 
expertise by review of 
technical ·aspects of 
specific programmes 

- Familiar with WHO 
constitutional 
functions, philosophies, 
personal entitlements, 
roles, post-require
ments 

- Improve individual 
effectiveness 

- Improved skill in 
precis-writing 

- Maintenance of short
hand skills 

Profes
sional 

Profes
sional 
STC 

Senior 
health 
managers 

GSS 

GSS 
secreta
ries 

- Effective speaking and GSS 
improved human relations 

DURATION 

4 weeks 

2 weeks 

2-3 days 

4 weeks 

4-5 
sessions 
in one 
month 

4-5 
sessions 
in one 
month 

8-9 
sessions 

GSS 4-5 
selective sessions 

- Teamwork in office GSS 
management and problem
solving 

- Knowledge in French GSS 

4-6 
days 

2 years 

EXPECTED OUTPUT 

Improvement in each 
discipline 

Updating of knowledge, 
skills, attitudes 

• Understand individual roles 
in WHO 

Improved knowledge, skills, 
attitudes 
Better managers 

Better 
secretarial skills 

Improvement in notes
taking 

• Better leaders 

Improved records-keeping 

• Improved office procedures 
and better human relations 
for effective supportive 
service 

Ability to speak and 
write French 
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CORE PROGRAMME MODULES 



• 
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4.5.1 

4.5.1.1 

Reorientation Module "Towards Health for All by the Year 2000" 

Objective 

The objective of this module is to achieve shared understanding of 

WHO's future strategy, policies and programmes for attaining the goal of 

"Health for all by the year 2000". 

4.5.1.2 Content 

The content of the module would include: 

(1) A review of the Director-General's paper on "Study of WHO's 

Structures in the Light of its Functions". 

(2) A review of the Regional Director's Report to the International 

Conference on Primary Health Care in Alma Ata. 

(3) A review of the World Health Assembly documents WHA32 and WHA33 

on technical cooperation among developing countries. 

(4) A review of the Director-General's address to the Thirty-first 

World Health Assembly. 

4.5.1.3 Methodology 

It is proposed that mixed groups of 15 to 20 professional and general 

service staff members would participate in each session of the 

reorientation module. Discussions would be conducted using a structured 

workshop approach. The reorientation module is, in itself, seen as a 

mechanism to communicate changes in organizational policy. 

4.5.1.4 Coverage 

The reorientation module is expected to be attended by all staff in 

the Region. 
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4.5.1.5 Duration 

The initial module is envisaged as being presented in a three-day 

session. 

4.5.1.6 Expected outcome 

The expected outcome of this reorientation would be that staff members 

should be able to: 

(1) identify strategies which WHO and Member Governments will have to 

use if they are to attain "Health for all by the year 2000"; 

(2) explain how WHO and Member Governments will know they have 

attained the goal of "Health for all by the year 2000"; 

(3) explain concepts of Primary Health Care in WHO; 

(4) identify or explain the role of WHO in Primary Health Care; 

(5) explain the work of WHO in the future including its programmes, 

priorities and major activities at country, regional and global 

levels; 

(6) explain the implications of Primary Health Care approach on 

individual roles and functions in the Organization. 
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. • i-1.5.2 Team Work in Office Management Module 

4.5.2.1 Objedtive 

The objective of this module is to develop staff's administrative 

skills and capacities required for effective implementation of WHO's 

programme of collaboration. 

4.5.2.2 Content 

Subjects covered by this training module would include: 

(a) Human relations: 

communication 

leadership 

perception 

motivation 

group working 

process observation 

consensus decision-making. 

(b) Management Approaches: 

team working 

management by objectives 

managerial styles 

change process. 

4.5.2.3 Method 

It is proposed that mixed groups of 15 to 20 professional and general 

service staff members working in the same unit or area of responsibility 

should participate in each course of the teamwork in office management 

programme. Discussions would be conducted using a structured workshop 

approach. 
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4.5.2.4 Coverage 

The teamwork in office management module is expected to be attended by 

all staff in the Region. 

4.5.2.5 Duration 

This training programme is foreseen as a continuous one which would be 

repeated less frequently after being completed by all staff members. This 

programme is seen as a means to maintain open communication within the 

office environment as well as facilitate the familiarity and use of 

effective office management procedures. Each training course would be 

expected to last approximately five days. 

4.5.2.6 Expected outcome 

to: 

After completing this training programme, staff members should be able 

(1) explain correct office management procedures; 

(2) define their individual roles as members of the office team; 

(3) explain an approach for developing working teams in the office; 

(4) effectively manage meetings. 
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• 4.5.3 Training in Health Development Module 

4.5.3.1 Objective 

The objective of this module is to give staff members practical 

experience in applying concepts of Primary Health Care. 

4.5.3.2 Content 

Participants would be expected to review and discuss, and apply a 

number of concepts, methods and techniques contained in various documents. 

Among the subjects covered would be: 

the Alma Ata conference report; 

Procedures for developing research and development activities in 

Primary Health Care; 

Implications of Appropriate Technology for Health at community 

level; 

Approaches for planning, problem-solving and decision-making, 

political knowhow, teambuilding, motivation and human behaviour, 

goal setting and monitoring and evaluation, as applied to 

community health programmes; 

Approaches to intersectoral coordination to support Primary Health 

Care; and 

Approaches to the collection, analysis and application of 

information relevant to Primary Health Care strategies. 

4.5.3.3 Methodology 

This training module will combine classroom and field experiences. A 

workshop approach will be used and case studies will be presented, analysed 

and discussed. Fifteen to twenty staff members would be included in each 

session of the module. 
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4.5.3.4 Duration 

This training programme is foreseen as a continuous one which would, 

at some future time, include national participants from various countries 

in the Region. This module would be expected to last approximately ten 

working days. 

4.5.3.5 Coverage 

It is expected that all professional staff and key general service 

staff at regional and country levels would participate in this training 

programme. 

~.5.3.6 Expected outcome 

It is expected that after undergoing this training programme, staff 

members should be able to: 

(1) identify the implications of Primary Health Care on their areas 

of responsibility; 

(2) participate in reorienting WHO programmes of collaboration and 

national health development programmes in the context of the 

Primary Health Care strategy; 

(3) list the implications of applying Primary Health Care strategies 

on planning, management and evaluation of national health and WHO 

collaborative programmes and activities; 

(4) identify additional information which they would require to plan 

and evaluate their programmes; 

(5) identify community participation and decision-making systems; 

(6) explain the Primary Health Care concept and implications to other 

sectors; 

(7) outline the steps and support required to initiate Primary Health 

Care at community level. 
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8 4.5.4 Health Programme Management Module 

4.5.4.1 Objective 

The objective of this module is to develop staff members' skills and 

capacities to communicate and manage WHO collaborative programmes 

effectively. 

4.5.4.2 Content 

The programme will cover subjects related to interpersonal relations, 

conceptual management and technical management fields as applied to the WHO 

Programme Development Process. These will include discussions and 

exercises in: 

also: 

also: 

communication; 

leadership; 

perception; 

motivation; 

group working; 

consensus decision making; 

system concept; 

planning models; 

management by objectives; 

networking; 

information systems; 

medium-term programming methods and approaches; 

project planning; 

programme and project reviews; 

monitoring and evaluation. 
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4.5.4.3 Methodology 

It is expected that 15 to 20 staff members would participate in each 

session of the training progl~amme. Small group discussions would he 

conducted using a structured workshop approach. Case study materials would 

be presented and analysed by participants. 

4.5.4.4 Coverage 

It is expected that all professional staff and key general service 

staff at regional and country levels would participate in this training 

programme. 

4.5.4.5 Duration 

This training programme is foreseen as a continuous one which would, 

at some future time, include national participants from various countries 

in the Region. Each training course would be expected to last 

approximately ten days. 

4.5.4.6 Expected outcome 

It is expected that after completing this training programme, staff 

members should be able to: 

(l) plan, implement and evaluate their respective programmes or 

projects and activities using a team approach; 

(2) explain and use the various management methods and techniques 

adopted by WHO, i.e. Medium-Term Programming, Information System 

Programme, Programme Evaluation and Reviews, Project Plan of Work 

and Project Reviews; 

(3) communicate effectively across programme areas and between 

regional and field levels; 

(4) identify and use non-health (political, social and economic) 

information in planning and managing their programmes/projects 

and activities. 
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SUPPORT PROGRAMME MODULE 



• 4.5.5 Teambuilding Module 

4.S.5.l Objective 

-27 -

This module aims to develop staff capacity to form and sustain 

cohesive, effective and productive, task-oriented work teams. 

4.5.5.2 Content 

The subjects covered .in this training programme would include: 

interpersonal skills 

group dynamics 

leadership roles 

management of groups 

consensus decision-making 

management of multidisciplinary groups, and 

group monitoring and evaluation. 

4.5.5.3 Methodology 

This programme is perceived as an organizational development activity 

which is designed to support and strengthen existing mechanisms or 

structures. It is a consulting or facilitating activity which provides a 

team with a preliminary three-day orientation and practice in team 

development and communication. The team is provided with continuous 

facilitating support throughout its work or a task assignment, or until 

such time as its members are prepared to manage their work in a team 

setting. 
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4.5.5.4 Coverage 

The teambuilding activity is an organizational support :wr'vic:e :1nd 

which will be provided to groups or managers responsible for groups in th~ 

Regional Organization. Some of the exi_sting formal and informril t:r<Jun:; 

which may avail themselves of these services include: 

(a) Sub-Committee of the Regional Committee 

(b) National CHP groups 

(c) Regional Advisory Committee on Medical Research 

(d) Regional Programme Committee 

(e) MTP groups 

(f) Programme Review meetings 

(g) Project Review meetings 

(h) Bipartite Reviews 

(i) Joint National-UNDP-WHO programming exercises 

(j) Task Forces 

(k) Joint Missions 

(l) Staff Association 

(m) Study groups 

and others. 

4.5.5.5 Duration 

This training programme is seen as a continuous support service of the~ 

SDT Programme. 

4.5.5.6 Expected outcome 

Members of teams which receive teambuilding support actl vitj es should 

be able to: 

(1) effectively communicate interpersonally in group discusstons; 

(2) identify the important aspects of team formation and maintenance; 
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(3) develop and monitor teams in other areas of their work 

responsibilities; 

(4) become facilitators in building and leading teams to achieve 

stated objectives or accomplish specified tasks. 



• 1-1. S. 6 Briefing Module 

4.5.6.1 QQjectiv~ 
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The objective of this programme is to support new staff members in 

familiarizing themselves with the policies, programmes, procedures, rul1~'~ 

and regulations, structures and functions of the Organization. 

4.5.6.2 Content 

Subjects to be covered during this briefing programme i.nclucle: 

the WHO History and Constitution; 

the overall structure and functions of the United Nations System; 

the Region's goals, strategies, programme objectives and 

priorities; 

Health problems of the Region including the political, social and 

economic situations in the Region; 

the WHO Manual and Staff Rules; 

the WPR Handbook including job descriptions and job expectations. 

Technical Documents including: 

The 6th General Programme of Work; 

Programme and Project Documentation; 

Regional Programme Committee function; 

Staff Association 

4.5.6.3 Methodology 

This would be designed primarily as an individual briefing; programme 

conducted by various offices in the Regional System, Combination of 

individual and group discussions and slide presentations would be used. 

Self briefing materials would also be provided. 
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4.5.6.4 Coverage 

All new staff members assigned to the Region will be provided with 

this briefing programme. An abbreviated programme would also be designed 

for short-term consultants working for the first time in the Western 

Pacific Region of the Organization. 

4.5.6.5 Duration 

The briefing activity is viewed as a continuous support service of the 

SDT Programme. It is envisaged to be carried out in two phases over a 

period of 6 to 8 months. The first phase would consist of general 

orientation related to the Organization, its programmes, procedures and 

administration. This would also include information about the health 

socio-economic and political situation in the Region, with particular 

emphasis to the country or countries of interest to the staff member. 

The second phase of the briefing module would take place after the 

incumbent had spent about 6 months on his new assignment. This phase would 

consist of in-depth technical discussions with direct supervisor and 

individuals responsible for related programme areas. 

4.5.6.6 Expected outcome 

After completing this briefing programme, staff members should be able 

to: 

(1) explain the role and functions of WHO in the Western Pacific 

Region; 

(2) describe the major objectives and priorities of WHO collaborative 

programmes in the Region; 
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(3) identify the major health problems and describe g~~ner·;.: i 

political, social and economic situGtions of the oount.•·i· h Uw 

Region; 

( 4) identify and describe his/her role and functions anct ·jr:~, 

expectations in the Organization; 

(5) prepare a plan of work for his or her area of technion] 

responsibility; 

(6) describe procedures for proposing and obtaining approv~:ll of 

programme activities in the country or region. 



• 4.5.7 Rebriefing activities 

4.5.7.1 Objective 
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The objective of the rebriefing activities is to keep staff members 

abreast of current issues and programme activities in the Region and in 

other parts of WHO. 

4.5.7.2 Content 

Short presentations to interested staff both at regional and country 

levels could be given on subjects of wide interest such as: 

the major direction and activities of various regional programmes; 

results of Regional Committee meetings; 

outcomes of special missions; 

changes in political, social and economic conditions of Member 

countries in the Region. 

4.5.7.3 Methodology 

Individual staff members or guest speakers at regional and country 

levels could give, to all interested staff, brief presentations on relevant 

topics and moderate discussions. SDT Programme would support staff in the 

Region by suggesting topics, providing background materials, arranging for 

presentation by guest lecturers, helping staff prepare presentations, etc. 

In briefing staff on the status and activities of current regional 

programmes, it is proposed that unit secretaries or senior general service 

staff members assigned to the programmes concerned be requested to make the 

programme presentation to the staff. He or she would be supported by other 

members of the programme team in preparing the briefing and during the open 

forum discussions. 



4.5.7.4 Coverage 

All staff members in the Rep;ion could on 8 volunL:trv bi'!::>Ls, ,,,;i,ivr~lv 

participate in these activities. 

4.5.7.5 Duration 

Rebriefing is v·iewed as a cont1nuous support service of the SDT 

Programme. 

4.5.7.6 Expected outcome 

After participating in several presentati.ons in this orop;ramme, ~>taff 

members should be able to: 

(l) identify and describe the current issues affecting the work of 

WHO in the Region; 

(2) identify the implications of c~f?rta in svents on WHO prop;ri1mme.'' :3nrl 

activities in the Region; 

(3) better link or coordinate pcogt·;:;.mrnc acti.vi~~ies at regional ·1nd 

country levels. 



• 4.5.8 Developmental Activities 

4.5.8.1 Objective 
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The objective of these activities is to provide staff members with 

learning experiences designed to give individuals new job and performance 

patterns based on the future direction of the Organization and to maintain 

or upgrade technical skills and capacities. 

4.5.8.2 Content 

Subjects offered under this programme would vary depending upon the 

needs of the individual staff members and the future direction and 

priorities envisaged by the Organization. Given the currently stated 

future direction of the Organization, some of the following subject areas 

could be considered as important: 

Country Health Programming 

Management of Research and Development 

Political Analysis 

Economic Analysis 

Behavioural Sciences including social anthropology and psychology 

Health Manpower Development, Training and Education 

Policy Analysis 

Languages and Communication 

Continuing Education in Technical Medical fields including 

Tuberculosis, Malaria, MCH and Family Planning, Environmental 

Health, and Communicable Diseases 

Technical report writing 

Speed reading 

Assertiveness training 



Supervisory training 

Computer programming. 

4.5.8.3 Methodology 
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The approach to each subject would vary depending upon availability of 

resources, needs of staff members and nature of the subject matter itself. 

Some of the following methods may be considered: 

short lectures or courses 

seminars or workshops 

task force or special assignments 

attendance at professional meetings 

home-study programmes 

interagency exchanges. 

1~.5.8.4 Cov~~~ 

All staff members in the Region should be eligible to attend any 

learning activity under this programme. National participants should also 

be invited to participate whenever possible. 

4.5.8.5 Duration 

These learning activities are seen as a continuous support service to 

the SDT Programme. 

4.5.8.6 Expected outcome 

Staff members participating in these learning activities should be 

able to: 

(l) explain the broad concept of the subject covered; 

(2) explain the implications of the subject matter on the work of the 

Organization; 

(3) introduce some of the concepts or techniques they have learned in 

their job activities whenever possible. 



- 37 -

• 4.5.9 Executive Development Activities 

4.5.9.1 Objective 

The objective of these activities is to maintain and further develop 

executive managerial skills of Programme Directors and WHO Programme 

Coordinators. 

4.5.9.2 The content, methods and specific learning activities undertaken 

would be designed to meet the self-ascertained needs of the individual 

executive. 

The design and instrumentation of the training modules described above 

would have to be prepared prior to implementation. 
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5. STRATEGY FOR IMPLEMENTING THE PROGRAMMS 

The sequenee in which the various training courses or \-JOrk:3hop;, ;-lre 

held is an important consideration. Proper sequencing will ensul'''' th·~ 

progressive development of concept, skills ~nd capacities of staff memhers 

and multiply the impact of the overall programme on the performance of thr! 

Organization as a whole. 

For these reasons it is proposed that staff members p~rticjpate 

initially in the core training programme and undertake each mod11le in the 

following order: 

(l) the Reorientation Module; 

(2) the Teamwork in Office Management Module; 

( 3) the Training in Health Development Module; 

<In the Health Programme Management Module. 

The other training programmes proposed woulrj be considered :::t:s 

supportive of the "core" programmes listed above. These "supportive" 

training programmes would be initiated at the beginning of the SDT 

Programme's overall implementation and would be provided upon request. 

These would include: 

the Teambuilding Training; 

the Developmental Activities; 

the Briefing and 

Rebriefing Activities. 

In planning the implementa Uon of the Programme, optimum uti l i7.8.tion 

of existing staff resources should be made. 
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The pace and tempo in which various aspects of the SDT Programme are 

introduced should be carefully timed so that training activities support 

the overall movement of change in the Regional Organization. 

In formalizing SDT as a programme, care should be taken to ensure that 

staff's expectations and understanding of SDT role and functions are clear 

and that the Programme becomes a systematic, planned, continuous and 

coordinated part of the overall support activity of the Regional 

Organization. 

Finally, the early involvement of key decision-makers in designing and 

implementing the various components of the Programme is considered 

essential to its success and continued effectiveness. 
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6. STRUCTURE FOR IMPLEMENTATION 

SDT roles and functions 

As previously mentioned, the role of SDT is to support the managers of 

the Organization in the implementation of their programmes and activities 

at regional and country levels. These managers may include individuals or 

teams from executive levels, programme managers, project or team leaders, 

Committee or Working Group Chairman, etc. 

The functions of SDT consist of training, consulting and research and 

development. 

( 1) Training includes identification ot' training needs or all staff; 

design and conduct of various training modules and preparation of both 

technical and managerial educational materials. 

(2) Consulting includes assisting managers (all levels) in all 

aspects of programme development by facilitating and organizing wor·kLng 

group tasks and processes, e.g. Medium-Term programming group. Such 

consultation could cover any aspect of staff development in technical and 

administrative areas. 

(3) Research includes the development of training materials and case 

studies related to work situations; the monitoring and evaluation or 

training and support activities designed for the staff; assessment of staff 

training and support requirements in relation to policy, structural or 

procedural changes in the Organization or its work in the Member Countries; 

data collection on organizational products and performance in relation to 

existing standards and framework of operations. 

Other functions include: the preparation of orientation or 

reorientation programmes; organizing educational activities for individual 

or group staff members. These might include seminars, lectures or short 
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courses on broad subjects such as management, political science, economics, 

sociology, psychology, and their application to the work of WHO. These 

activities might also include technical meetings, seminars, lectures on 

various medical and health issues. 

The organization of SDT 

Although optimum use of available staff resources will be made to 

implement the SDT Programme proposed, the nature and scope of the programme 

its roles and functions as described above will require the full-time 

technical and administrative attehtton of a Staff Development and Training 

Unit in the Regional Office. 

The unit should initially be headed by a Programme Manager for SDT 

supported by a Training Officer and a secretary. 

The effectiveness and ultimate impact of the SDT programme in the 

Region depends not only on the design and implementation of the·activities 

but also on the extent to which its roles and functions can be carried out 

with the active involvement of senior staff in the Region. For this reason 

the organizational placement of the programme is important. The programme 

should be placed in a position where it can: 

be accountable to senior management 

be supervised and directed by senior management 

be readily accessible to and by all staff throughout the Region 

have ready access to decision and policy and programme 

implementation 
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respond promptly to all requests for support in technical or 

administrative areas 

make independent recommendations concerning SDT programme and 

related activities in the region 

Based on the above, the most appropriate organizational placement for 

the SDT Programme and Unit would be as a staff support activity of the 

Regional Programme Committee (See Figures 3 and 4), 

The role of the Programme Committee under the direction of its 

chairman would be to establish policy for SDT activities in the Region. 

The Committee would also review the SDT Programme on a regular basis and 

recommend major changes in the programme's objectives, priorities and 

strategies to the Regional Director. 

The SDT Programme Manager would report to the Chairman of the 

Programme Committee. The Programme Manager would be responsible for 

planning and implementing the SDT programme in the Region and reporting on 

the progress of various SDT activities to the Programme Committee through 

its chairman. 

The Training Officer would in turn be responsible for training staff 

members and trainers, conducting and evaluating training programmes for 

staff and national counterparts, conduct team building exercises and assess 

training requirements. 

The proposed terms of reference for the WHO/WPR SDT unit are as 

follows: 

to make recommendations on the briefing and training of all staff 

and consultants assigned to the Region; 

to plan, implement and evaluate the SDT Programme for the Region; 
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to provide training and consulting support services to all 

programme areas in the Regional Organization; 

to provide training and consulting support services to SDT or 

similar functions in national health services in collaboration 

with relevant WHO programmes of collaboration. 
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to make recommendations for an operating budget to implement the 

Regional SDT programme; 

as required, to liaise with SDT/HQ and other Regional Offices on 

matters relating to the development of staff development and 

training programmes. 

As an interim measure, it is proposed that the scope of the terms of 

reference of the General Service Staff Training Committee (GSSTC) should be 

modified to include all staff. With its expanded terms of reference, the 

GSSTC would take initial responsibility for the implementation of the 

Programme until the SDT Unit becomes fully operational. At that time the 

GSSTC functions and activities would be fully absorbed and the Committee 

dissolved. 

Detailed administrative procedures regarding the work of the SDT Unit 

would have to be developed to ensure its smooth and continuous operation. 

7. PLAN OF ACTION, 1979-1980 

Given the implications outlined in the strategy for implementation, a 

two-year plan of action is proposed, as follows: 



SDT PROGRAMME 
Plan of Action 1979 - 1980 

1 9 7 9 1 9 8 0 
A c t i v i t y Responsible Support Q u a r t e r Q u a r t e r 

Officer Requirement 1 2 3 4 1 2 3 4 

1. Begin recruitment activity for Chairman SDT/HQ 
SDT Unit staff. GSSTC GSSTC X 

2. Develop administrative SDT/HQ 
procedures for SDT Unit. AFO GSSTC X 

3. Design Reorientation Module Chairman Programme X 

GSSTC Committee, 
STC, GSSTC 

4. Initiate Reorientation SDT/WPR SDT/WPR X X X X X X 

Module. SDT/HQ ~ ...., 
. 

5. Initiate Teamwork in Office 
Management Module SDT/WPR SDT/HQ X X X X X X 

(already designed) 

6. Design Health Development Chairman Programme X 

Training Module GSSTC Committee, 
ICP/PHC, 
GSSTC, STC, 
MTS 

7. Initiate Health Development SDT!WPR SDT/WPR, X X X X X 

Training Module. ICP/PHC, 
MTS 

8. Design Health Programme SDT/WPR Programme X 

Management Module. Committee, 
STD/HQ, 
MTS, STC 

9. Design of detail SDT SDT/WPR Programme X 

Programme Monitoring and Committee 
Evaluation System. SDT/HQ 

STC 



1 9 7 9 1 9 8 0 

A c t i v i t y Responsible Support Q u a r t e r Q u a r t e r 
Officer Requirement 1 2 3 4 1 2 3 4 

10. Initiate Health Programme 
Management Module SDT/WPR HIN, MTS X X X X X 

11 • Initiate Teambuilding Support Chairman MTS X X X X X X X 

Services Programme. GSSTC STC 
(initially (depending 

SDT/WPR on 
requirement) 

12. Design Briefing Programme Chairman Programme X 

GSSTC Committee, 
SDT/HQ, 
Briefing 
Unit, HQ 

~ 

13. Initiate Briefing Programme SDT/WPR All related 
co 

X X X X X X 

units 

14. Design Rebriefing Programme SDT/WPR Programme X 

Committee, 
SDT/HQ 

15. Initiate Rebriefing Programme S!DT/WPR Consultants, X 

Guest Lee-
turers, as 
required. 

16. Initiate Development Programme SDT/WPR Programme X 

Committee 
SDT/HQ 
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7.1 Training schedules 

A schedule of training activities related to the core programme has 

been prepared according to the training cycle illustrated in Fig. 5. In 
< 

Table 3 a detailed schedule of training activitres reflects the need to 

undertake at least one training session every two weeks during the period 

1980-1981. These training sessions would be carried out either at regional 

or country level. 

At this pace almost all staff will have completed all four training 

modules in the core programme by 1982. 

Other training and support activities such as briefing,' rebriefing, 

team building and special courses are not reflected in this schedule as 

they would be undertaken on request. 

The number of individuals completing each module by quarter and by 

year appears in Table 4. The targets for the SDT programme are based on 

these initial projections. 



- 50 -

TWO-YEAR CYCLES - 20 PARTICIPANTS FOR EACH HODULE 

.. 6 months ,. ORIENTATION MODULE ~ 
• 6 months 

• 305 persons 

I 
TRAINING MODULE 8 

in 

CORE 

' \ 
TEAWORK MODULE 0 

PROGRAMME in 

PROGRAMME MANAGEMENT 2-YEAR CYCLE OFFICE MANAGEMENT 
• 200 persons J 200 persons 

't' 6 months \ ~ TRAININ~n MODULE GV . "' 6 months 

HEALTH DEVELOPMENT 

8 200 persons 

FIG. 5 - WPI. SOT PJ.OGJLUOfE - CORE MODULES 



TABLE 3 

SCHEDULE OF CORE MODULES BY QUARTER AND BY YEAR, 1979-1983 

Module to be run in week number 

Year Quarter 1 2 3 4 5 6 7 8 9 10 11 12 

1979 3 Il I2 IIl 
4 I3 II2 I4 III1 III1 

1980 1 I5 II3 III2 III2 Vt 

2 rv1 IV1 I6 II4 III3 III3 ..... 

3 I7 II5 III4 III4 
4 IV2 IV2 rs II6 III5 III5 

1981 1 IV3 IV3 I9 II7 
2 III6 III6 IV4 IV4 I1o II8 
3 III7 III7 IV5 IV5. In 
4 II9 III8 III8 IV5 IV6 

1982 1 Il3 II1o IIIg IIIg IV7 IV7 
2 I14 IIIlo IIIlo IV(8) IV(8) 
3 I15 IV9 IV9 
4 rv10 rv10 

1983 1 (I 16) 
2 
3 (Il7) 
4 
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TABLE 4 

NUMBER OF INDIVIDUALS COMPLETING EACH MODULE BY QUARTER AND BY YEAR 

Year Quarter Module I* Module II* Module III* Module TV* 

1979 3rd 40 20 
4th 40 (80) 20 (40) 20 

1980 lst 20 (100)* 20 (60) 20 (40) 
2nd 20 (120) 20 (80) 20 (60) 20 
3rd 20 (140) 20 ( 100) 20 (80) 
4th 20 (160) 20 (120) 20 (100) 20 (40) 

1981 lst 20 (180) 20 (140) 20 (60) 
2nd 20 (200) 20 ( 160) 20 (120) 20 (80) 
3rd 20 (220) 20 (140) 20 (lOO) 
4th 20 ( 180) 20 ( 160) 20 ( 120) 

1982 lst 20 (220) 20 (200) 20 (180) 20 (140) 
2nd 20 (240) 20 (200) 20 ( 160) 
3rd 20 (260) 20 ( 180) 
4th 20 (280) 20 (200) 

1983 1st 20 ( 300) 
2nd 
3rd 20 (320) 
4th 

* 20 - Number of participants per module. 
(100) - Cumulative number of participants completing the module. 



- 53 -

8. BUDGET REQUIREMENTS, 1979-1980 

The total operating budget requirements for the SDT programme during 

1979 and 1980 are US$114 200 and US$139 600 respectively. An additional 

US$100 000 will be required during the first two years of the programmes 

for the development of training materials and design of training modules. 

The detail of the SDT programme budget for 1979-1980 is as follows: 

Full-time staff 1979 1980 

Programme Manager P4 43 000 46 000 

Training Officer P3 39 000 41 000 

Secretary M5 4 600 5 000 

Duty Travel 10 000 10 000 

Sub-Total 96 600 102 000 

Temporary Assistance 5 000 5 000 

Core Programme Operating Expenses 10 600 31 600 

Supplies and Equipment 2 000 1 000 

Operating Budget Requirements 114 200 139 600 

Developmental Activities 50 000 50 000 

Total Budget Requirements 164 200 189 600 

------- -------------- -------

An analysis of the training expenditures related to the four modules 

of the core programme reveal that: (a) the cost of training one staff 

member through all four models is US$420.00, (b) the cost of training 200+ 

staff members through all four modules during the next 4-1/2 years is 

approximately US$88 725 or an average of US$19 717 per year. 
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9. SDT PROGRAMME MONITORING AND EVALUATION 

Differentiation is made between the monitoring and evaluation of the 

SDT Programme. Monitoring is a continuous activity and will be the 

responsibility of the Programme Manager. The objective of the monitoring 

activities is to ensure that the necessary action is taken to guide the 

programme toward its objectives and that programme activities are modified 

according to the needs and circumstances under which they are implemented. 

The annual programme plan of action or plan of work will be the basis for 

monitoring the programme. 

Evaluation is undertaken periodically (once a year) to assess the 

status and impact of the programme and redirect its objectives, targets, 

priorities and strategies as required. The evaluation of the SDT programme 

will be the responsibility of the Programme Committee. The following are 

some suggested criteria for evaluation: 

the expected outputs of each module as described in Section 4.5 of 

this proposal 

the attainment of targets as described in Section 4.3 of this 

proposal 

Other indices might include 

the increase rate of programme implementation 

the number of interdisciplinary programming and evaluation or 

review activities 
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the rate of adoption of a Primary Health Care approach in WHO 

programmes of collaboration 

number of programmes adopting appropriate technology for health 

activities 

Provision are made for a detailed design for the programme's 

evaluation plan. 

10. NOTES AND COMMENTS 

In the process of preparing the medium-term programme for SDT, the 

Working Group discussed a number of related topics which directly affect 

the SDT programme but are not contained in the main .body of the proposal as 

they are outside the Group's terms of reference. This section reflects the 

Working Group's view on a number of these important related items. 

The absence of a career system in the United Nations and consequently 

in WHO is viewed as a very weak link in the total employment system. While 

many WHO staff have, in fact, enjoyed long tenure without the benefit of an 

explicit career system, they have done so during a period of relative 

stability in the Organization's life. These conditions no longer exist. 

The Organization, as other agencies in the United Nations System, has been 

buffeted by change and will continue to experience instability and 

uncertainlty for many years to come. Because of this condition and because 

a career system in the United Nations is not a foreseeable reality, the 
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Working Group believes that the total employment system, such as it exists 

today in the Organization, will have to be reoriented to provide and ensure 

adequate opportunity for the professional growth of its staff members. 

However, the SDT programme as proposed has, as its priority, the 

development of staff for the attainment of organizational goals rather than 

individual desires. 

Thus the overall impact of the Regional SDT Programme will be greatly 

enhanced if related functions such as manpower planning, recruitment, 

selection, promotion, appraisals, transfers and job rotation are revised in 

keeping with the implications of the Organization's current policy 

directives as reflected in this SDT proposal. 
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EXECUTIVE SUMt-1ARY 

The five-year plan for a WHO Western Panific Region Staff n~velopm~nt 
and Training (SDT) Programme proposes specific training and consultinp: 
support activities designed to develop or~anizational capacities and 
individual skills required to manage WHO collaborative programmes towards 
the ~oal of health for all by the year 2000. 

The SDT programme has been based on the implication of major 
orP,anizational policies and on the expressed needs of staff memhPrs in the 
Region. As such, the programme is viewed as one approach to he 11sed hy 
snnior management in managing desired chan(!es within the Orp:anization. 

The prop;ramme had been developed with the CJssnmption that one of thP. 
iMportant functions of all managers and supervisors is the traininp: and 
development of their staff. Therefore, the overall aim of SDT in the 
Region is to support all WHO managers in their task. 

To ensure this support and meet the requirements of policv 
implications and needs of staff the SDT programme is divide<i into two Darts 
consisting of a Core Training Programme and a .Support Training Prop;ramme. 

The Core Training Prop;ramme is desigm:d to ensure that staff rlev~=?lop 

the necessary capacities and skills to implement rwgA.ni?.:a.tional poHcies 
and strategies as directed by the Governing Bodies. The training 
activities under this part of the programme consists of four separRte hut 
interrelated modules intended to reorient all staff membPrs to the 
implications of major organizational policies and applv these t6 managerial 
and technical concepts and techniques required to implement HHO programme 
of collaboration. 

The Support Training Programme is designed to ensure that: (l) neH 
staff are adequately prepared to perform expected function; (2) all staff 
members are kept informed of current WHO activities in the Region; (i) all 
staff members have adequate opportunity to <ievelop their individu!ll skills 
and capacities in technical, managerial and related fields; A.nd that (4) 
staff members learn how to form and maintain effective Horkinr, p::roups for 
planning and implementing WHO progra~mes. 

Training activities related to the Core Training Programme can he 
initiA.ted by the 3rd quarter of 1979. It is expecte<i that 90% of .qll staff 
in the Region Houl<i hllve completed the Core Training Programme bv the end 
of 1982. 

The workload implications of this Programme will require the 
designation of a separate SDT unit composed of three staff memhPrs, R 

programme manager and training officer and a secrPtary. Since the success 
and impact of SDT depends on the active involvement and <iirection of senior 
staff in the Region the proposed plan recommends that the .SDT unit should 
be placed under the Regional Programme Committee and that the SDT Programme 
Manager be made accountable to the Committee through its Chairman. 
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The budget requirements for the first two years of the pro~ramme 
implementation are estimated to be US$114 200 and US$139 600 for 1979 and 
1980 respectively. 

The figures include the cost of SDT unit staff and the training and 
support services provided to the staff members throughout the Region. An 
additional one time development cost of US$100 000 will be required over a 
period of two years. This cost is related to the design of training 
modules and the development of relevant training materials. This one time 
cost would enable selected staff members to be trained to conduct any 
module in the core training programme. 

Other features of the SDT programme as proposed include: 

direct support of organizational priorities and objectives; 

the optimum use of training programmes and materials already 
developed and used in the Region; 

the involvement of staff in developing training or learning 
activities related to specific tasks or assignment; 

the development of selected staff members throughout the Region as 
trainers and consultants; 

the involvement of national participants in relevant aspects of the 
training programmes; 

the transferability with slight modifications of the core training 
programme to any WHO Region in the World; 

strategies to maintain the learning posture of the Organization and 
its staff members; 

- the relevance and potential transferability of the SDT Programme's 
activities to Ministries of Health; and 

the active participation of senior staff in directing SDT 
activities. 
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WORLD HEALTH IS INDIVISIBLE 

Address by Dr H. Mahler 
Director-General of the World Health Organization 

to the Thirty-first World Health Assembly 

Geneva, 9 May 1978 

Mr President, honourable delegates, ladies and gentlemen. 

Reflections on the thirtieth anniversary of WHO 

This year we are celebrating WHO's thirtieth anniversary. It is an 
occasion to look into the future. The next century is on history's 
doorstep, and we must step in now to ensure that those who follow us on 
this globe reach that social target that you decided on one year ago ~ the 
attainment by all the citizens of the world by the year 2000 ot a level of 
health that will permit them to lead a socially and economically productive 
life. 

To look forward with vision, it is wise to glance backward with 
perception - not to be bound by history, nor to blame ourselves or our 
predecessors, but to learn lessons as a springboard to the future. 

WHO was born in a world groping for unity and dignity out of the ruins 
of war. Yet its membership represented only a fragment of the world. 
Unity is an affront to those who are excluded fpom it, and dignity an 
illusion unless all people can enjoy it. Today, our membership is almost 
universal, yet the world is still far from being united. It has become 
smaller, yet larger - smaller, because improved communications have brought 
living history into homes and have opened the eyes of all to the privileges 
of the few; larger, because perspectives have broadened and 
internationalism has become part of our Hay of life. The struggle of the 
developing countries for a New International Economic Order has brought the 
Third World together in unprecedented cohesion in spite of national 
political differences, and has overshadowed by its drama and intensity the 
fight for the supremacy of political ideologies and spheres of influence. 
This is the canvas on which world history will be painted in the coming 
generation; this is the background against which health policies will have 
to be forged. For health and development are inseparable: development is 
dependent on policies, and health development must go hand in hand with 
political action. National liberty has not necessarily meant freedom from 
health slavery. And health liberty could be attained universally if we 
applied intelligently and justly the means at our disposal. 
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Thirty years ago modern health technology rmct just awaketwrl anct w2s 
full of promise. Since then its expansion has surpassed all dreams, only 
to become a nightmare. For it has become oversophisticated and 
overcostly. It is dictating our health policies unwisely; and Hhat is 
useful is being applied to all too few. Based on these technologies, a 
huge medical industry has grown up with powerful vested interests of his 
ovm. Like the sorcerer's apprentice, we have lost control - soci.al control 
- over health technology, The slave of our imagination has become the 
master of our creativity. \.Je must now learn to control it again and use it 
wisely, in the struggle for health freedom. This struggle is important for 
all countries; for developing countries it is crucial. 

WHO in the course of its evolution has in many ways mirrored worldwide 
historical developments. It strove for unity and universality, only to 
discover that sometimes the two are not easily reconciled. As newly 
independent countries joined the Organization, the widely different needs 
of Member States became apparent. To deal with them, the regional 
arrangements were strengthened. These no doubt led to regional solidarity, 
but the solidarity of each region carried within it the seeds of global 
fragility. Global policy often became too far withdrawn from national 
reality, and globally determined action often did not adequately respond to 
national need. Similarly, local activities often did not adequately 
reflect global policies. These contradictions between global guidance and 
national execution often led to a less than optimal use of WHO's resources 
in countries. Moreover, different aspects of the same programme, provided 
on the one hand by headquarters and on the other hand by the regions, 
became divorced from one another, whereas they should clearly have been 
closely interrelated to be effective. Research was separated from service 
to.countries and became a central prerogative from which the regions were 
excluded. Also, excessive attention was often paid to the growth and 
refinement of health technology - little to its proper application in 
countries. 

Then came the re-awakening of Member States, their disillusionment 
with research that led, not to action, but to the need for further 
research, their frustration with ever-growing amounts of technical 
information which they could not use, their dismay at uncoordinated 
programmes descending on them from above and leading to disjointed and 
ineffective assistance projects in their country. They reacted 
democratically but firmly, in the Organization's governing bodies. They 
demanded coherent WHO programmes that would help them to develop cohesive 
national programmes. They insisted on a more equitable distribution of 
health resources throughout the world, starting with WHO's resources. 
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Under the policy guidance of the Health Assembly, honourable 
delegates, WHO responded with singular sensitivitv to the pulse of 
history. The Fifth General Programme of Work already laid emphasis on the 
integration of programmes within Member States and on ways of ensuring 
coordinated international support for them. The Sixth General Programme of 
Work is even more explicit, and stresses the basic principle of giving 
priority to problems of developing countries. Managerial methods for 
programme formulation, implementation and evaluation, and for information 
support, were strengthened. A new programme budget policy and strategy was 
adopted, which emphasized the need for national self-reliance in health 
matters, the replacement of supranational technical assistance by 
international technical cooperation, the social relevance of all WHO's 
programmes, and the mutually supporting action of WHO's coordinating and 
technical cooperation roles. One year ago the Health Assembly had the 
vision and imagination to define the social health target for the coming 
decades that I have already referred to. It is a landmark in public health 
history - both a sign of international health solidarity and an expression 
of faith in the possibility for even the most underprivileged on this earth 
to attairi to an acceptable level of health and quality of life within the 
foreseeable future. 

Blueprint for health for all 

In my address to the regional committees last year I indicated how 
this target could be reached by sketching a blueprint for health for all. 
In it, I outlined the programmes that demand priority attention and the 
mechanisms required to formulate and deliver them, as well as the obstacles 
to be foreseen and ways of overcoming them. I will mention today only some 
of the most important programme features. 

The blueprint emphasizes the overriding importance of primary health 
care, that is, essential health care made universally accessible to 
individuals and families in the community by means acceptable to them, 
through their full participation and at a cost the community and the 
country can afford. I repeat my firm conviction that if primary health 
care could be provided to all, far more than half the battle of ensuring an 
acceptable level of health for all would be won. Primary health care, 
however, cannot be effective alone; it has to form part of a broader health 
system, but the other components of that system must be organized in such a 
way as to support it and not to undermine it as is so often the case today. 

The blueprint highlights the integration of a variety of programmes 
within the health system in general and within primary health care in 
particular. It gives top priority to proper nutrition, and to safe 
drinking-water and a healthy environment. It also gives high priority to 
the communicable diseases, which unfortunately will remain a scourge for 
many years to come, particularly in the developing countries. It shows how 
their control will need a proper blend of economic, social and technical 
measures that are appropriate to each country's epidemiological situation 
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and economic and social circumstances. Realism, based on Round 
information, is the note the blueprint strikes for clealinp: with su0h 
problems as cancer, cardiovascular diseases ~nd ment~l and oral he~lth. 

The blueprint mentions two types of research - one aiMed at ~~n8ratinR 
new knowledge and the other at applying existing knowledp;e. The ~;econrl ic; 
as important as the first, and even more urgent. So Much could he achieved 
by just applying what we know now, yet this often depends on social and 
political factors no less than on technical factors. The blueprint 
stresses the need to develop and use health technologies that are more 
appropriate than many of those we now apply. These include drup::s; we must 
learn to live with fewer drugs, and a recent WHO expert committee has shown 
that indeed we can. Finally, most important of all are the Measures 
t•equired to ensure the right number of the right type of health Horkers to 
conceive and deliver health programmes and, above all, to manar:e health 
systems. They are crucial to the attainment of health for all by all, and 
they must be socially attuned as well as technically trained to respond to 
people's real health needs. 

Honourable delegates, the targets of a number of WHO's newer 
programmes, such as the immunization of all children against comrJOn 
infectious diseases and the provision of safe water supply and sanitation 
for all by 1990, are promising beginnings to the implementation of this 
blueprint. To translate it into universal action will require a 
combination of unprecedented worlclwide social conviction, technic~l wisdom, 
managerial competence, economic imagination, and - above all - political 
determination. 

Social conviction 

Permit me to summarize some ofmy social convictions about health 
development, in the hope that those of you who share them will he assured 
and that those who do not will be convinced. Health is a universRl huM~n 
right, as WHO's Constitution clearly states, and its attainment is an 
essential social goal. The just distribution of health resources is as 
important as their quantity and quality. To reReh a more equitable 
distribution, it is necessary to pay ~renter attention to those l~ast 
served, the social periphery, the diseasP-riclden majority. Our F"lliding; 
principle should be the greatest health benefit to the greatest.nuMber of 
people at the loh'est cost. 

Health is best pursued as part of the pursuit of development. 
Development implies social pro~ress no less than economic propress, sir~e 

its principal aim is to improve the quality of life. Without heal~h, liPe 
has little quality, for even if health is not everythinr-, Hit.IJout it tre 
rest is nothing. Health, economic and social develonrnent are thus 
intimately interlinked. Indeed, heRlth development, Hhich is llnivprsa1.lv 
valued by all people no mRtter what their political convictions, 0an bn 
used as a powerful lever for social and econoMic development. 
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Technical wisdom 

If social and economic factors, includinr. the influence of the 
environment and individual and community life styles, are responsible for 
most i'll health, wisdom demands that we deal first and foremost with these 
factors. Technical policy must therefore respond to social policy rather 
than to the search for technical perfection. It must also take account of 
the social and economic consequences of its application. It follows that 
health technology must be applied in the rip;ht mixture alonr: with the 
technologies of the other social and economic sectors, be these related to 
education, agriculture, industry, or the environment. But health 
technology itself needs critical re-examination. All the medical 
techniques, the plethora of equipment and drugs, the complicated 
facilities, the labyrinth of logistic support, and the hordes of supporting 
sLo. ff would be justified if they Here effccti ve 1 but the effectiveness of 
much of them remains unproved. 

I am not doubting the sincerity of those who apply the ever-growing 
range of health technologies at ever-increasing costs to society. But I am 
challenging them to reassess the usefulness of those methods and to reflect 
on their cost and on society's ability to pay for them. For these 
technologies are appropriate only if they are effective and can be applied 
for the benefit of the whole of a society in a manner it can accept and at 
a cost it can afford. For developing countries it is more important to 
generate and apply health technolor;ies suitable for them than to receive 
fr~m the affluent countries ready-made solutions whose worth in many cAses 
has not been proved. Only by so doing will the developing countries he 
able to accumulate those resources for investment and reinvestment which 
will permit self-reliant health development. 

Wisdom also demands that health measures be applied where they are 
most needed, most effective and least costly. This is the rationale for 
the growing insistence on the delivery of primary health care. It is also 
the rationale for organizing the other levels of the health system so as to 
support primary health care. 

Managerial competence 

Health technologies, however appropriate they may be, have to be 
properly applied wherever they are required as part of health pror;rammes, 
and these have to be integrated within health delivery systems. To do so 
requires managerial competence that is all too often sorely lacking. 

By health management I mean many things. First of all it implies the 
determination of national health policies and their translation into 
feasible plans, including the sharp definition of priorities. Priority 
programmes have to be properly formulated. These are national processes 
because, in order to be productive, they have to stimulate community action 
for health so as to ensure that social health needs become knoHn and that 



- 64 -

Annex 2-6 

these give rise to appropriate social, technical and political responses. 
These national processes must inclurle national health pro~ramme budgeting 
that reflects social policies by ensurinr- the preferential allocation of 
resources to those programmes that have been defined as social prioriti~s, 
and to the services and institutions delivering them. The process as a 
whole and its individual components have to be monitored and controlled. 
They have to be evaluated with the aim of constant improvement, and 
throughout they must receive sound information support. 

To ensure managerial competence, there is an urgent need to revise the 
training being given in health management throughout the world. Few if any 
training programmes are preparing health managers adequately for the tasks 
I have just described. Yet these tasks are essential for every country of 
the world if we are to reach the main health target you have collectively 
defined. The need is no less urgent to revise the training of health 
workers in general, and of professional health workers in particular. I 
appeal to these professionals to accept the new roles that are b~ing 
offered to them in addition to the exercise of their clinical skills -
those of health leaders, educators, guides and generators of simpler and 
socially acceptable technologies. To fulfill these roles, they will 
require a combination of scientific and technical knowledge, ·social 
understanding, psychological sagacity, managerial acumen, and political 
persuasiveness. How long will they continue to evade this exciting 
challenge and remain cloistered in their clinical monasteries? 

Economic imagination 

The health professions are not alone in their conservatism. Classical 
economics, too, is in danger of estranging itself from the aims of society 
by confusing growth with development and by constantly demanding economic 
proof of social benefits. Can these benefits really be expressed solely in 
economic terms? Surely it is the other way round: development has to be 
proved in social terms. It has to he capable of augmenting the energies of 
the people, stimulating their creativity, and raising the quality of life. 
The greatest potential energy in the world is human energy, and health is 
the fuel that can generate it. The spark that can fire it is imagination. 
There were high hopes that such imagination would manifest itself in 
establishing and realizing a New International Economic Order. What has 
happened to it? Even an amateur economist cannot fail to realize that if 
the rich countries Hant to remain rich they Hill have to make the poor 
countries become less poor in a spirit of equal opportunity. 

The imitation of alien economic models for funding health development 
is as futile as the imitation of alien health systems. A remarkable level 
of social and economic well-being, including health, has been achieved in a 
few developing countries, through the socially just availability of as 
little as 200 dollars per person per year. All of this could be generated 
by the developing countries themselves on condition that the vital 
principle of equal opportunity is not talked to death by the rich countries 
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in a self-defensive smokescreen of doing good, hut i~ a~vressively applied 
by them with enlightened self-interest. What is preventing this process 
from taking place? Is it inertia or incredulity, apathy or lack of 
imagination, or obsession with outmoded economic models? Or is it above 
all an appalling lack of national and international leadership and 
readiness to take risks? 

Political determination 

What can we do to open people's eyes to the shocking state of world 
he~lth and to unprecedented opportunities for improving it? We can, each 
and every one of us, use our powers of persuasion on the politicians of the 
world who shape its destinies. We can impress on them that worldwide 
social expectations have risen to dizzy heights from which a rapid fall 
will spell disaster. Yet these expectations can be satisfied with the 
means at our disposal and those that we could generate. What is most 
required is political determination in support of social purpose. You have 
shown that WHO has both. Every one of you has a historic mission to fulfil 
in your own country, as well as collectively in this Assembly. You can 
have a profound influence in your country by making sure that progressive 
health policies be~ome an integral part of national political 
decision-making. And you can have a no less marked effect by declaring to 
the world once more the Health Assembly's steadfast will to attain the 
goals for health that it has solemnly proclaimed. 

From blueprint to action 

Honourable delegates, you have defined the main health target of 
governments and WHO for the coming decades, and I have done my best to 
respond by sketching a blueprint for reaching it and by indicating the main 
requirements to activate this blueprint. If you agree to the blueprint, no 
time must be lost in putting it into action. The Executive Board has 
undertaken to formulate a strategy for attaining an acceptable level of 
health for all by the year 2000. This global strategy will no doubt be 
based on national strategies, but, by virtue of its worldwide perspective, 
and guided by the Organization's General Programme of Work and programme 
budget policy and strategy, as well as by the health doctrines that you 
have built up over the years, it will be much more than an aggregate of 
national strategies. Yet action must begin in Member States and end there, 
making the most of the international collaboration on the way. 

If you define sound national health policies to attain the world 
health target, WHO will be the better able to synthesize them into 
appropriate international health policies from which you will then derive 
support. If you formulate sound national health programmes, followed by 
national health programme budgets to ensure that programme priorities are 
preferentially implemented, WHO will be the better able to formulate its 
medium-term programmes and programme bndgP-ts to ensure an appropriate 
response to your needs. If you can quantify your needs to attain your 
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goals, and can estimate their cost, WHO will be the better able to estimate 
global costs, to alert the world to the magnitude ~f the financial problem, 
to devise ways of resolving it, and to help channel fl'lultilateral and 
bilateral support in partnership efforts for its solution. Rut let me 
underline again that, only if all of us have the politicar euts to set 
priorities and define strategies so as to make the health dollar work far 
more effectively than it does today in most developed and developing 
countries, will we have a reasonable chance of success. 

The indivisibility of health 

Successful world action for health depends on a unity of ends and a 
variety of means. The factors involved are highly diverse yet closely 
interwoven. Deficiencies in one will lead to defects in the others and 
weaken the total effort. Only by interlinking them and ensurine their 
singleness of purpose will health goals be reached. Thus - I say it 
again - health policy must be formulated and implemented in consultation 
with other sectors of government and society, taking account of Social, 
economic and political factors as well as of technical and managerial 
factors. 

The different aspects of the health system are also closely 
interlinked. Thus, primary health care requires the integration into it of 
a multitude of health programmes, and the close support of all other levels 
of the health system as well as of other social and economic systems. 
Preventive measures cannot be sharply separated from curative measures -
preventive measures give social credibility, curative measures personal 
confidence. The technical content of health programmes, no matter how 
appropriate in theory, becomes appropriate in practice only when the 
systems delivering it are properly managed. The learning process for 
health workers has to be closely linked with the functions they are to 
perform and the people they are to serve. Health research, too, has to 
support the attainment of health goals, and the whole range of laboratory, 
clinical, epidemiological and operations research has to be harnessed, as 
required, to this aim. 

It is obvious, then, that health is indivisible. This indivisibility 
is of paramount importance within each individual country where it 
encompasses the different components and levels of the health system and 
relationships between the health and other systems. Above all, it applies 
socially, for the attainment of health depends on the mutually supporting 
actions of individuals, families, communities, health workers of all types, 
politicians and society as a whole. 

The principle of health indivisibility is also important for 
intercountry relationships. In the past, this was realized mainly in 
relation to preventing the spread of communicable diseases. Today, it is 
widely understood that cooperation among countries is essential to deal 
effectively with the broad spectrum of health problems facing the countries 
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of the world. International health cooperation, among countries in 
regions, between developed and developing countries, and at the global 
level, carries technical, social and political benefits. These include the 
sharing of relevant knowledge and experience and the transfer and exchange 
of suitable technology and resources. Technical cooperation for health 
among all countries thus becomes a supreme example of the indivisibility of 
world health. For if the health of the people of any one country lags far 
behind the rest, this is a shameful reflection on the world community. 

The indivisibility of world health 

Honourable delegates, world health is indivisible and WHO is its 
unifying agent. It is the Organization's-duty to make world health 
visible, tangible and attainable. But the Organization is nothing in 
itself. It is only something when it succeeds in fostering cooperation 
among its Member States; this is of the very essence of its Constitution. 
WHO, too, must determine its policies in accordance with th~ collective 
social convictions of its Member States; recent years have witnessed 
striking examples of this trend. It must define its technical goals in the 
light of these policies, and must strengthen its managerial system to 
achieve these goals; the Organization is indeed striving to improve its 
capability of doing so. It must also exert its full influence 'in the 
international political arena to ensure a proper place for health in all 
international action for development. The degree to which it does so will 
depend on all of us, acting individually and collectively. When we act 
individually, we must bear in mind the collective spirit that inspired our 
policies; when we act collectively, we must bear in mind the sovereignty of 
our Member States and at the same time their solemn pledge to sacrifice 
some of it in the interest of international health solidarity. 

WHO must provide an integrated.response to the needs of Member States; 
for them there is only one Organization and it matters little where the 
action is taken. What does matter is that action is being taken and that 
it is appropriate as well as timely. For this to happen, serious dialogues 
between Member States and their Organization are essential. To adopt 
high-sounding resolutions in this Assembly and in the regional committees, 
and then make opportunistic requests at country level for unrelated 
teclmical assistance projects that cannot possibly have lasting effects on 
the improvement of the people's health, is to make a travesty of the 
relationships between Member States and their Organization. Only if we can 
ensure the mutually supporting nature of our actions in countries and at 
regional and global levels will we be able to face our collective 
challenges with complete confidence. This will give us added moral 
strength to urge concerted action by all the social and economic sectors 
striving for human development. 
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Hhat does this mean for the way we work within the Organization? In 
recent years, the regional committees, the Executivf~ Boarcl and the World 
Health Assembly have played an increasinr-ly important role in the work of 
WHO, adopting new policies and indicating new pror-ramme diredtions to 
reflect the changed world health situation and political climate. Now that 
we have embarked on the realization of these policies and the 
implementation of these programmes, we must give further thought to the 
working relationships between these organs and the Secretariat that 
supports them. We must ensure that the right relationships exist between 
WHO. staff in countries and the national authorities concerned; between the 
regional offices and the regional committees; among the regional offices 
themselves; and between the regional offices, the global office, the 
Executive Board, and the World Health Assembly. Decentralization of 
management must not lead to fragmentation of effort. On the contrary, it 
must strengthen unity of effort as prescribed by the Constitution; 
otherwise, it will become counterproductive. The greater the need for all 
the organs of WHO to act in unison to provide an integrated response to 
countries' needs, the greater is the challenge to make sure that regional 
arrangements do indeed foster this unity. Just as national self-reliance 
does not imply national self-sufficiency, since all countries have much to 
gain from cooperation with others, so regional self-reliance does not imply 
regional self-sufficiency. The managerial and technical strengths of our 
regional structure must be made to match its undoubted political 
advantages, and together must be harnessed to the v,lobal effort. If world 
health is indivisible, the World Health Organization must be indivisible 
too. I can assure you thnt the Regional Directors and I will continue to 
do everything in our power indeed to keep it so. 

World health and world politics 

Mr President, honourable delegates, confident in the conviction that 
WHO is indivisible, I am taking the unusual step of appealing directly from 
the platform of this Health Assembly to the political leaders of the 
world. Health aspirations are less politically controversial than most 
other social aspirations, even if the best ways of realizing them may be 
highly controversial. Let us, then, exploit together to the full this 
measure of national and international political agreement. The pursuit of 
health is not as marginal as political priorities would seem to indicate. 
By striving for health you will be promoting development, for clevelopment 
is only real if it provides relief from social as well as economic pain. 
Make WHO's goal of health for all by the year 2000 the world social goal 
for the end of the twentieth century! 

I know that many of you have doubts about a New International Order; I 
do not share them. I know that many of you will have equal doubts about 
attaining health for all by the year 2000; again, I do not share them. I 
also know that others among you will fear that my proposal is a social 
smokescreen to hide the world's unwillingness to bring about the New 
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International Economic Order. It is not: and I see no cause for fear. If 
you are vigilant and we are steadfast, the two will complement each other. 

Political leaders of the world, use the neutral ground of health to 
promote global development dialogue! HHO has already shown in shapinr its 
policies that such dialogue among countries of all shades of political 
ideology is not only possible. It is highly fruitful. Use health as a 
lever for social and economic development! More than that, use it as a 
platform for peace! The farsighted Constitution of our Organization 
declared more than 30 years ago: "The health of all people is ~1ndamental 
to the attainment of peace and security·r·"· If :vou can find .2..!2.£ subject 
on which the people of the world can agree across national harriers and in 
spite of political and ideological differences- exploit it to the full! 
World health can be that subject. 
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l. INTRODUCTION 

Tile \;/estern Pacific Regior.- shovs a great diversity of cult~res, politic:1l system!: P.nd 
econo1'1i<' conditions. When prc•motiug the concept of Prhu:\ry Health C&re (PHC), one h<is tJj 

take these p:.trticular features into ac.::ount. 
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In the att(!mpt to collect together and dinseminate the eno!"mOU!I amonnt of experience 
gained by !·h~mbcr States ).n the Region in developing the concept, !:he outstanding effort~; mo:dt_~ 
by UNICEF must be acknowle~~erl. 

2. APPROACHES AND PERSPECTIVES 

Health services in nll countries or areas of the Region, whether developing or devel0pcl 
or tvhcther mainly rural or predomin11ntly urh:rn, are now facing ne-w a!'.d complex challeneec. 
This is a t:irr.e of great change. Economic p,rowth .~nd development and t~'chnologic;;.J. advances, 
the gap bctwec~n the rich aNi poor, which i~; not. diminishing but tending to widen, and changes 
in moral, social and religious vnlues are clo?ely intcrr~lated with the health problems of the 

, people. Many people in the Region still exist in conditions where health care is rnin~~al or 
even absent "nd in some areas the health st.1tus of the people is so low -t'hat their whole 
effort is concentrated on mere existence and consideration of improving the quality of life is 
meaningless to them. 
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The high expectations raised by th~ many plans for expansion and improvem~nt of h~.11th 
services have not been fulfilled. The health status of the population has not improvPd os 
hoped. Over recent years mortality and morbidity rates have not fallen significantly 1n 
d0velopcd countrif's, though in developing countries specific disease rates have been 
reduced. The cost of providing medical and health care is escalating everywhere and 
developing 11nd developed count•ies have a connnon problem: they are unable to envisage how tht• 
continued incrc•asing cost of those services can be met. 

Many of the health problems of the people have been identified and much is being done, or 
heing planned, to meet their needs. However, the application of health services by groups of 
provideis 1 however efficient those providers might be, to passive recipients, is not adequate 
to meet the problems. The improvement and extension of health services, whether basic or of 
a high technolo{'y, cannot by themselves achieve henlth for all by the year 2000, the target 
w•iversally ~C~Pptcd. It should be emphasized that health is not the same as the absence of 
disease. Where disease exists it is imperative that it should be eliminated by the 
application of curative medical care, preventive medicine and rehabilitation, but to achieve 
and maintain health, promotive health care and an extension of preventive medicine must be 
cidd('d. · 

Health in not solely the concern of departments or ministries of health at the top }Pvel, 
or of health professionals at any level. Human health and happiness cannot be seen as n set 
of unrelated variables. It is, or should be, the concern of all people and can only be 
;,chicvE"::d thnntgh the coordination of all sectors which relate to health needs. All the 
Bctivities concerned with the daily lives of individuals, families and connnunities are 
bf'nl.th-relat~d Rnd vital in the consideration of health status. 

This implies n considerable expansion of the responsibilities of the health sector. It 
lS .~ challcnr,e for health professionals, "''ho will have to accept the increasing social 
c1 iJoz'n~:ion of he.1lth c<'!re, as well as the effects of insistence by the consurr.er on his rir:l·~ t<, 
influence ho\·1 the health service is to he organized. 

Since the health of the people cannot be achieved solely by the application of health 
technology to passive recipients it will have to be achieved by and through the activities of 
thr rcoplc th~mselves, sti~ulated, guided and assisted by those with relevant technical 
kn<.w1 cdg<:! ard experience. 

This is also a challcng~ for governments in so far as a decision is required at nation~] 
level to return health responsibilities to the people themselves. It is a frightening and 
~~Jor political decision for any country to take because a reversal may be implied of nationn! 
policies designed, or unwittingly interpreted as me:ming to destroy local organizations :•nd 
rii~cou~t local resources and initiative. Coupled with this is the overt statement that 
decisions m1 healtlt are to be made by society as a whole and not only by interested 
professionnl groups. Such a reversal of national policy requires more than a resolution frot,; 
a national assembly. Years of mistrust and dependence on'oth~rs for h~alth services have 
m~de people suspicious; many local organizations muy have already been destroyed and will 
need to be rebuilt. Such damage cannot be undone without encouragement and action, in 
.:;dr!it.ion to national acceptance. 

No matter the difficulties to be encountered, these challenges must be accepted. Unlcso 
people in their own connnunities take l'.ctive responsibility for their O\ffl health, health for 
Dll by the year 2000 will remain an empty dream. 

The devr!lopment of progranunes is often complex. Intercountry and intracountry 
ciffcr·ences ml.lke a pragmatic and local approach to solutions necessary. Solutions a~d even 
strategies ~annot always be applied unchanged in different situations and there is a need for 
fn~quent e>:change of information, especially in the development of appropriate methodologies, 
both withiu and between regions. 
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Lhe technical knowledge and the means to start on the development of the PHC concept 
already exist in all countries or areas in the Region to a greater or. lesser extent. w~at is 
needed is the will to begin. By collaboration and cooperation countries can move into a new 
phase of constructive action. 

From a review of experience and the present situation in different countries, it appC<1rs 
that there is a gap betwe.~n the planning and the delivery of PHC. Coordination between 
various health professionals is often inadequate and coordination between health and other 
professionals, whose expertise and experience are vital if the aim of achievement of health is 
to be taken seriously, is often so poor as to be virtually nonexistent. 

An increasingly vocal and growing section of the community is making its views kno,.·n: 
the health care system as currently provided does not always meet the expectations of the 
people. Although not always expressed in the technical terminology used by health service;, 
a desire is being voiced by·the people for adequate and effective PHC. Their expectations 
are not being met and their expressions of frustration are becoming more evident. Those who 
make such complaints should not be regarded as antagonists by health professionals. The 
ultimate goal is a cortnnon one and cooperation rather than antagonism should be sought. 
Health professionals have much to learn from expressions of community needs. 

Traditional indices used in determining the health status of the community are not aS 

appropriate as was previously thought. Such indices of morbidity and mortality arc not to v~ 
abandoned but the collection, analysis and presentation of data need to be improved and madP 
more relevant. ln addition new indices of communit:y health should be developed. This is 
a matter for urgent collaborative reseatch .• 

The necessity for good planning is understood throughout the Region. However, this b;.,:; 
generally been started in the upper echelons of government and is not necessarily perceived by 
local connnunities as relevant to their needs and aspirations. If planning occurs from t~"" 
top downwards then much of the impetus for change is lost: but if planning occurs frcm the 
community level upwards, not all communities can participate effectively. In addition, thcl:c 
is 1l tendency towards ll fra[;mentary approach, the inappropriate transfer of teChPiquf'S fror'l 
one community to another without taking changed situations into consideration, and inadcqu.nt0 
support of community activities by remote district or central administrations. 

There is a need to look again at the methodology to facilitate, support and extend 
community-based PHC programmes. This is seen as a subject for further research. Th!!·rQ l!J~ 

however, no universal prescription for the development of such programmes which coul~ be 
applied to all regions, countries or even districts. What is required is the applicatior> t'f 
a well-·def;ined philosophy of PHC and identification of the broad strategies designed t::> r.·ev\: 
the basic issues. 

It is vital to realize that health is neither the privilege of the fortunate nor 
acceptable as charity: it is seen and demanded by the people as a right. All those in th~ 
health-related professions who have something to contribute to the health of the people hav:! 
a clearly de fined duty to help them to obtain this basic r-ight. However, it must be 
emphasized that there can be no rights without obligations. People have a clear 
responsibility for the maintenance of their own health and that of their community, as L:n· a•; 
they are able. Thus, education of the community in their responsibilities is essential in 
the development of effective PHC programmes. 

· The term "Primary Health Care" evokes a variety of definitions and concepts and thc·re a1 '' 
major conceptual differences between administrators and health prb[essionals and between 
different health professionals. These differences arise from varying personal backgrounds 
and professional training and interests and are also a reflection of the past and present 
social, cultural and political systems of each country. In addition countries themselves arc 
not uniform: differences exist between different areas or districts uhich are 3S wide as 
those between different countries. There is consequently some difficulty in conveying the 
essential nature of PHC to different countries and to different districts within countrie~ nnd 
considerable care has to be taken to avoid misunderstanding of the term. Such 
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misunderstanding could greatly impede the acceptance and development of PHC and the nec~ssity 
to have a community b-ase could exacerbate this difficulty as the concept has to be understood 
by people with widely differing levels of education, experience or life-style. There is 
always some danger in formulating definitions that are to be universally applicable and 
acceptable. However 1 the formulation of definitions is necessary and it is clear th8t great 
care must be taken to avoid rejection of PHC because the basic concept is misunderstood. 

It seems that the follo~ng principles can be universally accepted: 

(a) PHC c0nsists of measures and activities undertaken at the level of first contact 
with individuals, families and communities for the care of established dis;c,1se, for the 
prevention of disease, disability and dependency, for rehabilitation and for the active 
promotion of health; 

(b) such measures are not confined to the medical sectors but involve all 
health-related sectors; 

(c) the predominant enabling or initiating sector should be that sector most: relevant 
to the particular problem; 

(d) the activity of the connnunity is to be seen as the essential feature of PHC. This 
activity must be evident in the initiation and support of hEalth-related activities and 
in the assumption of responsibility for such activities. Regional and national 
resources are to be seen as only supportive of community activities and resources; 
_:mphasis should be placed on the need to promote and fostcr_self-reliancc>; 

(e) PHC is an essential part of national overall develo~ncnt at the community level and 
activities connected ~lith it should thus be coordin2ted within the national development 
programme; 

(f) intersectoral coordination is a basic requirement at the local, regional and 
national lcvel5; 

(g) because PHC is, by its very nature, community-based, the values, beliefs <L1d 
aspirations of the communities are of prime importance and should not be dismi;;sed as 
irrelevant. 

Since the proper understanding of these principles is fundnmental to appreciation of the 
necessity for, and the benefi.ts resulting from, PHC progre>lT':ITies, special attention should be 
paid to their presentation. The active cooperation of those who have already understood both 
the principles and the implications of the development of PHC in their own countries should be 
sought by the ~orld Health Organization in the dissemination of information and in the 
initiation of prograwnes. 

The following working definition of PHC programme1; can be drawn f:-om these principles: 

"A primary health care programme is an intimaldy linked group of activities, closely and 
effectively coordinated with the social, econo1n;c and related health services to help 
individuals, families and communities deal with the many-sided problems of living, in 
particular with health problems. The prograrrm1e is p.:trt of a responsible and accountable 
health. service system. It recognizes and gives form to the dynamic and reciprocal 
interaction necessary between healtlt and socioeconomic factor~; between the provider and 
the consumer, promoting personal and community responsibility and involver.1ent in their 
own health care. Primary health care stresses the importance of health promotion and 
development, increasing the capability of individuals~ families and communities to live 
a healthy life, without overemphasizing treatment of disease." 
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It must be emphasized that PHC programmes are not to be considered as designed solely to 
meet the needs of the disadvantaged or the poor, or solely those of rural communities, 
although the needs of these groups of people are undoubtedly urgent and must be considered to 
be of high priority. Neither are such programmes for developing countries only; the quality 
of life for some people in developed countries too can be inadequate or diminishing. PHC 
programmes are ,for everyone; loca 1 needs vary as do appropriate loca 1 11tratcgies, but the 
concept is a universal one and capable 9f application in all countries. · 

PHC programmes involve the mobilization of all resources available. to communities, either 
from within or from ourside. It is desirable that such programmes follow the basic 
philosophy of local initiation and participation. Such a basic philospphy can be equally as 
effective in meeting the problems of developed countries, such as those. caused by 
cardiovascular disease, alcoholism, occupational dissatisfaction, environmental pollution and 
lung cancer, as it can be in meeting those of developing countries. 

The responsibility of health professionals for the education of C01!1fllunities in P!!C 
concepts and in their local application should also be emphasized. 

It is essential for socioeconomic development programmes, which are an important concern 
of all countries, to be interlinked with PHC programmes. This is to the benefit of both as 
each has a considerable effect on the pther. There could be considerable disadvantage to the 
health status of the people if socioeconomic development programmes were to proceed without 
regard for their implications in community health. ' 

As far as implementation of PHC programm~s is concerned, seven critical issues can be 
identified: 

(1 ) rural and urban deve 1 opment 

(2) community involvement 

(3) intersectoral approach 

(4) manpower development 

(5) modification of present health care delivery systems 

(6) finandne 

(7) research and development 

No significance should be assigned to the order of these headings, since all the iccues 
mentioned are interdependent. 

Research in particular can be considered as either a separate operation in a speci Fe :1~1d 
well-defined project or as an integral part of a PHC programme in its devcdopment, im;,rovement 
and evaluation. It should also be emphasized that operations-based research in developmc~1t 
and evaluation is an integral part of all sectors involved in PHC progra~~es. 

3. ISSUES 

3.1 Rural and urban development 

The strategy of the first development decade was to promote economic growth, with tht:: 
expectation that social development would automatically follow. Emphasis was placed on the 
development of industrial growth areas, almost always in urban communities, with the hop~ that 
gains therefrom would inevitably flow to the rural areas, resulting in the upliftment of the 
latter. These expected social improvements did not occur. Instead, labour needed in th~ 
rural areas flowed to the urban areas markedly affecting the productivity of the former and 
creating slum problems in the latter. 
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The lesson has been learned and now as much emphasis is given to the necessary structural 
social changes as to economic groHth. Thus today, development means not only increased 
income level, but also improvements in the nature, availability and organization of food 
supplies, thf' availability and nature of employment, educational status, housing, recreation, 
etc. which in effect rdlect the quality of life. 

. ' ' 

Health programmes, be they in rural or urban areas, should be fully integrated with 
development programmes. In countries or areas of the Region, with a fe~o1 notable f'XCC'ptions, 
completely integrated systems are not evident. It was felt by the participants in the 
Regional Conference on Primary Health Care held in Manila in 1977 that corw.~unity-based health 
programmes would be the best method of meeting the need for integration. However, 
integration will not be effective unless problems specific to the countries or the region 
concernrd are identified and the available resources are quantified. In this rPR&rd, 
establishment of an adequate data base, including better indicators of health status and 
effective m~thods of monitoring changes in the community, is essential. 

When one thinks of equity or distributive justice, one usually thinks of extended 
benefits to rural areas, especially to the poor and underserved ones. While such a concern 
cannot be contested, it would be equally advisable to think al~o of underserved urban areas. 
The problems of the population in such areas are as acute as those of the rural population, 
The problems are more acute in new urban areas where there ir. very little self-awareness in 
the community because the inhabitants are newly arrived from rut·al or other urban areas, with 
a concomitant brPakdown in traditional cultural patterns. A feeling of isolat~on, fpar for 
the future, insecurity as a consequence of being distant from near relatives and long-time 
friend&, all prevail. 

PHC is indeed needed in both rural and urban areas. ThPy each have their own special 
problems and conditions requiring different approaches, in contrast to the position in the 
past when national planners recommended standards for national application which, though very 
convenient and enabling deadlines to be met, unfortunately did not allow for local 
differences. In most instances, the recommended st.1ndards were said to be either the mit:irntll'll 
or the most highly desirable standards for the nntion, to be achieved by the last year of the 
plan. It was said tbat local priorities would also be consiJercd and that n gre<Jt dq;.-ec of 
flexibility in adjusting to changes in the situation would be observed. This approach is no 
doubt very good if the standards are well studied and not borrow~d and appli~d without 
adjustment to suit the situation, if attention is given to the present and not just to the 
future, if local priorities are really clearly identified and considered, and if flexibility 
is reasonably exercised. 

PHC programmes try to fill the vacuum indica.ted by these big "ifs" in the field of 
health. They do not replace national health planning or country health programming, bu~ 
rather attempt to strengthen and give due importance to participation of the community and 
local levels of administration in making decisions and can·ying them out. By concentrating 
efforts on underserved areas, they support national efforts in ~rriving at an equita~l~ 
distribution of the benefits of development. 

3.2 Co~~ni!J. involvement 

Commurdty-based development is a vital aspect of a PHC programme and t"":-ti.s fact nf'eds 
constant emphasis. A programme cannot succeed without the a::tiv<: ).nvolvement of cowmunity 
leaders and leaders of professional and other organizations, as well as enthusiastic 
individual~. Such involvement should occur at the earliest stage in the development of 
a programme. The beliefs and value systems of communities at1d groups involved should not bee 
set aside as of little or no importance, but should be carefully identified as either enabl1r1g 
or constraining factors. 
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Because of the importance of community involvement, well-formulated programmes, aimed at 
educating the community a.nd at understanding the dynamic interactions of community life for 
the purpose of increasing community participation, must be encour-aged. It is insistence on 
the development of the community's ability to identify its proble:.1s and t~1eir c.:wses, to rn<1ke 
decisions in solving those problems, and in implementing such decisions in partnership with 
different' levels' of government and providers of services, which distinguishes PHC from other 
progr.r.,mmes. This concept has far-reaching implications in the training of professioPal 
health manpower, in the role of the health care delivery system, and in the decision-making 
process at various levels of government, especially the national or central 1 evel. 

A viable local community organization ~1ith full individual participation appears to be 
a major key to success in health. This is so because health is a local phenomenon. But 
this means that a national decision is required to make people largely responsible for their 
own health. It means that health decisions are to be made by the people therasclvcs or by 
society as a \·1hole and not by interested professional groups and administrators ~~ho think they 
know best. It is therefore natural to expect that present wielders of authority will be 
reluctant to yield a great part of their traditionally acquired prerogative. It will al~o b2 
necessary to redefine what decisions can be made at different lcvels of governr.wnt and to 
develop a mechanism to resolve issues arising when a local priority or form of <Jction differs 
significantly from national policy or the views of the experts in the capital city. The 
usual and convenient "top-to-bottom" approach in planning for health services would thus be' 
modified considerably. 

Hhile it may be said that very few countries nr areas in the Western Pacific Region ;ne 
ready for such sharp departures from tradition, it is not expected that such chAnges will t~ke 

place over a short period of time. RatheJ:, PHC programmes will develop throu~h an 
evolutionary approach, since PHC is initiated and continued in accordance with the social 
structure of a cormutmity and with its programme of socioeconomic development. 

With a few notable exceptions, there is inadequRte experience in the Region in involv:; r:g 
local communities in decision-making. There is a need t:o conduct ~tudies' in diffen~nt 
situations to help establish appropriate methods for doing so. Such methods to be accepted 
and effective, should consider the social and cultural resources and the adminjstrati~e 
structure of the country or area involved. 

It is essential that Pl!C be a coordinated activity, with all the se,;:tors re1ev.:mt. to t'~k 

health problem being considered. This approach must be di.stineuished from the 
"multi-sectoral" approach usually observed, which means that nany sectors are Lrying to 
achieve the sarae thing but without necess;::rily relating to each othe!- effective::ly, resultir-:; 
in confusion and dissipation of energy and s~ant resources. 

It is tempting, eithe1· for valid or cosmetic reasons, to l>ring in as many sectors as 
possible to par-ticipate in PHC progrannnes. The big challf'np• to leaders in P>!C is to be -J;>lt! 

to identify and involve only those sectors relevant to the particular programr.1e, and at the. 
same time sustain the interest of others by informing them about it. 

The desirability of employing an intersectoral approach cannot be over-emphasized, 
considering that health problems are not solved nccess;;rily by m~thods formul<~tcd .1nd 
implemented solely by the health sector. This is so because the primary c<.tusP.s of ill-h''··itll 
and misery are based upon such things as poverty, incufficient or inproper food, lack or 
contamination of water, human and other pollution, lack of education, or physical or soci?.l 
isolation. ~1otivation for action to attack these factors is not primarily for health r<o<;soos 

and would come from different sectors, including the health £ector. 
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It is therefore a challenge that the health iector should be able to see the various 
ramifications of this intricate interrelation&hip and be guided by them in formulating and 
implementing measures to attain its goal. Unfortunately, in most countries or areas, this 
has not been the attitude in the past. Instead, the health s~ctor, for reasons of 
convenience, political weakness, helplessness against traditional rigid institutional 
practices, or a sense.of inadequac~ in relation to the magnitude of the task, has allowed its 
accepted responsiMlities to become contracted. It must no·11 expand this responsibility if it 
Js to attain the goal of "health for all by the year '2000". This does not mean that it must 
build an empire. It must carry the message to other sectors and take the leadership in 
engaging them in fruitful dialogue and mutually advantageous arrangements so that, in 
partnership with each other, they may better serve the population. This has to be, for each 
~ector has actually only two important obligations, namely that of discharging the techttical 
functions which distinguish it from other sectors, and that of assisting and collaborating 
with-other sectors. 

~~ile it is easy to advocate an intersectoral approach it is by no means so easy to bring 
it into effect. Before the health sector can convince others, it needs first to set its 0~1 
house in order. A review of its policies, organization, and other aspects of its structure 
and functioning may be necessary. Problems connected with intcrsectoral coordination arc 
tremendous, including the uncontrolled or undesirable proliferation of health organizations 
and projects, the latter sometimes stimulated from the outside. 

Previous unpleasant experiencP.s are remembered for a lone tiP.1e. Such mRy CRUS(' other 
sectors to be susp1C1ous. In addition, some insti.tutions have in the past misinterpreted 
their own functions. This is well exemplified in some countries by the attitude of services 
such as budget, audit, legal, public services, f;'tc. in "policing" instead of "assisting" 
others. Thus one can see constraints in the development of effective P!IC programmes caused 
by Lraditiorwl public service regulations, institutional inertia, indifferu1ce or Lostility, 
or a budgetary process which requires immediate results or effects from funds spent on 
programmes which are necessarily long term. 

Problems and confusion would be inevita!:>le if P!IC became merely a matter of central or 
state government policy. The prograrr • .,e has to be con:r:1unity based. And it t.!Ould be helpful 
if it were not regarded as an entirely new one. Some couiltric;; already have an effective 
intersectoral approach and a firm base of cormnunity involvement. In others, such concept:> 
~nd strategies are developing. Each country or area in the Region has much to learn from the 
others, as a form of technical cooperation among developing and d~veloped countries. For 
this reason, high priority needs to be given to finding more effective methods of 
i:lisseminating information and to mutual reinforcewent and stit:tulation. COLtntries can learn 
how others have attempted or succeeded in establishing effective internal, vertical and 
horizontal linkages, the problems they encountered in the process, and the mistakes they made. 

A PHC programme would 1·equire a change in the role of exi~ting health staff, and the 
development of non-professional health workers who would be available within the community. 
The health staff would have to understand the concept of PHC, be trained in community 
organization and approaches, be made conscious of the need to recognlze opportunities for 
rdopting, developing, or introducing technology appropriate to the community, and would have 
to be properly motivated. But above all, they would have to be available. Herein lies the 
fey to the inadequacy of the present system of health care delivery which points to the need 
for a good'health manpower development programme. 

It is common to see the aggregation of a large number of physicians in urb.:;.n areas, and 
very few or none at all in remote rural areas. This is an observation which has been made in 
~iffcrent parts of the world, and it does not need an expert to make it. Some leaders, who 
have not really worked in rural comm1mities, have made eloquent speeches extolling the doctors 
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to go to the rural areas. Various meas~res have been tried by most governments, ranging from 
incentives to compulsion; but all have had very littlf' effect as evidenced by the number of 
vacant rural health officer posts. While everybody is in agreement that the problem is re:d, 
acute, and needs to be solved, the proposed solutiona have been confined within the safety of 
the framework of traditional institutional practices. 

ln order to' make the necessary professional services available in rural areas, and in 
order that t~ey may function effectively in initiating PHC and supporting the C03aunity in 
that programme, revision of educational approaches and curricula m:1y have to be carried out. 
Likewise, the functions of staff in health teams will need to be re-examined, redistributing 
functions if it appears to be necessary. A drarnatic change in functions would be to assign 
diagnostic and therapeutic responsibilities, long considered the exclusive domain of the 
physician, to staff below that professional level. On the other hand, physicians ~ould be 
expected to fulfil their role in the strengthening of the provision of health sez·vices to all 
groups by giving technical support and supervision to the staff undertaking new 
responsibilities. The other striking change will be a redirection of the health workers' 
concern to community develop-raent including health, rather than to health devclopm{'nt aloll<'• 

When people talk of PHG, non-professional and community health t;;orkers almost U!":avoid;:;t.1y 
come to mind. However, one must not regard the development of such a worker as an ess•:nt ia i 
first step in PHC. The first step should be to organize local communities into setting u;.> 
their own development programmes. From these programmes, it will then be possible to 
identify the tasks on the basis of which curricula and training programmes for the requirr~d 
cateeorics.of community health worker can be derived. Because !1ealth, or health-related 
problems, may differ from one comrr.unity to another, and because eener.:1l conditions, includin~ 

work patterns and accessibility to higher levels of care or sout"ces of dru;:;s, also vary, thr, 
training method and the content of training may also vary. In countries where conrlitions er~ 

heterogeneous, development of a national standard approach and curricul11m should only be 
a starting point; PHC inltiators/trainers must be allowed to be completely flexible in 
modifying such .approaches and the content of curricula, Likewise, manuals d~:veloped by 
experts or workers from one country, may not necessarily in toto be appli.calJle to the 
situation in other countries. They are useful, however,i·;;--;;;:·ving a~ exalllples and stc:nin:~ 
points for those developing PHC programmes. 

PHC should utilize all manpower services. Government, voluntary and cl.aritable 
agencies 1 local community groups and traditional providers of care could a 11 providr~ the 
necessary personnel to supplement the efforts of the local cormnunity. ln some countries. 
\o.'ell··developed voluntary agencies exist, which already provide much PHC. These IJgencies a1·p 

often free from the restrictive regulations met within government public service systems but 
coordination and cooperation with other bodies arc often deficient. 

Oversupply of some grades of health staff could seriously affect PHC prozre.n:mes by 
diverting resources into other areas. In this connexi<"m, a methodology for marop0wer plam.i.ns 
studies should be developed and national administrators should be encouraged to pay due 
attention to such studies. 

Most international, multilateral, or bilateral agencies and donors are far :1dvanced in 
their administrati\·e practices. A few require their own administrative practices and 
standards to be the ones followed by recipient countries, which may not be ready for such 
systems but feel compelled to accept them in the belief that refusal may mean withdrawal 0f 
the preferred assistance. This factor is very important to consider when assistance is to t.-:-
provided in the development of PHC. Many agencies equate the development of l'HC with th<; 
developn.ent of au xi 1 iary health workers. Assistance, for example, may be given on the 
premise of a certain quantified target for the number of auxiliary health workers to be 
trained within a period of three to four years. As a result, efforts and resources will b~ 
devoted to the achievement of that target, leaving very little time and few resources for th~ 

essential work of educating, organizing and !llobilizing the cormnunity. 
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The problems of. communities change, and with those changes come changes in its needs in 
terms of manpower. Consequently, it is necess·.:.try to develop effective and continuous 
monitoring of changes with a view to. adjusting training programmes to be more responsive to 
them. 

3.5 Modificatio~ of present health care delivery systems 

While it may be pointed out that present health care delivery systems have contributed 
significantly in improving the health conditions in countries or areas of the Region, much 
still remains to be done. In developing countries, the issue is still coverage in the face 
of limited resources, while in developed ones it is containment of the rising costs of health 
care. 

Many current methods of providing health care are expensive, resulting in coverage of 
only a small segment of the population. Many leaders are still preoccupied with the 
development of medical centres because they are visible monuments to achievement and are 
thought to add to the prestige of the country. While such reasons may be tolerated with soMe 
reservation such preoccupations' must be viewed in the context of the more urgent and larger 
needs of the underserved population which has to compete with other objectives in the 
allocation of limited funds. 

Resistance to institutional change is natural. Many leaders have tried to carry out 
changes but have been frustrated by the many restrictions within and outside the system. 
Such restrictions are firmly entrenched to protect the system so that it can function more 
effectively and efficiently. Unfortunately, the effect has been the reverse. For instance, 
legal restraints which delineate the responsibilities of various types of health worker have 
prevented them and others from using certain techniques or methods for the delivery of care. 

Change is inherent in PUC, for PHC does not simply mean extension of the terminal part of 
the system to the community, as in extending an electrical outlet. Rather it can be compared 
to the grafting of an essential organ into the human body, after which the implanted organ 
becomes an integral part of the whole. 

The process has to begin by bringing about a change in the attitude of consumers and 
providers of health services from preoccupation with disease to interest in carrying out 
activities designed to achieve health; from the paternalistic attitude of "you as\< and 
I give", to <1 cooperative effort by consumers and providers to do things together; and from 
the favourite activity of some medical groups which is to conduct one-day medical safaris, or 
so-called outreach missions, to the rural and urban poor, to something more regular, sustained 
and community-based. Evolutionary change through mutual cooperation and consultatioH would 
probably be the most effective approach. The health service system would have to involve 
itself more and more in community affairs and dis·cussions, and exercise to a greAter extent 
its motivating and mobilizing role. With changes in concepts and approaches will come 
necessary adjustments/modifications in the following: 

(a) technology, because it may be inapproptiate and expensive; 

(b) manpower, which may be inadequate in number and needed skills, inefficient, 
maldistributed, or lacking in motivation; 

(c) facilities, which may be insufficient, inadequately supported, poorly located, 
or of unsuitable size and architectural design; 

(d) procedures, \·lhich may be cumbersome and time consuming, rigid and difficult; 

(e) organization and policy, which may be outdated, conflicting, or unresponsive; 
and 

(f) means of financing. 
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Finally, while it is customary to address the system as a whole in discussing issues, the 
roles of key actors in the system, especially the professionals, should not be forgotten. 
Obviously, from what has been discussed in past conferences in the Region, there is a need to 
continue and sustain promotional efforts towards their acceptance and support of PHC. 

3.6 Financing 

The financing of PHC programmes could come from a variety of agencies. Local 
communities, regional and national government sources, international agencies and aid 
programmes all have a part to play and are actually active in many countries or areas in the 
Region. Local communities should, if possible, always contribute in some way to the PHC 
programme. This would emphasize that the programme is their programme and not one imposed on 
them. However, the inability to contribute should never become a barrier to the provision or 
utilization of a PIIC programme. Although financing is primarily considered in monetary 
terms, local contributi.on in the fonn of labour, materials, food and accommodation, or 
assistance with transport should also be explored. Since the inhabitants of underserved 
areas usually have little money, contributions of this sort may be the more appropriate m0dc 

of support for some communit1es. 

When 
Volunt<~ry 

agencies, 
explored. 

talking of financing PHC progrannnes, various alternatives may be con~idercd. 
efforts, the establishment of cooperatives, contributions from other than health 
community fund raising, part-time work, use of herbal medicines, etc. may be 

These might be subjects to be studied in research and development project!>. 

3.7 Research and development 

Many things vital to the success of PI!C remain to be studied. The situC~tion is 
peculiar, in the sense that in order to learn more about its development, ti-.e program;,,e must 
actually be developed and implemented in order to learn by experience. For this reason, O<ie 

should not talk of pure research or pure development in FHC. They are inseparable and are 
integral parts of the programme. 

The intimate interrelationship of research, development and implementation must be El·>'lt> 

clear to all assisting agencies to avoid any future misunderstandings. Sone agencies pro~ide 
funds for research alone, while some provide assistance for training and development. 
Naturally, the agencies want reports on how funds they provide are used. It is nlso natur&l 
to expect that those working in a project find it extremely difficult to idenlify ~:!tiel. 
activities belong to research and which to development. This accountir.g problem can amount 
to a virtual "splitting of hairs", and could impede requests for further assistance. 

The methodology for research and development in PUC remains to be developed, in spite of 
the fact that it is in existence in one form or another in many countries or aceas of the 
Region. Highly sophisticated methods of data collection and processing, used for other 
aspects in the health field, may not be applicable to a programme such as PHC. Such methods 
may not be either applicable to or possible to use ir. a progra11une such as PHC. 

The differences existing among corr~unities, c~pecially in their social organization, 
systems of value, and other life-style factors, make it necessary that approaches or methods 
of research and development include strong sociological and behavioural elements. This, plu~ 
the fact that PHC must involve all sectors relevant to the status of health, implies that 
research methods should not be developed exclusively by the health sector, but by other 
rele~ant sectors as well. In this connexion, it is important to note that coordinated 
interdisciplinary resenrch is not well developed in many countries of the Region. With 
regard to the differences among communities, it may very well mean that various methods may 
have to be developed and tested in a number of places within a country. 
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4. CONCLUSIONS 

Approaches and perspective~ 

All countries or areas in the Region are deeply concerned with improving the quality of 
life of their people.' In spite of ·the sincere efforts of national leaders, administrators, 
and technocrats, there exists a wide gap between what is desired and planned and the measures 
effectively implemented. The present system of health care delivery in most countries 
·remains inadequate for improvement of the health of the people and does not satisfy their 
rising expectations. The cost of health care continues to rise and decisions remain largely 
'in the hands of a few, with minimal and passive involvement of the community. 

Faced with the situation described above, all health sectors are challenged to rethink 
'their approach to health care of the community if it is to be socially relevant. Realization 
that health results from the interaction of so many factors, most of which are beyond the 
present area of concern of the health sector, demands that its responsibilities be broadened 
considerably and an intersectoral approach to the solution of social problems, including 
~ealth, be considered. The people, on the other hand, need to be reminded that, as with any 
other basic human right, the right to health requires a corresponding duty and responsibility 
on their part. In partnership with the health sector, they should and must actively 
participate in identifying problems and formulating and implementing solutions. To 
reorientate community health care with such views in mind will necessitate major changes, 
'developments and studies. 

Rural and urban development 

Studies should be made on the interrelationship of the many factors involved in community 
health and socioeconomic developr.1ent, in particular the social org;mization, systems of value 
and the beliefs of different comrr.unities. 

Cost--benefit studies should be initiated into alternative programmes, but in· their 
interpretation those factors 1-1hich cannot be quantified in terms of cost or benefit should be 
considered. 

The special problems of new urban areas, arising from the rural-urban movement of 
populations, should be studied. 

As both community health and socioeconomic development are dynamic processes, the 
identification of changing needs presents special problems and improved methodologies need to 
be developed adequately to quantify these changes. 

Community involvement 

As the active involvement of community leaders and leaders of professional and other 
organizations is essential to the proper development of PHC programmes, such involvement must 
occur at the earliest stage in the development of a programme. 

The considerable differences between and within countries neces~itate an evolutionary 
approach to the development of PHC, relevant to the social structure of the various 
communities. 

Experience of local cor.tr.1\lnity involvement in decision-making is inadeqG.--~c. Studies 
should be established in different situations to clarify appropriate methodology. 
Recognition of the social component of such involvement is essential. 



Annex 3-13 

- 83 ·- ICPHC/ Al.A/7 8. 9 

Intersectoral approach 

Recognition of the necessity for a multisectoral approach to PHC is not enough. The· 
approach has to be coordinated and, as in any field of endeavour having many partic~pants, it 
is a challenge to the maturity of leaders that attainment of the goals of the programmr. should 
be the primary concern. Antagonism and indifference created by previous experiences have to 
be forgotten for• the corrnnon good. A mechanism to promote intersectoral coordination at all 
levels should be developed and be made a part of national and local development strategy. 
The leaders of PHC need to identify and to involve only those sectors relevant to the 
particular programme being developed, in order to avoid confusion and dissipation of energy; 
although at the same time the interest of other sectors should be sustained by informing then 
about the programme. Leaders should set the example. The health sector must address tt:self 
continuously to problems of coordination if it is to take the lead in the promotion of 
intersectornl participation. 

Th~ effective dissemina~ion of information between different sectors and between 
different countries is an important role of the World Health Organization. 

The special problems of the Western Pacific Region, where many countries and areas are 
small and widely dispersed, should be met by suitable approaches. 

~anpow~! development 

Special studies should be made to facilitate cooperation between government, voluntary 
and charitable agencies, local community groups and tr<!ditional providers of care in supplyinr; 
adequate numbers and categories of personn~l required for PHC programmes. 

It is btportant that all sources of manpower be d1·avm upon for PHC pro~,ro:J•racs and 
alternative strategic&, appropriate to different situations, should be developed. 

The development o£ m<:mpower planning methorlologies should be encouraged to avoid 
imbalance between the number of different categories of staff involved in Pl!C. 

The development of co:1tinuing education and retraining programmes shoulc1 be stressed. 

Demonstration of 
short-term budgeting. 
to permit longer term 

cost-effectiveness in PHC programmes could be impeded by insistence on 
Governments should be e.ncouraged to modify their !:iudgeting proce-:kr<-,, 

financing of defined demonstration projects. 

Local communities should contribute to their Pl!C programmes to emphasize that they are 
their own programmes and have not been impos€d upon them. Such contributions need not ::1lway:. 
be financial; contributions in the form of labour, matc1·ials 1 food and accornutodation, ar.d in 
other ways, could be mo1·e appropriate in some situations. 

Modification of present health care delivc_.EX_systcms 

PHC progra1r.:nes are as relevant to urban as to rural problems. 

Modification of present health care delivery systems towards a PHC concept should be 
carried out through a process of evolution. 

Cooperution between consumers and providers of health care is an important requircme:-~t 
for the effective development of progt·amm~s. 
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·~egal restraints, which delineate the responsibilities of various categories of health 
worker too rigidly and which might restrict the development of PHC programmes, should be the 
subject of careful study. 

The development of alternative strategies in the use of personnel, dr11gs and techniques 
should be encouraged, with particular effort being made to restrict the increasing cost of 
medical and health cate. 

/ 

Efforts must be made to change the attitude of members of the community from 
a preoccupation with disease to an appreciation of PHC concepts. The efforts of health 
prof~~sionals, especially health educators, are vital in this regard. 

Research and development 

Research and development is a.n integral part of PHC programmes and should he in 
a programme plan from its inception. 

Collaborative studies sho~ld be initiated into the methodology applicable to research and 
development in the field of PHC. Such methodology should not be too sophisticated hut should 
be .applicable to community-based programmes with the involvement of the community in the 
collection of data and the subsequent utilization of the information obtained. 

Coordinated interdisciplinary research should be developed and should include all sectors 
relevant to the health status of the people. As life-style factors play such an important 
role there must be a strong sociological and behavioural element in such research. 

The methodology of the collection, analysis and presentation of data, utilizing the 
traditional indices of morbidity <md mortality, should he improved and made more relevnnt to 
PHC needs. In addition, the development of new indices should 'Jc sought. 

+ + + 



MEMBERSHIP 

- 85 

WESTERN PACIFIC RFJiTON 
STA!o'F DEVELO!lofENT AND TRAINING PROORAMME 

1CJ78-1983 

REPORT OF WORKTNG oROtW 
1 June l<J7B 

The list of members is given in Annex I. 

~MS OF RF.FERENCR OF THE WORKTNG GROUP 

Annex 4-1 

To formulate a Regional Staff ])evelopment and Training programme 
coveri.ng the period 1978-1983, to include both Professional and nen«>r:1l 
Service staff members. 

The programme to be designed to· 

support the programme objectives of the Organization 

support the development and implementation of programmes 
affecting organizational changes, e.g. ISP, MTP, and 
Programme Evaluation. 

enable staff to effectively plan, implement and evaluate 
WHO collaborative programmes at all levels. 

support staff in adapting to their roles and functions and 
to administrative procedures of the Organization. 

monitor changes in the Organization and in Member CmmtrJ es 
likely to affect WHO Staff programmes and activities and 
requiring staff development and training support. 

provide for national participation in appropriate &ld 
relevant training activities. 

GENERAL APPROACH AND PROCEDURES 

The Working Group approached its task by viewing staff development 
and training as a function which contributes to the development of 
necessary human resources and which faci 11 tates changes in the organ i za
tion to increase 1 ts effect! veness. 'l'hus, the group proceeded with the 
notion that developmental needs can he considered only in the context of 
the Organization's changing role and strategy. As an initial task, 
therefore, one component of the Working Group made an analysis or rP.cfmt 
policy statements and official programme documents to clarify the d1 rPc
tion, content, and nature of the Organization's work i.n the future. 
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Resides exRmining changer; in role and strategy to whtch the 

Or~an1zal1~n expected t.o respond, the group considered that the 
perceptions of staff regarding existing practices are important. 
A tuestionnaire was therefore designed to el icl t responses on speci flc 
is·mes. The individual repli.es to the questionaire were handled con
fidentially and tabula ted by resources outs I de the Organ! ZA t1 on. 
ThP. analysis of the questionnaire was conducted by a second component 
of the Working Group. 'l'he findings were used to define perct"ptions 
of the existing situation. 

With the arrival of the two consultants the Working nroup proceeded 
to synthesize the separate findings of the sub-groups, and to establish 
a ~onceptual framework for the development of a Regional staff develop
ment and training programme. 

Tts starting point was to review the central thrust of emerging 
Wl!O endeavours as set forth in recent presentations of WHO leaders, 
particularly Dr Mahler and Dr Dy.l Subsequently, the Committee con
sidered the implications of what appear to be the new directions for 
the structures, processes, and capacities of the Regional Organizatior •. 
Given !!lome of the changes which may be necessary in the Organh:ation 
tc pursue the new directions. it became possible to define at least 
some of the more important staff development and training requ1cements. 

This report summarizes the results of the Group study. Tt is 
intended to provide the framework for a continuing examination by 
staff throughout the Regional Organization of the many issues which 
were encountered. It should be noted, further, that no detailed staff 
development and training programme is suggested in this report and the 
terms of reference have therefore not been fulfilled in this regard. 
It quickly became obvioUI!I during the Group's study that development and 
training activities are valid only to the extent that they contribute 
to increasing the effectiveneeB of the Organization and its staff. 
Their specification should therefore be based on a clear sense of direc
tion for future developmental efforts, to which it is hoped this report 
contributes. 

A CHANGING STRATEGY 

During most of the first 30 years of WHO's life the developing 
nAtione lacked technical resources for health, a gap which has been 
at least partly fil]ed by WHO in its programme. The Organization has 
8Pen itself as providing assistance and expertise to those countries 
lncking adequate technical resources. 

1:-lee address of Dr H. Mahler, 31st World Health Assembly, Press 
RPlease WHA !'=i 9 May 1978 and the Report of the Regional Director, 
WPRO to be presented at the Intemationa 1 Conference on PrirMry 
Health Care, Alma Ata, USSR, 6 to 12 September 1978. 
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Tn rK•re rPcent yP.ars the technical (>ar'lcJLies of ~AP.mher :·.tatef; 
hl!1e genPra11y improved to a marked degrP.e. Also, the interr\l'ltional 
c: tr!U\te has, cl-v\nged. Colncirient with thP N~w TntP.rnattonal r:ronomic 
Or ier is the demand by developing countrleR that thE>y be t.re:ltf~d As 

eq Jals. 'T'his is emphaslzed ln Dr Mahler's address to the '·1Ft Wor1rl. 
!lf'1lth A~.f>embly in which he notes "the NP.w TnternAttonal Economic 
01 ier ha:. brought the 'T'hlrd World togethP.r ln unprecedented (!OhP.s1on ... 
(cllling fori the replacement of supranational technical ass1stance 
by international technical cooperation." 

A second fundamental sh1 ft in strategy involves Primary Health 
Cn re as articulated in Dr Dy 's forthcoming report. raven the l1m1 ted 
rf'o:;ources available for he{llth, all nations, includfnp; the richer 
developed ones, have increasingly realized that they cannot afford 
to rely only on highly trained medical personnel but must and can 
utilize community paraprofessional resources. Primary Health Care is 
therefore becoming a core component of WHO's strategy for improving 
tte health status of Member States, rich and poor alike. 

A third basic shift occurring during recent years is ln the 
r~definition of health and the scope of WHO's concerns placing 
errphasis on the quality of life as opposed to the absence of disease. 
Fcundations of ill health are seen to be associated with the social, 
economic and environmental situations which impact on the health of 
al 1 peoples. 

These strategies are interwoven and interdependent. ITimary Health 
CP re is a process for engaging national and commtmi ty resources in an 
intersectoral approach to improving the health status of the community. 
tfi:o's achievement will, to a significant extent, depend on how well it 
can contribute to the Member States' implementation of Primary Health 
Cere. 

To the Working Group, there seems to be an important parallel 
between the PHC strategy and the emerging WHO strategy as propounded 
by Dr Mahler. The Group has summarized in Pigure l what appear as thP 
key features of each strategy. Conclusion: the major elements of WH'·'s 
strategy are similar to those pursued by a national government to effPct 
PPC, thoup;h the level of functioning differs. If this conclusion is 
valid it has far reaching significance, not least of which is that WH0 
should be demanding of ourselves the same as is being expected of 
Member States. Furthermore, to the extent that we can understand and 
tackle the implications of the WHO strategy, we shall be able to under·
stand and help Member States confront the problems of establishing or 
strengthening Primary Health Care. 

One furthel' parallel that the nroup wishes to note is that. Primary 
Health CAre and the WHO strategy are both essentially processeA; they 
are not programs. Primary Health Care provides an integrating approa(' h 
to the programs, projects, and activities which give it life. Simila.t·1y, 
tr~ WHO strategy must ultimately be translated into integrated prognms, 
projects, and activities. 
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TMf'Ll CA'I'H1NS 

The ~;roup has attempted to ident1 fy the implications of the WHO 
strategy in terms of the structures, processes, and capnci ties neces: •n · 
to support it. In a way, therefore, a blueprint or model has been 
shaped which depicts how our organization might look and functton snr e 
years hence. 

This model has its shortcomings. It representR a? ideal ani onr 
might argue that this is unrealistic, but 1 t does offer a target anc: 
establishes a sense of direction. Also, the model is no doubt lncom1 1£ · 11. 

But it does provide a starting point and suggests the kinds of ind1vi1u •I 

and organizational capacities that will have to be developed to he 

effective. 

The model was developed through examination of each element of 
the WHO strategy listed in Figure 1. No priorities were establi~hed. 
No significance should be attached to the sequence of presentation. 
(For ease of reference item numbers in Figure 1 have been placed in 
parentheses for each heading below.) There is overlap, necessarily ~o 
because of the interconnectedness of the various elements of the etrPtf>..z:J. 

In most instances only a brief descriptive phrase is presented. 
Occasionally, further explanation is provided. Practically all itemr 
were the subject of extended discussion to achieve Group tmderstA.ndira; 
and agreement and the Group is concerned that their presentation in 
this somewhat abbreviated form may result in some misunderstandings fr 
misinterpretations. It is therefore hoped that clarification will b~ 
possible through further discussion between the Group and other intere5t.P.d 
members of the Organization. 

It is Pertinent to mention that this model does not necessarily 
imply the absence of the stated qualities in the present Regional 
Organization, although in a subsequent section of this report some o1 
the more significant areas for improvement are suggested. This model 
is intended to provide a standard against which present practices cnn 
be examined in order to determine what changes should be made to faci
litate implementation of the emerging WHO strategy. 

Tmp1lcat1ons of the Tntersectora1 Approach for the Hegional Organlza1 t2! 
( 1 tem '3) 

L Need communications across prop;ram areas. 

::->. Need openness between individuals and organizational units br~.sed 
on mutual trust and a willingness to take risk. 

~- Need a shared ownership of organlzational obJecttves and strnteg1 ~s 
across program areas. 

4. ~taff should be team-oriented and team-cormnitted. 

nrganlzational members need eqWt1 opportunity to 1nf1uence dfc:l~l •n 
ac~oss program areas. 

6. A system is needed which recognizes and rewards collaboratior. ac: •::o 

program areas. 
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Figure 1 
PHC and WHO Strategies Compared 

Member States PHC Strategy 

Reliance is placed on local, i.e. 
community, initiative, commitment, 
and resources. 

National gover~~ent permits/promotes 
adaptation to suit local situation. 

In~ersectoral apnroach is ~undamental. 

National government builds local capacities 
to plan and implement PHC. 

National government and each local unit 
together monitor the results achieved. 

National government offers limited resources 
to a local unit. 
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WHO Strategy to Promote Health 
Status in Member States 

Reliance is placed on national 
initiative, commitment, and 
resources. 

WHO oermits lrromotes adaptation of 
objectives, priorities, and programs 
to suit national situation. 

~ntersectcral approacr. is funda~enta~. 

WHO builds national capa~ities to plan 
and implement health p~ograms. 

WHO and national together monito~ 
the results achieved. 

WHO c:'fer::. limited :reso'.l!"ces tJ' .. e::-:.-er 
States. 
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Tmp11cat1ons of Regional Responsiveness to the r~emLer C01mtry 
Situation (items 1 and ~) 

1. TherP needs to be a WHO framework to KUide Regtona l Office and 
field staff actions-- explicit objectives, strategy, and 
polir.ies; defined team or individual roles, respons1b11it1.es, 
and accountability -- which perm!ln respons1 veness in appl 1 caU m 
based on the exercise of educated Judgment. 

?. A shared understanding of the rationale and application of this 
framework 1s necessary to permit exercise of the educated Judgment. 

5. All staff needs exposure to national situations (although not 
necessarily through direct experience). 

4. DeleP;ation of authority to the field l.Jy the Hegional Office, 
combtned with commitment of resources, is necessary and this m,,;t. 
rest upon the Regional Office's trust of the field based upon 
commitments to objectives undertaken by the field. 

5. There should be two-way influence vertically which reflect<. a 
mutual understanding of each other's operating practices and 
problems on the part of Regional Office staff and field stn ff. 

6. Evaluation criteria need to be responsive to changing situatior 1. 

7. Appropriate management information systems are necessary. 

8. Regional Office and field personnel need 

(a) managerial competence in addition to technical compe enc• 

(b) capacity to be influential interpersonally. 

Explanatory Note: A responsive organization 
demands a high level of managerial and inter
personal competence to maintain the order necessa v 
in a large and dispersed organization and still 
allow the necessary freedom and flexibility. Fte d 
staff have to be able to work collaborat1vely wit' 
naticnal counterparts; they have to be able to pl 1r,, 
solve problems, and make decisions, based on dele. 
gated authority and agreed limits. They also hav • 
to be able to interact effectively with Regional 
Office staff. 81mi1Arly, Regional Office staff 
have responsibility for overall allocat1.on of 
resources, and for maintaining control over their 
use without impeding field lnitlative. 
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Implications of WHO Building National Capaci t 1 es to Plan and Tmpl en1e~~ 
i.e. Manap:e, Integrated Programs to Improve Health 8tatus (item h) 

1. Regional staff needs individual skills including: 

Planning 

Problem-solving and decision-making 

Interpersonal 

Organizational and Social Change 

Poll tical acumen 
Networking skill within the Member States 

between Member States 

Monitoring the environment. 

Explanatory Note: The WHO strategy relies 
on actions taken at the Member State level. 
States with which this region works generally 
have highly centralized administrations and are 
short of management talent. The PHC strategy 
espoused by WHO calls for decentralization, 
intersectoral planning through CHP, etc. The 
WHO strategy therefore requires the development 
of national managerial capacities and, more 
generally, the building of institutional capaci
ties. WHO personnel cannot be effective in this 
endeavour unless they themselves possess these 
skills. 

Beyond that, a most important attribute of 
WHO field personnel will be their capacity to 
act as catalytic agents of change, a quality 
emphasized by I~ Mahler in numerous speeches 
during recent years. This capaclty is referred 
to as involving a combination of polit1.cal acumen 
and networking skill. This can be defined as 
the ability to mobilize and energize the resources 
of others to engage them in endeavours to achieve 
shared objectives. 1hus, by itself WHO can achieve 
l1 ttle 1 f anything in program implementation. 
It can be successful only to the extent that it can 
engage diverse resources of a Member State in 
endeavours designed to achieve objectives :Important 
to it. 
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2. Regional Office and field staff also need the capacity to train 
and develop managers in the ~1ember ~1tates and to he1 p national~". 
train ,and develop their own people. 

Implications of Resource Limitations (item 6) 

(Resources include manpower, supplies, equipment, 
support for training and educational development, 
and information.) 

1. There should be planning to establish Regional Organization's 
objectives and priorities (to facilitate suitable allocation 
of resources) and to allow for uncertainties (and thereby 
obtain some flexibility of allocation). 

2. Regional Organization needs the capacity to influence the 
objectives, strategies and priorities of 

(a) Member States 
(b) Other international organizations, bilateral donors, 

and NGO's. 

3. The Regimal Organization needs the capacity to mobilize ~nd 
draw on the resources of (a) and (b) above. 

4. The Regional Organization needs the capacity to recognize and 
integrate the socio-economic, technical, and political demands 
for resources in a way that fulfills WI~ objectives and obliga
tions. 

Explanatory Note: Items 2 through 4 above 
are intended to convey that the Organization 
should no longer employ the somewhat paternalistic 
appt•oaoh of the past connoted by the term "provision 
of assistance" nor should it be subject merely to 
the whims of Member States nor simply wait to react 
to their initiatives. Rather, it needs to act 
cooperatively as a partner, asserting itself in 
allocating and drawing on inside and outside 
resources but always sensitive and responsive to 
the tugs and pulls of diverse needs and political 
pressures. 

5. The Regional Organization needs the eapacity to identify resear d 
opportunities and capaci ti.es. 

6. The Regional Organization needs the capacity to organize and 
fAcilitate application of research results. 

7. The Regional Organization needs the capacity to shift the utUizP 
tion of resources in response to emerging opportunities and ne~df 
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!mplica t1 ons of .Taint WHO and Member State Monitoring of Results 
(Hem 5) 

l. 'l'he capacity to establish standards of achievement is necessnr-

f 

2. A system is needed for collectin~ relevant information re~ard1 
achievement and needs. 

3. A process for review of achievement and needs is necessary. 
I 

4. There should be provision for linking evaluation with plarm:t,ng. 

5. Mechanisms for dissemination of evaluative information wi'thin 
/ 

the Region and beyond are necessary. // 

6. Regional staff have to be able to recognize the implications of 
the results of WHO endeavours and to promote application of thF· 
information in Member States. 

PREPARATION FOR THE FtJrtJRE AIMED AT STRENGTHENING THE 
REGIONAL ORGANIZATION 1 S CAPACITIES , 

An analysis of the questionnaire responses reflected a general 
consensus of staff expressing a respect and pride in the Organizatl(n's 
performance as an international agency, particularly with regard to 
its standing in relation to other U.N. agencies. There is recognHl .')r 
that change has been occurring and that the Organization has been 
acco~m~odating more readily to the need for change"tlia-n other--a-P:er\Cies. 
At the same time a concern was expressed regarding the adequacy of 
the present practices, structures and capaoi ties of tne Regional Of11 ('e 
to meet fully the expressed needs of Member States. 

Among the elements of concern were: rigidity of procedures, 
delegation of responsibility consonant with authority, hierarchical 
organizational structure with compartmentalization, commitment towardf, 
the implementation of the Organization's object! ves and the extent c f 
openness and teamwork. Also evident from the responses was a widel.) r-eld 
perception of WHO's role as a technical assistance organization; thf'rr 
was only limited recognition reflected of lts managerial role in 
facilitating health development. 

The Working Group believes that these topics merit further 
examination to clarifY the rality of such concerns. Such clarificatlnu 
can establish (1) a shared understanding of the extent to which pres~nt 
structures and practices fall short of those which are needed to 
implement the WHO strategy and (2) a shared commitment concerning 
measures. to make this an increasingly effective organization • 

. . . ; 
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H1PLICATIONS FOR STAFF DEVELOPMENT AND TRA lNING ----
The qwa li ty of the Organization's performance and contribut i ,)n to 

satisfy its obligations to Member States is dependent on the individunl 
and collective abilities of, its staff to meet the constantly cha: ~inp, 
neP.ds and demands. 

The basic purposes of staff development and training are 
(1) to improve the capacities and performance of the Organizatior,·~ 
staff and (2) to help the Organization adapt and respond to its 
changing environment and increase its effectiveness. These purpPses 
are to be achieved through two complementary sets of activities: 
(a) through training and development of the available human resPurces 
and (b) through various work-based activities which enable team rcmber!; 
to examine organizational practices and results and to identify nppro
priate modifications in management of the available resources. 

General approach 

The above statement of purposes and methods suggests a comp ex of 
activities which deserve further explanation: 

1. A distinction should be d~awn between training and deve :opment. 
Training involves more or less formal instruction, whether didactic or 
in a workshop setting, to strengthen the knowledge, skills, and 
confidence of participants. Such training should be designed to meet 
organizational needs and will necessarily cover technical and manageri~l 
topics, plus languages. The training may be offered through in-agency 
courses or through outside facilities (WPRO's training activitier. to 
date are summarized in Annex II). 

2. Development involves a range of other activities intend··d to 
enhance staff capacities. These may include job rotation, tempo1·ary 
assignments, and task force involvements, all of which provide 
participants with opportunities to broaden their perspectives an<~ learn 
new skills. 

1. Team building is an important organizations 1 improvement 
activitiy. Emphasis was given earlier to the interaectoral approach 
and teamwork. Staff development and training can make an important 
contribution to team development through the design and conduct Df 
problem-solving workshops. 

4. Data collection on organizational practices and perform~nce 
and feedback of such data offers another approach to enhancing orga
nizational results. Staff development and training can spark improve
ment efforts by furnishing such data to the regional organization s 
leadership and relevant units and by suggesting how these data might 
be productively treated. 

These observations suggest a framework for future staff develop
ment and training activities. It is recognized that they do not 
canst itute a prograltllle. The Working Group, as stated earlier, bf·lievec; 
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that it is premature to outline a programme until there is consens,1s 
regarding the strategy on which WPRO is to embark and the changes 
which ~his strategy implies. '111e Working Group is prepared to spec if,, 
the programme when it receives further instructions but it believes 
that thorough discussions of the i1sues posed in this report are 
necessary first to achieve shared understanding and commitment regard.ng 
the direction of our future efforts. 

DISTRIBUTION 

Members listed in Attachment 1 
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Attachment 1 

Member'ship - Staff Development and Trdni ng Work i!!S Groue 

Members: 

Mr J. Donald (CAF) 
Mr G. Dorros (MTS) 
Dr E. Goon (HMD) 
Hr J. Abcede (PIO) 
Mr N. Mani (PER) 
Mr E. Uhde (BFO) 
Dr R. Herniman 

(Project Leader, PHL/HSD/001) 
Me R. Agoncillo (LIB) 
Ms s. Adricula (MTS Secretary) 
Ms L. Lopez (HMD) 

Coopted members: 

Dr J.P. Menu (HMD) 
Dr G. Nugroho (PHC) 

Advisers: 

Chairman 
Secretary 
Chairman, GSST 
Chairman, WPR Staff Aasociation 
Member, GSST Committee 
Member, GSST Committee 
Field Staff Representative 

General Service Staff Represenl at i ve 

Member, GSST Committee 

Dr. W. L. Barton, Programme Manager, SDT/HQ 
Mr E. Wallace, Educational Systems and Designs, Inc. 
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The WHO global programme for staff development and training was 
e: totlished in January 1975 Its ·main objective is to help the 
Ox ganizat ion to meet changing needs by improving the quality of its 
ht~ recou~es through training, development·and better utilisation 
of staff. The main areas of activity directed toward this objective 
ar·e: 

Training in management for all levels 
Other prof~ssional training (for medical and non-medical 
specialists in technical $reas other than management) 
Training for General Service staff in both regional offices 
and HQ 

- Training in' offict~l.languages , 
Pro~ramme of cooperation wH.h na.tionals for training 1n 
management and other areas. 

The programme was designed to cover rhe broader aspect of staff 
dPve lopment in which education and tr12.ining of staff are (:Ustinct 
activities. Staff development through training encompasses two major 
components: orientation or briefing and continutng education, and 
may have for its end: professional .promotion, conversion training, 
and the updating, mt:tintenance and ad-Justment to new professional or 
t··chnical skills. 

In the light of the WHO Staff Development and Training Programme, 
the WPRO has met staff training and development needs by providing 
t<!chnical and management training of i-ts staff p both professional and 
gcmeral service.· A brief description of current SDT activities, 
covering the years 1975-1978, follows. 

PROFESSTONAL STAFF 

Technical Training 

Individual Study Leave Programme 

Professional staff are given the opportunity to avail of 
the Individual Study Leave Programme which is part of the 
global WHO SDT Programme. It is specifically geared to 
clearly structured programmes of professional advancement for· 
each discipline in the health field. 

Applications for individual study leave are submitted by 
the staff members and their supervisors to the Regional Director 
for his consideration and recommendations, based on specific 
training needs for different programme areas in th~ Region. 
Applications are th~n forwarded by the RD to SDT/HQ for the 
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consideration of the Senior Staff.Selection Committee and the 
approval of the Director General. The RD is then informed of 
the decisions and the Personnel Officer informs the staff 
member of the approval or disapproval of his study leave 
request. Action is then taken on the approved applications. 

For the period 1975-1978, 10 regional office and field 
staff have been granted individual study leave within this 
programme. 

The specific fields covered were: Health Information 
Systems (l)* Communicable Diseases (2), Vector Biology Control (l), 
Parasitic Diseases (2), Public Health (1), Management and 
Language Training (1), Environmental Health (1), and 
Health Manpower Deve.lopment (1). 

WHO/!JPRO Technical Meetings 

While these technical meetings are not meant o:r designed 
for specific staff training purposes. a definite if indirect 
SDT component is present. They are designed to review technical 
aspects of specific programmes. They also allow contacts with 
experts and other workers in the health field which facilitate 
working relationships. · 

Orientation and Briefi~ 

Orientation and briefing are given to newly recruited staff 
or staff on reassignment to another programme or projeot. It aims 
to assist the staff member to be familiar with the oonstitutional 
functions, philosophies, policies, processes and procedures of 
the Organization while explaining perso~al benefits~ entitlements, 
roles and post requirements, etc. This is done by WP.RO officials 
conversant on these issues. 

They aim to clarify to the staff' members their position 
within the structure of the Regional Office~ to provide basic 
background information which could help the staff members 
understand their specific roles. 

Four courses on Programme Management under SDT/HQ's supervision 
w~re attended by a total number of 26 (2~) WPR regional office 
~~d field staff, broken down as follows: 

Training Programme for Country Represent at 1 ves and 
Senior Health Managers, Geneva, 29 September -
7 November 1975 Attended by 4 staff 
Programme Management Workshop, WPRO/SEARO, Manila, 
13'September - 8 October 1976 Attended by~ staff 
Programme Management Workshop, SEARO/WPRO, New Delhi, 
September 1977 - Attended by 4 staff 
Training Course in Programme ~agement, Port Moresby, 
19 October - 16 November 1977 - Attended by 2 staff, 
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USP/ISAS-WHO Training Course 1n Health Programme 
Management , Tongll, 7 August - 1 September 1978 
To be attended by~ staff. 

The general objective of these programme management 
workshops is to enable senior health managers and other 
rMnagement staff to develop and improve their own incU.vi4ua 1 
effectiveness through the acquisition of new skills and 
knowledge and attitudinal changes in their planning and 
managerial concepts. The specific topics (modules) presentrd 
which were designed to meet this objective were: Interpertonal 
skills and group processesJ Management issues and conoeptaJ 
socioeconomic development and countey health prtJ8r..-1nSJ 
and pracramme and proJect management • . ... . 

· GENERAL SERVICE ErrAFF 

The WPRO General Service Staff Training Committee was set up by 
Hegional Director on August 1975 and is composed of: the HMD AdviseT·. 
the Management Development Officer, MrS, the Personnel Officer, the 
Budgdt and Finance Officer, and the WPRO Staff Committee's repre~ent
ut.ive. In additicm to these members, the Committee wars IIM.xthoril!led to 
co-opt other rstaff, if necessary. 'The terms of reference of the 
GSSTC are shown 1n Attahcment I. 

The Committee maintains close coordmation with SDT/HQ. who has 
provided them with full support and cooperation. 

The programme aims to prov1de a continuous in.service training. 

Through the GSSTC 1 s recomendat ions staff members have undergone 
technical train.ing (thoae related to the individual'a particular Job 
in the Regional Office) and management training. 

Tec~ical Trainipg 

- Training courses in pr'cia ... writing tor Regional Office 
secretarial staff 

In cooperation with De La Salle Uhiveraity, Manila, 
three courses were conducted in the Regional Office: 
the first in April 1976 for 15 secretaries and clerk 
stenographers, the second in ~uly 1976 tor ga staff' 
and the third in January - February 1977 for ,!2 staff • 
These totals to 55 staff who have attended the course 
which covers 1~ of the secretarial/cler~stenographio 
staff and some other staff members to which the skills 
are relevant to in the Regional Office. 
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- Refresher course on ~eP2ir&Phf 

This training course, estaQlished once more with the 
cooperation of the De La Salle University, was held in 
the Regional Office in July - AU$~t 1977 for ~ 
aeore.~~ial staff which comprise~: lJB- of all secretarial 
staff 1n the Regional Office. The course was offered to 
prevent the deterioration of shorthand skills, considered 
to be useful not only in dictation but alao in pr4oia
writing and in taking notes in the course ot their daily 
daily of.fice routine. 

Aside from the technical courses set up by the Regional Ottioe, 
opportunities were also provided for staffs1 attendance at tra~ina 
courses organised by ot.her agencies. Thea• ·oqn,usted' of the 
followtna: 

- Dale Carnegie course in leadership tra1ni91e effective 
speaki~ and human relations 

The Dale Carnegie course which dealt largely with improving 
one 1 s speaking ability was held in Apri·l - July 1971· 
Pour staff members attended the course which was conducted by 
~Executive Training Institute of the Philippines. 

- Se~inar on records management 
This seminar was conducted by the Economic Development 

Foundation in June 1977 and was &~tended by ~ staff ~~rs 
to whom the course was most relevant to. 

~ other staff members attended two separate courses: 
the Seminar on the Statistical Package for the Social Sciences 
in Au,gust .1976 condu~ted by the Computer Science Institute and 
the tlltversitl of tb~ £hil1ppines Swnmer Institute on !nfcn'lllation 
Science in May 1978, '~ioh were directly :related to their Jobs. 

Management Training 

Three courses Ol) Teamwork in Office Management were ca:r:rind 
out in the Reg1ona~il1ioe by sor)kQ. 'l'he first was oonduott!d 
in September 1976 t'o:r ~ .. ·t.dministr.ative aupervisoey staff, 
the second in .10 • 14 OCtober 1977 to~ 18 staff from On.4ea 
M.4 (selected) to M.X, and the third. 1nl7 - 21 Ootober 19'1"7 
for 24 ataf'f''f'rom the' abe grade levels aa those in the aeoond 
oouree including a Administrative Aasist&ntl from the WRe' 
offices 1n FiJi, the Republic of' Korea, Malaysia, Papua New 
Guinea and Singapore •. ·. The total humber of participants covers 
4~ of the General Service Staff in the Regional Office a,ncl 
~ of the field General Service staff. · 

The courses were offered to expose as many of the staff as 
possible to this type or training which gave them a knowledge 
of good office procedures, the techniques of problem~solvtng, 
an appreciation or". teamwork and goOcl human relations to help 
them carr,V out their work more effectively as a support team 
to their superviaors. 
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Ar1qther opportunity worthy of mention is the payment of 
tuition in French language classes by the Org~1izat1on. 
Staff members ca.n avail of this prive1ege if the language to 
be studied is of direct usefulness in the present function:. 
of the staff member or has potential usefulness in their 
present or future functions. In the period covering 1976-1<)77, 
16 (l~) General Service Staff from the Regional Office have 
availed themselves of this programme. Some ot' them have been 
grantad extensions beyond the usual 2-year scholarship period. 

SUMMARY 

Within the past three· years 2~ of all prot·essional staff hnd 
58% of general service staff in the Western Pacific Region have 
received training through WPRO SDT activities. 

This can be further broken down as follows: 

2~ of 38 regional office Professional Staff 
27% of 88 field Professional Staff 
65~ of 128 regional office General Service Staff 
2~ of 25 field General Service Staff. 

A detailed analysis is shown in Attachment-2. 

The SDT activities have been undertaken with a total WPRO 
expenditure of US$ 35,344.00. A detailed breakdown is shown in 
Attachment 3. · 
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TERMS OF REFERENCE OF' 'T'llli 

WPHO i~ENEHAL 3ERVIC:E STAFF TRAINING COMMI'lTEE 

Annex 4-18 
Attachment 2(a) 

The WPRO General Ser,vice Staff 'l'raining Conunittee j s respo11~.db I· 

to the Regional Director. Its terms of reference are: 

(1) To make recommendations on the briefing and training of 
new general service staff by: 

(a) re\'iewing the present briefing procedures· and 
sugget::iting improvements with a view to g1 ving the 
staff ade~uate ~ntroduc~ion to WHO's structure, 
policies and procedures, and to special needs ·of 
the unit to which they are be1ng a~s1gned; 

(b) defining their tr·aining needs; 

(2) To make recommendat1ons on tne tra~ning of existing 
genet'al service st.af:r by: 

(a) reviewing facilities for refresher training 
provided both by WHO and by commercial establish
ments or other organizations in the Greater Manila 
area. intended to give staff a fresh outlook in 
their present line of work and to improve their 
working efficiency ~d effectiveness; 

(b) recommending training programmes aimed at developing 
staff potentialities and preparing them ft)r greater 
responsibilities in the futare; 

(3) When appropriate, to plan and implement staff developlllf'nt 
programmes for general service staff; 

(4) To select suitable material to meet training requirements 
referred to in (1) and (2) above; 

(5) To make reo ornmendat ions for an operating budget to cow r 
these training needs; and 

(6) As required, to liaise with Staff Development and Training/ 
Headquarters and other Regional Offices on matters 
relating to the development if the general service staff 
training programme. 
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WPR STAFF WHO HAVE UNDEHGONE SDT ACTIVITIES 

1975 - 19'"(8 

Regional Office Professional Staff 

Individual Study Leave Programme 

Ms D. Regudo 
Mr A. Tomassi 
Mr F. Go 
Mr E. Uhde 

Management Traini~ 

Training Programme for Country Representatives and Senior· 
Health Managers, Geneva, 29 September - 7 November 1975 

Dr S. T. Han 

Programme Management WorkshoE, WPRO/SEARO, Manila. 
13 September - 8 October 1976 

Dr G. Ferrand Dr s. Endo 
Dr H. J. L. Burgess 

Programme Management Workshop, SEARO/WPRO. New Delhi, 
September 1977 

Ms Fillmore 

Field Professional Staff 

Individual Study Leave Programme 

Dr P. N. Wang 
Mr C. Allen 
Dr E. Thevasagayam 
Dr C. T. Ch 1 en 
Dr Tin Maung Maung 
Ms B. Vail 

Management Training 

Trai.ning Programme for Country Repres~ntat i ves and Senior 
Health Managers, Geneva, 29 September - 7 November 1975 

Dr B. Akerren 
Dr C. J, Ross-Smith 
Dr L. R. L. Verstuyft 

Annex 4-19 

Attachment 2(b) 
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Field Professional Staff (CoQt.) 

Progran~e Management Workshop, WPRO/SEARO, Manila, 
13 September - 8 October 1976 

DrY. T. Kuo 
Dr R. Leclercq 
Dr D. MacFadyen 
DrY. Paik 
Dr H. H. Chen 
Mr G. L. Dorros 

Programme Manage111ent Workshop, SEARO/WPRO a New De l.Pi. 
September 1977 

Dr R. Hemiman 
Dr C. T. Ch'en 
Dr M. Lisnnevski 

Traini~ Course in Programme Man~ement~ Port Mpreeby. PNG, 
19 October - 16 Novemb~r 1971 

Dr N. u. Rao 
Mr T. F. !Qe 
Dr H. T·. Lin 
Dr V. Fumar 
Ms B. Hauglund 
Dr F. G. Joseph 
Dr J. Kierski 
Ms M. Leavy 
Mr M. Anderson 

USP/ISAS-WHO Training Course in Health Progr~e 
Management, 7 August - 1 September 1978 · 

Four participants Particulars not yet known. 

Regional qf~~eral Service Staff 

Training courses in preois-writi~ for Regional OffioF 
Secretarial staff 

Ms M. Albano 
Ms A. Aragones 
Ms T. Ballat 
Ms F. Barro~c 
Mod A. Batara 
Ms M. Bunda 
Ms L. Brasileiio 
Ms R. Campoy 
Ms D. Castro 

Ms V. Contreras 
Ms F. Danganan 
Ms c. De La Vina 
Ms E. Domingo 
Ms S. Famy 
Ms P. Fernandez 
Ms A. Guanlao 
Ms E. Guadayo 
Ms M. Igua1 
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Trainiryg courses in Erecis-~iting (Cont.) 

Ms Cl. Legaspi Ms M. Ong 
Ms A. B. Lope~ Ms A. Paz 
Ms L. Lopez Ms T. Pedroso 
Ms D. Macalincag Ms H. Perez 
Ms M. Ma~hlnay Ms c. Pin lac 
Ms F. Manago Ms M. Ponce 
Ms G. Mariano Ms A. Redondo 
Ms v. Mat a Ms c. San Luis 
Mr M. Mendoza Mr E. Subido 
Mr M. Medina Ms I. Teodoro 
Ms s. Monti llano Ms T. Tomimbang 
Ms F. Moreno Ms J. Valdes 
Ms L. Nacu Mr J. Valencer1na 
Ms A. Natividad Ms A. Valles 
Ms z. Navarro Ms R. Velasco 
Ms c. Omega Ms E. Ventura 

Ms A. Viloria 

Refresher course on stenography 

Ms R. Alunan M.r M. MAn ina 
Ms T. Ba1lat Ms L. Nacu 
Ms F. Barrozo Ms A. Natividad 
Ms L. Brasileno Ms C. Omega 
tJs M. Fltmda Ms A. Paz 
Ms D. Castro Ms T. Pedroso 
Ms A. Chua Ms H. Perez 
Ms F. Dang an an M~ M. Ponce 
Ms E. Domingo Ms C. Pin lac 
Ms S. Famy M~ F. R~>moe 

Ms D. Mauall.nca.g Ms R. Velasco 
Ms F. Manago Ms E.· Ventura 
Ms ·v. Mat~ 

Dale CarnFgie course tn leadership t~ain}ng, effective 
speaking ruw human. relations 

Mr F. Llanera 
,Mr A. Rigonan 

Seminar on records man~ement 

Ms A. Regudo 
Mr A. Rigonan 

Mr F. Santos 
Mr M. Valles 

Ms I. Teodoro 

Semj.nar on the Statistical Package for Social Sciences 

Ms A. B. Lopez 

Annex 4-21 

Um vers:lty of the Philippines Summer Institute on Im or·ma. ion 
SciP.nce 

Ms R. Agoncillo 
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Management Training 

Courses on teamwork in office management. 

Ms H • Agone 1 llo 
Mr P. Armesto 
Ms T. Ballat 
Mr B. Barrientos 
Ms F. Barrozo 
Ms A. Batara 
Mr S. Bernardo 
M~ F. Buenaventura 
Mr L. Bungay 
Ms A. Cabrera 
Ms D. Castro 
Ms V. Contreras 
Mr V. De La Torre 
Ms c. De La Vina 
Ms P. Fernandez 
Mr H. Galang 
Mr R. Oarma 
Mr E. Infante 
Ms A. B. Laiz 
Ms c. Legaspi 
Ms A. B. Lope?'. 
Ms L. Lopez 
Mr F. Llanera 
Ms F. Manago 
Ms G. Mariano 
Ms V. Mata 
Atty A. Menchavez 
Mr M. Mendoza 
Mr M. Medina 

Language Training (1976 - 19•r7) 

Ms M. L. Rodriguez 
Mr: C. Reyes 
Ms J. Valdes 
Ms Eisa Ventura 
Ms Sylvia Adricula 
Ms Cora Omega 
Mr E. Benito 
Ms L. Lopez 

Mr M. Menor 
Ms S. Montillano 
Ms F. Moreno 
Mr R. Muri llu 
Ms L. Nacu 
Ms z. Navarro 
Ms C. Omega 
Mr F. Pachico 
Mr B. Paquiz 
Ms B. Pascual 
Ms C. Pinlac 
Ms M. Ponce 
Ms F. Ramos 
Ms A. R~gudo 

Ms C. Reyes 
Mr A. Rigonan 
Ms M. L. Rodr~guez 
Ms M. C. Sanidad 
Mr F. Santos 
Mr E. Subido 
Mr A. Tismo 
Mr J. Valencerina 
Mr M. Valles 
M::; R. Velasco 
Ms E. Ventura 
Ms A. Vetsch 

Ms B. Pascual 
fl1s R. Agoncillo 
Ms S. Pamy 
Ms T. Tomimbang 
Ms A. Ara.gones 
Ms M, Igual 
!vlr· R. Miroy 
Ms F. Barrozo 
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F i I' ld G<:lll)ra 1 Serv 1 cc Staff 

Management Training 

1'earnwork in Office Management 

f'vlr C. M. Lee 
Mr D. Adzimullah 
Mr K. S. Krishnan 

Mr B. J. Wamia 
Mr B. N. z. Mohd. Farid 

Annex 4-23 
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Tra.inin~ E!Eendi ~~:r.~:>, 
I 

1975 

1\. S.D.T. 

Professional Staff: 

a. Regional Office 

b. Count~ proJect& 

General Servlqe Staff: 

c. Regional Office 

d. Country proJects 

n. Various trainins costs charmed to 
Common Services: 

(Language fee 93? -General Service: fathers 

c. Charged to Field proJect: 

ICP/HSD/003 P-grade 

TOTAL 932 
. -.... ~ -· 

~976 

47? 

472 
----

Annex 4-24 
Attachment 2(c) 

lUTT 

1 679 

6 581 

217 

5 915 

t,,c_;7 

Pb7 

1R ('14 

33 ','40 ----·-----. --

N<)te: :>ome training activities. like the cost of the manar;ement traininr 
course held at the El Grande •Hotel in 1976, were charp;ed agaj nst. 
JR project or other HQS funds. 
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Attachment 

WP!t SDT i\CTIVTTTES 
--·· ·-

Training l·:ll.pcn,.Jl turP.s 

}£J{5 f r_rrG l<tn 

A· S.D.T. US$ US$ US$ 

Prpfessionlll Stilff: 

a. Region~l Office b.19 

b. Country projects tJ 5Hl 

General Service Staff! 

c. Regional Office 217 

d. Country projects 5 915 

B. Various trdnln~ costs charr:ed to 
Common Services: 

(Language fee 93? 4'72 667 
Oeneral Service: tGt.hers A67 

c. Charged to Field pt·oJee t.: 

ICP/HSB/003 Po.. grade 
~ 

lR 014 

'roTAL ~~~~ 472 33 S140 --- .:::===== 

Note: Some training activities, like the cost. of the management train1nE 
course held at. the El Orande Hotel in 1976, were charged against 
!R project or other l!Q...C; funds. 

2(d) 
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WORLD HEALTH 
ORGANIZATION 

ORGANISATION MONDIALE 
DE LA SANT~ 

REGIONAL OFFICE FOR THE WESTERN PACIFIC 

BUREAU REGIONAL DU PACIFIQUE OCCIDENTAL 

REG I0!1AL COHH ITTEF. 
.... ~~---------·--

Twenty-ninth session 
Mattila 
21 to 25 August 1978 

\-1Pft/RC2Y I U:S 
3 August 1978 

ORIGINAL: ENGL£SH 

STUDY OF WHO'S STI\iJC'l'URES 1'N T'iili LICHT OF I'f'S FUNCTIONS 

Attach~d for the conoiJeration of the ReBion~l Ccnnittce iu a 
document prepared by the DirectcrnCcncral ss a hackground paper €or 
th~ study of HHO'n str.ucturee in the li.z,ht of its hlncti.onst '\·:hich 
tnc lhirty-first Viorld 1!1"alth Assembly, in oper.at:l.v;! pD.nlg.n::ph 6(3) 
of resolution 1X1L:\3l. 27 req1J<~s ted him to unclcrto.1kc. 

Since the Regiorul Caffiuittees are to perforM a majcr role in 
ca~·:rying out the study 1 the proposal 5.s made ln th:~ docum1~nt (z>ee 
the schedule for til<! study, pages 20 and 21) th.:'!t an ,~ppropr:!.ate 
sub-e:Gm:nittee shculd be established, the mt.ombe:rs of vhi(:h \JO~.ll.d make 
the necessary country vi:> it;; for consul t.:ltion with govm:n~t:·~nt'> and 
would prepare a report to, in the case of the w~stern Pacific Region, 
the thirtieth session of the Regional CotT!mittee. 

In the \ries tl'!rn Pnci fie Region we a t·ready lwve the Sub-Commit tee 
on the General Progran:me of Work. It in suggested therefore thnt the 
Committee might -w1i:>h to expand the terms of reference of thl! 
Sub-Cotnmittee on the General Progrerm:~e rof Work to crvible it to carry 
out the tasks involved in the study of l!HO' s strucbJres in the light 
of its functions, to include the following: 

(1) to conduct tha study in the Region tog~thcr vith th•! 
Regional Dir~ctor on behalf of the Regional Co~ittee; 

(2) to ensure ado qua te consu 1 ta ti•.)nS with •tll governments of 
the Region on the basis of the Director-General's 
background paper, including selected visits to countries 
as necessary; 

(3) to monitor the progress of the study in the Rczion, 
making sure in particular that the necessary dialogues 
take place between governments and WHO; 

.~./ 



Annex 5-2 

WPR/RC29 I 18 
page 2 

- 118 -

(4) to prepare a report to the 1979 session of the Regional 
Committee based on the country consultation5; and 

(5) to prepare a final regional report based on the discussion 
in the 1979 session of the Regional Committee so as to 
permit the Director-General to prepare his global repor~ 
for submi.ssion to the Executive Board in January 1980. 
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WORLD HEALTH ORGANIZATION 

ORGANtSAT!ON MONDIALE DE LA SANTJ: 

s T u D y 0 F w H 0 I s 
I N T H E L I G H T 0 F 

STRUCTURES 

I T S F U N C T I 0 N S 

Background paper prepared 

by the 

Director-General 

CONTENTS 

INTRODUCTION • • • • • • • • • 

POLITICAL, SOCIAL A};D ECONOMIC CONTEXT 

THE EXECUTIVE fOA!<.D ORG!\IHZATIO~AL STUDY ON WHO'S ROLE AT THE COUNTRY LEVEL, 
PAF.TICIJLARLY THE ROLE OF THE WHO REFRESENTATIVES • 

WHO'S FUt~CTIONS 

PROBLEHS CONCE&"llNG HHO 'S STRUCTURES 

THE MEANlliC OF Tl:~ClrnlCA.L COOPERATIO~ 

TilE NATIJRE OF GLOBAL PROGPJ,..'J?1ES 

REVIEH OF THE ORGANIZATIO!'l 'S STRUCTURES 

THE INTERACTION A...":D INTERDEPE:WENCE OF ALL ORGA."'S AT ALL OPERATimU.L LEVELS ;,s 
ILLUSTRATED BY THE t-'.ANAGEMENT OF WHO'S RESEARCH ACTIVITIES 

SCHEDULE FOR THE STUDY • • • • 

Annex 5-3 
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3 

4 

4 
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6 

7 

18 

20 
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1. The Thirty-first World Health Assembly, in resolution WHA31.27, having considered the 
Executive Board's Organizational Study on WHO's role at the country level, particularly the 
role of the WHO representatives, requested the Director-General inter alia to re-examine the 
Organi.zation 's structures in the light of its functions, as recommended in the Study, with a 
view to ensuring that activities at all operational levels promote integrated action, and to 
report thereon to the sixty-fifth session of the Executive Board to be held in January 1980. 
The document that follows is intended as a background paper for this re-examination. 

POLITICAL, SOCIAL ~~D ECONOMIC CONTEXT 

2. Before embarking on the Study of WHO's structures in the ·light of its functions, it is 
nece~sary to analyse the political, social and economic context in which the Organization will 
function in the future, particularly within the United Nations system. This can be 
characterized by a rapid socializing tendency within Member States, particularly in developing 
countries, and the political determination of these countries to increase their social and 
economic producti.vity, among other ways by overcoming the burden of disease. International 
changes in this direction are expected to be even more rapid, Multisectoral effort for 
development is a historical imperative both nationally end internationally. 

3. The aspirations of developing countries to i~prove the lot of their people wcr.e 
articulated in the Declaration of the New International Economic Order, to which hc~lth has an 
important contribution to make. Well coordinated social, economic and political action could 
convert this Economic Order into a genuine international development Order. WHO's functions 
will be heavily influenced by the contribution that health can make to this New Development 
Order. If health is important for development, and if WHO consists of Member States. 
cooperating among themselves in the spirit of the Constitution to attain an acceptable l~vel 
of health for their people, it follows that WHO is equally important both for health and for 
development. The crucial question that has to be asked is in which way and to v:h.SJ_t~ent 
.£.9'vert_:Jr.tJ_e:nt_s __ wa~t WHO and what kind of vffiO they want. 

4. The future of WHO cannot but be affected by current trend~ in the Organi.zatior.. Guided 
by the principle of social justice, WHO.'s recently adopted policies reflect a growing concern 
for the social purpose of health development and for the role of health in promoting social 
and economic development. To reduce the gap between the health level of the dev3loped atld 
the developing countries a policy was adopted aiming at reo~ienting the work of thP. Organization 
to ensure greatly increased technical cooperation with countries. This policy is in full 
accord with the Organization.'s constitutional functions. The strategy for giving effect to 
this policy is based on the formulation and vigorous implementation of socially rclev~nt 
technical cooperation programmes, directed towards defined national health goals, that foster 
national self-reliance in health matters and contribute directly and significantly to the 
improvement of the health status of t~e populations concerned. However, justice in the 
disti:ihution of health resources cannot be achieved through technical cooperation between viHO 
and its Member States alone. Technical cooperation among countries, and particularly among 
developing.countries, is even more important. Recent policy has emphasized WHO's duty to 
complement technical cooperation among countries as part of broader cooperative socioeconomic 
schemes whenever indicated, making full use of the capacities and potentialities of developing 
countries, including manpower, training and research facilities and exchange of technical 
infonnat:ion. This concept is implicit in the Organization's regional structure. 

5. Encouraged by one major stride in the direction of international health justice, the 
Organization quickly took another when it decided that the main social target of governments 
·and WHO in the coming decades should be the attainment by all the citizens of the world by the 
year 2000 of a level of health that will permit them to lead a socially and economically 
productive life. A blueprint has been formulated that aims at att.aining this target. An 
essential feature of this blueprint is the preferential allocation of health resou·rccs to the 
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social periphery both \>lithin and among countries. To. attain the target, priority progra!!11"1es 
have been identified and the mechanisms required for health development described, a beginning 
has been made in assessing the resources needed, and the political support that is essential 
for success has been highlighted. 

THE EXECUTIVE BOARD ORGANIZATIONAL STUDY ON WHO'S ROLE AT THE COUNTRY LEVEL, PARTICULARLY 
THE ROLE OF THE WHO REPRESENTATIVES 

6. Fundamental to the evolution of WHO's policies is the recent emphasis on action in 
countries, including intersectoral collaboration for development. The Executive Board 
presented to the Thirty-first World Health Assembly its Organizational Study on WHO's role at 
the country level, particularly the role of the WHO representatives. Below is a complete list 

:of the conclusions and recounnendations of the Executive Board Study. As mentioned in the 
, Introduction above, it was the last recommendation that led the Thirty-first vlorld Health 
Assembly to request the Director-General to undertake the present Study. 

I 

1 (a) The donor to recipient "assistance" approach should be abandoned and replaced by real 
cooperation between the Member States and WHO as equal partners. 

(b) The ultimate aim of any collaboration should be the country's self-reliance; this 
implies a gradual change in the mode of collaboration so as to adapt it, at each moment, to 
the country's real needs. 

(c) One of the essential functions of the Organization is to collaborate with countries in 
planning, mnnagemer;t and evaluation of t:hei.r own health programmes; this type of collaboratior: 
should enable the countries to select the activities they should undertake in order to solva 
their priority problems, and to determine the fields of application of collaboration wit:lt Wi!O 
and other cooperating agencies. 

(d) Programming at country level will place WHO in a better position to develop i.ts pro~ru: ''UJ 

at the regional and global levels. 

(c) In order to fulfil its role at country level, the Organization should actively sack a~l 
means of facilitating dialogue with nationals at country level, and at other echelons of tl:c 
Organization. 

(f) The dialogue between WHO and governments should lead to increased participation of 
national authorities in, and responsibility for, the work of WHO. 

(g) WHO should contribute to a more equitable distribution of health resources, beth oet·v:ccn 
and within countries. 

(h) The new methods of collaboration imply a better utilization of all the resources which 
WHO can mobilize, whatever their orig{n. 

(i) .nevelopment of the WHO representatives' role should be continued by strengthening thf!ir: 
technical functions and reducing their representative functions. 

(j) The function of liaison between WHO and the governments, hitherto performed by WHO 
representatives, could benefit from ne,., approaches that would make greater use of national 
skills and resources. 

(k) Further experimentation should take place with the use of national personnel as WHO 
representatives and project managers. 

(1) ~here is a need for continuing evaluation of different approaches to cooperation and 
coordination at the country level with particular. reference to the r0les of WHO representati~es, 
national coordinators and other mechanisms, such as national coordinating co:mnittees. 
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(m) In the light of their functions as defined in the report, the title of WHO representative 
should be changed to that of "WHO coordinator", and where national personnel fill this function 
their ti.tle should be "WHO national coordinator". 

(n) New methods for WHO action at country level together with reorientation of the WHO 
representatives' functions require a new type of public health training in which the 
Organization should play the role of pioneer in conjunction with appropriate educational bodies. 

(o) The training referred to in section (n) above should emphasize health management; the 
training should take place as far as possible in the regions themselves, should be geared to 
practical national problems in health management, should be based on national institutions 
and should be organized Jointly for national and international health personnel. 

(p} The change in the type of relationship between Member States and WHO requires a 
re-examina~ion of the Org~nization's structures in the light of its functions. 

7. The Executive Board Study mentioned above took a step further the theme developed in a 
former Executive Board Organizational Study on the interrelationships between the central 
technical services of WHO and progrannnes of direct a.ssistance to Member States. When the 
Twenty-eighth World Health Assembly reviewed that study it defined the need for an integrated 
approach to the development of the Organization's programmes, all programme activities at all 
levels being mutually supportive and parts of a whole. It also stressed the importance of. 
programne planning being viewed as a joint endeavour in which national authorities, WHO 
representatives, Regional Committees, Regional Offices, the Executive Board, the World Health 
Assembly and WHO Headqunrtets should all be involved; and it urged that the Organization's 
mechanism for the allocation and rre-allocation of resources should comply with the principle 
of responding to integrated programme planning (resolution 'v-.THA28.30). 

WHO'S TIJNCTIONS 

8. WHO's farsighted Constitution clearly indicates the Organization's functions. They can 
be summarized as its constitutional roles of the directing and coordinating authori~~~ 
international health work and of technical cooperation with Member States. Its coordinating 
role includes the exchange of valid information among Member States, and the fostering of 
technical cooperation among them. The use by Member States of WHO as a neutral platform for 
the exchange of valid information and the application of this information in all national 
health programmes and in technical cooperation with WHO and with other countries, can only lead 
to strengthening national self-reliance. All these functions have to be fulfilled in such a 
way as to provide an integrated response to the needs of Member States. 

9. The Constitution is as relevant today as when it was first adopted. The present Study 
is therefore based on the premise that no changes are required in the Constitution. The 
programmes based on the Constitution naturally vary in the light of the changing world health 
situation, but this in no way implies any need to modify the Constitution as such. 

PROBLEMS CONCER!HNG WHO'S STRUCTURES 

10. If the Organizaton's functions are clear, what about its structures? WHO has a complex 
structure, constitutionally based on three organs - the World Health Assembly, the Executive 
Board and the Secretariat. The functions of each and the relationships between them are 
clearly defined in the Constitution. At the same time, there are regional arrangements with 
six regional organizations, each consisting of a Regional Committee and a Regional Office. 
The functions of the Regional Committees and of the Regional Offices were also clearly defined 
in the Constitution. There are rather flexible relationships between the regional 
organizations and the three constitutional organs of WHO. 
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11. This Study will therefore have to deal with the structures in countries for dealing wit!1: 
the political and technical interface between the national authorities and WHO; t.he Regional 
Committees; the Regional Offices; Headquarters, or as it will be called in this Study, 
"the Global Office"; the Executive Board; and the World Health Assembly. 

12. What problems, then, exist in the structure of WHO that have to be resolved in orJcr to 
permit the Organization to fulfil its functions effectively and efficiently? To dP.:ll v:ith the 
widely different ne.cds of Member States, the regional arrangements have been s trengtl11::~cd, 
This has led to regional solidarity, but the solidarity of each region has carried with it the 
seeds of global fragility. Global policy has become too far withdrawn from national reality, 
and globally determined action often has not adequately responded to local needs. Similarly, 
local activities often have not adequately reflected global policies. These contradictions 
between global guidance and national execution have often led to a less than optimal use o[ 
WHO's resources in countries.' Moreover, different aspects of the same progranune, provi<kci 
on the one hand by Headquarters and on the other hand by the Regions, have become divorced from 
one another, whereas in order to be effective they should be closely interrelated. It is 
necessary to ensure that the right relationships exist between WHO staff in countries and the 
national authorities concerned; between the Regional Offices and the Regional Conunittees; 
among the Regional Offices themselves; and between the Regional. Offices, the Global Office, 
the Executive Board and the World Health Assembly. Decentralization of management should 
strengthen unity of effort rather than lead to fragmentation of effort. The regional 
arrangements have to foster this unity and this can only be achieved through true interregional 
cooperation, since regional self-reliance does not imply regional self-sufficiency. The 
managerial and technical strengths of the regional structure have to be made to match its 
undoubted political advantages. 

13. While there is much talk of an integrated approach to the Organization's programmes, 
in fact there is duplication of effort at the different operational levels. This is 
detrimental to the effective functioning of the Organization within countries. It is necessary 
to spell out what is meant by an integrated approach both in principle and in practice so that 
its application will give rise to concrete results, Inadequate conununications wi.thin the 
Secretariat have often been blamed for weaknesses in providing an integrated response tc: 
countries' needs, but inadequate communications between the Secretariat and Hember States are 
of even greater importance. Responsibility for improving these communications devolves on 
all sides. Member States vary widely in their perception of the functions of the Organization. 
The roles of international coordination on health matters and of technical cooperation arc not 
always accepted as such, or are interpreted differently by different Member States, Sow.e 
Member States even ignore the Organization's constitutional role as a technical agency, merely 
requesting equipment and supplies. Yet all Member States have repeatedly expressed their 
interest in cooperating with one another, and it is WHO's fundamental constitutional role to 
foster this cooperation in every possible way, 

THE MEANING OF TECHNICAL COOPERATION 

14. It is also necessary to clarify the real significance of technical cooperation. In the 
new programme budget policy and st.rategy it has been defined as activities that have a high 
degree of social relevance for Member States in the sense that they are directed to•..,arrls 
defined national health goals and that they will contribute directly and significantly to the 
improvement of the health status· of their populations through methods that th'=.L~an apply now 
and at a cost they can afford now. While this definition has been accepted in principle, its 
meaning in practice is less clear. On no account can the concept be allowed to be consi.dercd 
as a new name for technical assistance. In providing technical assistance in the past WHO has 
either agreed passively to government requests, or has imposed its own vertical type of 
programme on countries. In both cases, the process has led in most instances to fragmented 
WHO projects that have had little real influence on the improvement of the nati~nal health 
situation, and that have not promoted the self-sustaining growth of the relevant progranme in 
the country after WHO's departure. The reason for such relatively low impact of WHO's 
assistance lies mainly in the inadequate interest shown by governments in using WHO in a ~ore 
effective way and their lack of commitment to programmes they themselves had adopted in Regional 

-Committees and the World Health Assembly. 
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15. Technical cooperation, on the other hand, implies that no matter at what operational 
level programme doctrines have been generated or programme activities implemented, the 
programmes have to·be concerned with solving specific priority national health problems, The 
development of technical cooperation programmes implies the identification of needs _in countries 
-~ these countries, as well as the identification or generation of appropriate methods for 
meeting these needs. It is necessary to develop technical methods that take full account of 
the social and economic context in which they are to be applied. These social and economic 
factors emanate from the countries. Suitable methods can also emanate from the countries, 
and it is WHO's duty to spot these methods, to analyse them and to transfer the appropriate 
information to all countries which require them. It is also WHO's duty to generate 
appropriate technical methods that take account of the social and economic factors involved 
in their application, if existing methods are inadequate or non-existent. The development of 
these methods has to be arrived at .through cooperation among countries, WHO acting as a 
stimulator, catalyst and coordinator. Thus, the most suitable technical cooperation programmes 
are likely to be arrived at through a process of mutual influencing of socioeconomic and 
technical factors, the former deriving mainly from the countries, the latter often deriving 
from WHO through the coordination of activities in countries for the development of the 
technical methods concerned. This is one way in which the exercise by WHO of its 
coordinating role should lead to relevant progr~mmes of technical cooperation, 

16. Prograrom~s of technical cooperation in and among countries can also be made more 
effective through support from various regional mechanisms. These include, for example, 
regional multidisciplinary panels of experts; Regional Advisory Committees on biomedical and 
health services research, which bring individual expertise from various countries to bear on 
research requirements and questions of research policy in each region; and national centres 
that are recognized as regional centres for operational research, development and trainir,g in 
specific programme areas, where countries work together to solve common problems and to build 
up cadres of national personnel tr~ined for self-reliance in developing the progr~mme concerned 
in their country. · 

17. The more general application of technical cooperation programmes at all operational 
levels should result from discussions in the Regional Committees that give· rise to the 
realization of the need for inter-country cooperation. The proper manifestation of such 
cooperation should also be through national rather than Secretariat mechanisms. In like 
manner, global technical cooperation programmes should result from the realization of the 
worldwide nature of the problem and .the need to solve it through cooperation among countries 
that transcends the boundaries of individual regions. The evolution of technical cooperation 
programmes in such a way is the best guarantee that the real needs of Member States will be 
reflected in their demands on WHO, and that their s-pecific requests for technical cooperation 
will conform to the policies they have adopted in the resolutions of the Health Assembly and 
other deliberating organs. 

THE NATURE OF GLOBAL PROGRAMMES 

18. The Assembly resolutions mentioned in paragraphs 1 and 7 above imply the formulation of 
global programmes as a result of integrated programme pla!_!ning. It is necessary to clarify 
what is meant by integrated programme planning. At the Thirty-first World Health Assembly, it 
was made clear that two distinct vet closely interlin):<ed processes are at work, the one a 
..E.E.9cess for national health development and the other a process for the development of HHO's 
programme in response to national health development; The national health development proce5s 
consists of country health programming, national health programme budgeting, national health 
progrnmme evaluation and national health information systems support. The WHO programme 
development process consists of WHO medium-term programming, programme budgeting, health 
progranune evaluation and information systems support. Ideally, integrated program:ne planning 
\.;ill result from -the proper application of the national process for programme development in 
all WHO's ~~embe.r States, and the corresponding response of the WHO process for programme 
development. In practice, there are multiple entry points to each of these processes. 
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19. It is not possible to wait until all Member States have introduced country health 
programming. In addition to making most use of the multiple entry points into the mana~er i ,1l 
processes for programme development, account also had to be taken of potitical processes. 
Whatever the mixture of political and managerial processes for arriving at global programmes, 
there sl10uld be no separate Headquarters' programmes, but rather global promoti.on and 
coordination of regional programmes that reflect countries' real needs. 

REVIEW OF THE ORGANIZATION'S STRUCTURES 

20. tn this Study, the tettll ttsttuctures" includes processes for improving the effectiveness 
and efficiency of the Organization, In order to re-assess the Organization's structures 
in the light of what has preceded, it is pertinent to raise a number of questions. For 
each of these questions answers are provided for review. 

"' 
21. What are the best ways of ensuring that governments apply in their ovm countries the 

£.2_licies adopted by them in the World Health Assembly and Regional Cor.unittees, and t~at 

their requests for technical cooperation with WHO comply with these eolicies and confor.a 
to the definition of technical co9peration appearing in the new programme budge~licz 
and strateg:z:? 

22. Member States have to understand their responsibilities towards the Organization if 
they are to assume their proper role of guiding its policies, applying them to their own 
health development and requesting technical cooperation from WHO in conformity with these 
policies. A major effort therefore has to be made to make countries aware of their 
responsibilities and of the benefits that can accrue to them by fulfilling these 
responsibilities. Ot1ce countries are convinced, they will exert the necessary pressures on 
the Organization in all its organs at all levels. It is therefore necessary to emphasize 
the mutually supportive nature of WHO's .coordinating and technical cooperation roles. As part 
of its coordinating role the Organitaticin has to make valid techni~al information availnble 
to all its Member States, and as part of its technical cooperation role it has to collaborate 
with Member States on request in ensuring that this information is properly absorbed and 
utilized. When this is properly understood ~1ember States will be in a better position to 
correlate country activities with World Health Assembly resolutions, and to grasp the 
significance of the regular budget being used mainly to support nationwide progra~es rather 
than for isolated projects, or fellowships, supplies and equipment that do not form part of 
a well defined programme, Member States will also be in a better position to channel massive 
extrabudgetary funds into the implementation of priority national programmes. It is stressed 
that developed countries have the same rights and obligations as developing countt:ies, although 
their technical cooperation with WHO will obviously assume different forms, for example the 
participation of collaborating centres in programme activities that are highly relevant to 
their health problems; such as the control of cardiovas~lar disease and cancer, mental hc::alth 
and the care of the aged. 

23. For a better understanding of WHO's policies, national authorities might well study 3gai.n 
such documents as the Sixth GeQeral Programme of Work, the policy and strategy for the 1 
development of technical cooperation that was adopted by the Thirtieth World Health Ass~mbly
and the resolutions of the World Health Assembly and Regional Committees. To this end use 
can be made as required of whatever mechanism exists to ensure the political and technical 
interface with WHO in the country, The Secretariat should prepare any additional material 
required by countries to clarify policies. A careful analysis has to be made of the meaning 
of technical cooperation, for example as outlined in this paper. 

1 
See wHO Official Records No. 238, pages 181-209. 
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24. The cstnhlishment and maintenance on a continuing basis of the national h~alth 
<h'·.,clopmcnt .process as mentioned in paragraph 18 above would help cuu11trics to dcfittl' Ll,t:t :-
priority health problems as well as the most appropriate ways of sulvin~ them. ln so t.loing 
they might IJCll put into practice the public health doctrines e•Jol·;<.!d i•y them in \.IHO ;1;v 

dcfinin~ nntinnal health policies and programmes for giving efft•ct to thl!f.l' doctrines. Such 
a prc><'ess will lead to country-wide programmes to cover the total populall'.JL\ r.1tlH:r Lh.llt 

ir.col:\tcd projects which c.:umot possibly have any real effect in i.mpr:~vin;: t.lw n<~LiJt~:•l :11:.1lth 
situati<)n. At the same time the process should help to identify activt' u~s [or c:u.,p•.:r.tt io11 
with other countries, including external funding on a real p,1rtncrship h;lsis. This c,,t[d 

help to channel bilateral .1nd multilateral support into the country's prwrity pr0..,r..t~1:1t••s .11,d 
could include those nctivities for which WHO's cooperation is particular!:; nppropriat(!, 
Tu this end the new system of programme budgeting and managemE:nt of Willi's resourc~s at th•! 
country level should be useful.l. The mtlin effect of this new system should be to deve L:.>p th~ 
WI!() programme budget in countries in terms of broad health programmes rc~pl)nding to natiu'1:lll~· 

defined needs and priorities and to defer detailed programme planninl.\ until nearer the 
(Jpc,rati.on:tl period, so that it can be brought into closer harmony with. th~: natH,IILtl lwaiLil 
programming process. Governments ought to be ready to give up money from \-:110 's rc>;.:ut.1r 
hudget for: the imple::1entat ion of isolated projects in order to invest it both i.n the rtnt i onill 

· hP-alth development process and in the broad programmes that result from this proc(~ss. WHO's 
funds at the country level could be put to better use to improve national capacities tor 
nbsorbing and using valid information. The national centres for research, developr.l(!nt ilnd 
training mentioned in paragraph 16 above could W('ll be used for this purpose. ln m<~kFtg titci:-
requests to WHO, governments might well use th~ components o( the definition of technical. 
cooperatio'1 mentioned in p~ragraph 14 above as criteria for assessing the validity uf their 
proposals. These criteria may also be useful for joint programming of the resource<; of WiiP, 

t1NDP and othE'r t:nitcd Nations agencies in the country, an effort which hns just started and 
which should be given full encouragement and at least a fair try. 

2~. To 8~sure the proper application of the national health development process. Ministries 
r.•f He:.tl th will have to be strengthened politically and technically in most countries. if 
;1•~u·:;;,·1 ry at the expense of their administrative functions. Under the present po·..;e r 
slrurtures, Ministries of Health often have little influence, real po10ers of dcvelnpment ',t:i'''! 
vr,sted in Prime Hinistcrs • Offices or in Hinistries of Economic Affai~s ar.d Planninl'. One 
,f WHO's main tasks is to help strengthen Hinistries of Health, particulnrly now thnt m3ny _ 

Heads of States have realized the importance of health for social and economic devel0pm~nt. 
ll is necessary to capitalize on this new political reality and t~ build up Minislri~s ~f 
llealth that will assume a central role in promoting health as part of social and c~:oJwmic 

d•.:>vt'1opmE'nt in close relationship with other sectors. 

26. An addilional way to ensure that.countries' requests for technical cooperntion ~>lith HHO 
complv •·:ith the Organization's policies is to establish national hcal.th advisory CI)IJPt:il•;, 
Sucli C)IHH:il~ cnn brin~ together expertise and personalities representing a wide r.1n~c ol 
lr.tlrP.:-.ts in henlth nnd in political, economic nnd social af[airs, including tht' hr.•;tlth !'<'T'.'Il' 
l·on•··.tm•..:r, to explore health matters as they related to social and economic develop;::rnt. in 
g~n0rnl. as we11 as politicnl, social and economic matters as they rrlnte to health. Thr·~ 

council!> could be used in a continuous advisory capacity to WHO, thus strcn~thenin;; the J'•L'1t 
fomul.llion of technical cooperation programmes in the country. A further way is to 
strengthen existing institutions or· establish new institutions as nation~! centres (or researLh. 
dPvelupment and training in specific programnes of the type mentioned in paragraph lb abov~. 
th1t are recognized and used both within the country concerned and by other countric·s ""' p.Ht 
of tel:hnical cooperntion among them. These centres would maintain cl~se contacts ·,.;ilh \.:liP, 

411 
and. either independently or within the framework of WHO, amon;s tht;mf'cL·es. 

1Docurnent WPR/RC27/4. 
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27. Finally, to ensure continuity and consistency in their relationships with \VHO, 
governments should either send the same representative both to the Regional Committee and to 
the World Health Assembly or should ensure proper coordination between the different 
representatives. In a broader context, if governments are to derive the most from the 
United Nations system as a whole, they would do well to coordinate the views expressed by their 
representatives in the various United Nations fora. 

28. What further~ical steps are required to promote technical cooperJt~on among 
dev~~ing countries (TCDC) and between developed and developing countries? What 
~r_uctural_ chanPes are required in Regional Offices to strengthen their role as active 
coordinating centres for TCDC? 

29. The first step is for governments to study the real implications of technical 
cooperation among themselves - politically, economically and technically. This understanding 
should be fostered in the Regional Committees which should help to arrange agreements bet~u~en 
governments for technical cooperation on health matters. A subcommittee of the Regional 
Committee might well be set up specifically for this purpose. The national centres referred 
to in paragr~ph 26 above should be encouraged to cooperate with simil~r centres in other 
countries. When formulating programme budget proposals, those components that could well 
benefit from being implemented through TCDC should be identified. The financing of TCDC 
activities in cash and in kind is largely the responsibility of the countries themselves, but 
WHO will have to cover the indispensable overhead technical and administrative costs. 
Information on priority health needs of countries and sources of meeting these needs has to be 
gathered. The information has to be distilled, analysed and then synthesized for proper 
dissemination among the countries of the region. It is important to collect relevant 
information from other sectors involved in social and economic development as well as from 
the health sector. Within the Secretariat, the Regional Office will have to create 
mechanisms for ensuring timely and appropriate exchanges of information among countries 
interested in the possibility of technical cooperatim1 among themselves, ~he Regional 
Offices wHl also have to mnintain relationships vlith the Regional Economic Commissions for 
this purpose. At the same time they have the duty of informing one another of information 
relevant to TCDC. Proper contacts have to be maintained with the UNDP lnfon:1ation Refer::al 
System for Technical Cooperation among Developing Countries (TCIJC/INRES). 

30. As for technical cooperation amonB developed and developing countries, as mentioned in 
paragra~h 24 above in ~onnexion with the national health development process, the 
identification of priority programmes and activities for which there are inadequate resour<::(:S 
in the developing countries should help to channel the cooperative efforts of the more 
developed countries into the most productive forms of cooperation. Also, twinning of 
institutions might be instituted, whereby an institution in one country cooperates closely ~ith 
a similar institution in the other country. Both developing and developed countries require 
specific mechanisms for arriving at this type of cooperation, WHO having essentially a 
catalytic and coordinating role. 

31. Regional Offices will no doubt have to create bureaux to coordinate TCDC. These 
bureaux will have to ensure that all programme activities take into account the possibility 
of TCDC. They will have to maintain contacts with other sectors at the regional level and 
to be closely involved in the information service mentioned above. They may also have to 
deal with commercial matters related to TCDC, including legal matters such as support to 
countries who so wish in reaching agreements and signing contracts. The bureaux will also 
have to provide support to any subcommittee of the Regional Committee set up for TCDC. These 
activities have obvious implications for the type of staff required for such bureaux. They 
will probably be quite different from the categories of staff employed in Regional O[fices unttl 
now. 
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32. How can the Regional Committees be further strengthened? 

33. The Regional Committees are crucial for involving Member States deeply in the ~?'Jrk of 
the Organization, as part of the growing trend for the governing bodies to play a mere active 
role in the Organization's affairs. This implies that these Committees should be strengthened 
so that they become a sort of parliamentary forum for the review and control of all regional 
activities, including the supervision of the activities of the Regional Offices in accordance 
with Article 50 of the Constitution. 

34. The constitutional functions of the Regional Committees relate to policy, control, 
regional cooperation with other organizations and programme budget matters. To fulfil these 
functions the Connnittees have to display a high degree of leadership and detennination. This 
has strong political implications, because, in order to gain acceptance of the application 
of the Organization's new policies; and to ensure the implementation of its new strategies, 
the. .full political support of all Member States will be required. Ways therefore have. to be 
sought of creating greater awareness of policy issues within the Regional Committees so that 
these issues can be dealt with at the regional .level and so that health administrators will 
be in a better position to deal with them in their own countries. 

35. Among the policy issues with which Regional Committees will increasingly have to deal 
are intersectoral. and inter-agency social and economic development activities in countries and 
at regional level; the introduction of new concepts of health services and health manpower 
which are likely to arouse the opposition of the established health professions; opposition 
from professional and commercial sources to the adoption of drug policies aimed at providing 
essential drugs for all and at establishing drug industries in developing countries; 
agreement on criteria for the selection of countries for vaccine production as part of the 
policy of reaching regional self-reliance in matters of vaccine supply; political and 
cotmnercial arbitration in relation to the development and application of appropriate technology 
for health; and the resolution of any problems resulting from commercial intereats or 
questions of prestige when attempts are made to put technical cooperation among developing 
countries into practice. 

36. As for the programme budget aspects of the work of the Regional Committees, the new 
arrangements for the development of progra=e budgeting and management of WHO's resources at 
the country level offer an excellent opportunity to hold fundamental discussions with 
countries on the nature and extent of programmes for technical cooperation with \-1!!0. On the 
basis of these discussions, the Regional Committees can now hold revievJS of broad programme 
proposals, instead of the former practice of reviewing detailed project proposals. These 
broad reviews should include not only country progrannnes, but also connnon problems for v.'hich 
inter-country cooperation within the framework of WHO is indicated, as well as any global 
support required. They should help to ensure that the Organization's programmes arc based 
as far as possible on countries' real needs based on first hand information rather than on 
second hand assumptions concerning the nature of these needs. They should also attempt to 
select programmes to be given priority in general and for the attraction of extrabudgetary 
funds in particular. 

37. The Regional Committees are assuming an increasingly important role in guiding the 
direction of health research through the review of the proposals of the Regional Advisory 
Committees on Hedical Research. This should lead to radical re-thinking of the vital role of 
socially relevant research in health promotion and thereby in technical cooperation for health 
development. The Regional Committees will have to pay particular attention to the 
strengthening of countries' research capacities, which can best be achieved through 
participating in the planning and conduct of research that is relevant to the health development 
of their own people. 

38. Additional ways of involving the Regional Committees more deeply in the work of the 
Organization that are being progressively put into practice are: the establishment of a 
Progrannne Connnittee with functions similar to those of the Progrannne Connnittee of the Executive 
Board; the creation of subcommittees to foster technical cooperation &~ong countries; the 
establishment of subcommittees or ad hoc groups for reviewing national proposals for technical 
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cooperatioti with WHO; the close involvement of the Committees in the development of regional 
mechanisms for programme development, such as multidisciplinary panels of exp'erts and the 
recognition of certain national centres of the type mentioned in paragraph 16 above as 
regional centres for programme'development; the designation of individuals to represent the 
Organization at relevant meetings of regional economic commissions or other regional 
organizations and to report the-reon to the Regional Committees; special studies by working 
groups, including country visits. 

39. To strengthen Regional Committees and make it possible for them to fulfil their 
leadership role it is necessary to ensure the highest possible level of national representation. 
National representatives should have the power to make decisions on behalf of their 
governments. 

40. How can the work of the·Executive Board be further strengthened? 

41. The Executive Board is playing an increasingly active role in giving effect to the 
decisions and policies of the Health Asse~bly and in acting as the Executive Organ of the 
Assembly and adviser to it. Its membership has been enlarged in proportion to the increased 
membership of the Organization. Its deliberations are becoming increasingly frank and open 
and its candid dialogues deal with crucial policy issues and progran~e priorities. To this 
end it is setting up working groups and cotmnittees o£ which the Programme Co~~ittee is a 
striking exrunple. Other illustrative examples are the ad hoc committees on malaria and on 
drug policies .-md the ad hoc committee on 'cancer which gave rise to the establishment of the 
Director-General's Coordinating Committee dn Cancer. The Board will no doubt wish to 
establish other groups to deal with priority issues from time to time, 

42. The Board is also playing a more decisive role with respect to the Assembly, at \lhich its 
representatives are active in introducing programme and budget matters and in responding to the 
comments of delegates. Yet the potentials for strengthening the work of t~e Board are far 
from having been exhausted, particularly with respect to the relationships between the 
Organization and the rest of the United Nations system in connexion with the mutually supportive 
effects of health and development and the establishment of the New International Economic Order. 

43. How can t~ work of the World Health Assembly be improved? 

44. The work ~f the Assembly too is being greatly intensified particularly in determining 
the policies of the Organization. The growing awareness of the need for global political 
action for health '"ill no doubt engage the priority attention of the Assembly in the coming 
years. It will be called upon to a greater extent than ever before to give its full support , 
to global efforts for health and through health for development and peace. lt is also in a 
unique position to encourage harmonious relationships between Member States at all levels of. 
development and of all shades of political ideology. 

45, Some of the resolutions of recent years - such as resolution WHA29.48 on programme budget 
policy which requested the Director-General to reorient the work of the Organization to'V.•ards 
greatly increased technical cooperation; resolution WHA30.43 on technical cooperation which 
decided on the main social target of governments and WHO in the corning decades, popularly 
known as "health for all by the year 2000"; and resolution WHA31.27 which requested the 
Director-General to undertake the present Study - will have a profound influence on world 
hea-lth development and on the work of WHO for many years to come. At the same time, the 
Assembly, the Board and the Regional Committees would do ~1ell to devote more of their time to 
analysing the implications of existing resolutions for the work of the Organization and f.or 
action within Hember States, as well as to monitoring the implementation of these resolutions, 
rather than concentrating on additional resolutions which may add little to those previously 
adopted. 

46. Constant efforts are being made to improve the methods of work of the AssC>lnbly and this 
should continue. Article 13 of the Constitution states that "The Health Assembly shall meet 
in regular annual session". In the light of the present Study, the World Health Assembly 
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will, if it so wishes, be in a better position to discuss whether to hold biennial instead of 
annual Assemblies, a matter which was raised by the President of the Thirty-first World Health 
Assembly. 

47. In which wav can relationships between the Regional Committees, the Executive Hoard and 
the World Health Assembly be improved? 

48. To strengthen the political unity of the Organization and to promote the process of 
formulating global programmes starting from countries, there is a need for clo~er inter
relationships between the Regional Committees, the Board and the Assembly. While the 
Regional Co~nittees have been increasingly active in fulfilling the function described in 
Article 50(a) of the Constitution "to formulate policies governing matters of an exclusively 
regional character", they have been less active in fulfilling Article 50( e) "to tender advice, 
through the Director-General, to the Organization on international health matters which have 
wider than regional significance''. Moreover, Article 50(g), which gives the Regional 
Committees "such other functions as may be delegated to the Regional Committee hy the Health 
Assembly, the Board or the Director-General'', has been applied consistently only with regard 
to the review of the regional programme budgets, which form part of the global programme budget 
later reviewed by the Executive Board and the World Health Assembly. 

49. Apart from these reviews by the Regional Committees and the occasional discussion of 
cerfain matters which the Director-General wishes them to consider prior to submission to the 
Executive Board, the sessions of these Connnittees tend to be considered as coming at the end 
of the yearly cycle of meetings of the main organs of the Organization. It is now nece~sar~ 
r.o adopt a forward-looking approach that woula better synchronize the work of the Regional 
Committees with that of the Board and the Assembly, rather than the Regional Comrlittees merely 
being informed of decisions taken by these bodies. One way of achieving this s~~chronization 
is to correlate the agenda of the Executive Board and the Regional Co~ittees. Thus, the 
preparation of a draft provisional agenda for any session of the Executive Boar~ well in 
advance would make it possible to include certain items in the agenda of the Regional 
Committees so that they could have preliminary discussions of the subject matter and rr.ake 
reco=endati.ons through the Director-General to the Executive Board. In this 'v:ay the 
deliberations of the Regional Conunittees would have an important influence on the totality of 
the Organization's activities, 

50. Similar action could be taken Hith respect to Executive Board Organizational Studies, the 
subject matter of ..,)hich could be discussed by the Regional Committees, whose reports .. ·ould thr·n 
be submitted to the Executive Board. In these ways, the work of the Executive ~oard and 
Assembly would be greatly influenced by the work of the Regional Committees. In like manner, 
more extensive analyses in the Regional Committees of the regional implications of World Health 
Assembly and Executive Board resolutions should help to strengthen the impact of these 
resolutions on national health policies, 

51. The Director-General is already taking measures to ensure the correlation of the agenda 
of the Regional Committees and the Executive Board. 

52. How can relationships between the Secretariat and Member States at all ooerational levels 
be i.mproved? 

53. To ensure the right relationships between staff and national authorities, all concerned 
must understand and accept the truly internationa~ nature of the Organization. Supra-
nar.ionali.sm has no place in WHO. Field staff, to the extent that they will be engaged at all 
in the future in the light of the increasing employment of national persormel, and the 
execution of WHO supported programmes and projects by the government concerned, I.Ji 11 have to 
identify themselves with the national programme in which they are \o.'orking and to feel part of 
the national health personnel. At all levels, the emphasis should be on the mobilization of 
national resources, including national participation in meetings dealing \dth prograr.zne 
development. Staff have a crucial. role in providing sound information to the Regi.cnal 
Committees, Executive Board and World Health Assembly so as to enhance the ability of these 
bodies to take rational policy decisions. To enable them to do so, further measures will 



- 131 -
Annex 5-15 

DG0/78.1 
page 13 

have to be taken to strengthen the capacity of staff to identify with the Organization's 
policies and to participate in translating them into action, 

54. In which way can and should the WHO Programme Coordinators' (WPC) offices be strengt~ned 
to permit them to fulfil the tasks devolving on them in the light of the latest Executive 
Board Study? 

55. The strengthening of the functions of WHO Programme Coordinators, and particularly their 
technical functions, in accordance with the Executive Board Study, makes it necessary to review 
the structure of their offices. In addition to coordinating the WHO Programme in a country 
and acting as Chief of the WHO team participating b that programme, the function of liaison 
between WHO and the government authorities devolves on the WHO Programme Coordinators, The 
Coordinators have to maintain close links not only with the Ministry of Health, but also, 
depending on the pattern of organization and on the desire of the government concerned, with 
other ministries whose activities are related to health and with the representatives of the 
United Nations and other international agencies concerned. The WPCs also have to be vigilant 
in ensuring that governments agree to execute health projects in which WHO is collaborating. 

56. It would therefore seem reasonable to transfer further technical, administrative and 
financial responsibilities from the Regional Offices to the offices of the WHO Programme 
Coordinators. These responsibilities would be discharged under the guidance and control of 
the Regional Office. To permit the WHO Programme Coordinators to assume these additional 
responsibilities their offices may have to be strengthened with appropriate technical and 
administrative staff. It has to be realiz.ed however that this could carry the danger of 
creating small HHO units within countries, which would be counter to the principle of 
mobilizing national action and resources as much as possible. 

57. Taking account of the greater emphasis being given to the participation of government~ 
in the work of WHO, should there be a gradual phasing out of WPCs' of~~s~ccompani~~ 
2,y a phasing _in of new direct relationships between the Regional Offices nnd goverr,ments? 

58. National self-reliance in health matters makes it inevitable that governments should 
consider ~lternative ways of ensuring the political and technical interface with WHO in the 
country. Quite apart from the employment of national health personnel as WHO Programme 
Coordinators, other solutions are being found. A growing number of countries have established 
units in the Ministry of Health which constitute the link between their country and the 
Organization and which are responsible for the coordination of WHO's activities in the country. 
Other solutions are international relations offices within Health Ministries; and 
international cooperation committees, either within Ministries of Health or within the framework 
of an interministerial structure. These solutions conform to resolution WHA29,48, which aims 
at a better use of the technical and administrative resources available in countries, and 
particularly in the developing countries. 

59. How will the strengthening of the WPCs' offices and the Eresence of increasing numbers 
of national experts in countries (partly as a result of WHO Fellowships), affect the 
int~rnal organization and staffing pattern of the Regional Offi;es? What will be th~ 
effect of establishing direct relationships between Regional Offices and governments if 
WPC's offices are phased out? 

60. The strengthening of the WPCs' offices or the establishment of direct relationships 
between Regional Offices and governments are likely to have similar effects on the internal 
organization and staffing pattern of the Regional Offices. At present these Offices are 
mainly staffed on the technical side by Regional Advisers who often maintain direct contacts 
with their technical counterparts in country projects. The emphasis on broad programmes and 
on the coordinating role of the WPC will eliminate this arrangement. 

61. The functions of WHO regional officers are already being reoriented·to~1ards the 
formulation and management of regional programmes and towards technical support for activities 
in the country at the request of the WHO Programme Coordinator or at the direct request of the 
government concerned. Regional Office staff will also be engaged to an increasing extent in 
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the servicing of the work of multidisciplinary panels of experts, such as the Regional Advisory 
Committee on Medical Research, in providing the kind of information that will make it easier 
for the Regional Committees to arr~ve at decisions and in acting as a clearing house for TCDC. 
Administrative and financial officers in the Regional Office will have to provide increased 
support to the management of resources assigned to countries, as prescribed by the WHO 
Programme Coordinator. They will also have an increasingly important role to play with respect 
to newer arrangements for providing fellowships and supplies and arranging for exchange of 
personnel as part of technical cooperation among developing countries. 

62. The creation of special bureaux to permit the Regional Office to act as a clearing house 
for TCDC has already been referred to in paragraph 31. As mentioned in paragraph 29, an 
efficient information service for TCDC will have to be developed. 

63. As part of the new policy of decentralization, certain functions and activities hitherto 
the responsibility of the Organization's Headquarters, will be transferred to the regional 
level, for example, many research responsibilities and the management of interregional projects. 
Regional Offices are also being made responsible for-the worldwide coordination of certain 
global programmes. In order to put these new functions into practice, a further review of 
~anagement systems at Regional Office level may be required, as well as the strengthening of 
practical collaboration among the regions on matters of common interest. 

64. All the above will have profound consequences for the staffing of the Regional Offices. 
There will be a need for more generalists who are. capable of synthesizing national expertise 
and experience into regional programmes and of distilling essential information from detailed 
data in a number of fields for dissemination to countries, This information will also be 
used to prepare documents that will help the Regional Committee to make rational decisions 
based on political, social and economic factors in addition to technical factors. Regional 
Office staff will often have to work in multidisciplinary programme teams aimed at attaining 
objectives through a wide variety of political, social, economic and technical measures, or at 
dealing with the totality of a country's health problems, The staff of the Regional Office 
will no doubt have to include a limited number of experts in social and economic affairs. 
Most of the t~chnical expertise in the various fields of health will be obtained from national 
personnel, either through national or regional centres for specific programme areas or through 
staff working in the Regional Offices for comparatively short periods of time. 

65. ~-s the Regional Directors assume a stronger political role, outside the health sector 
too, e.g. for the promotion of "health for all by the year 2000", and act to an 
increasing extent as the Director-General's alter ego for global matters in their region, 
what will be the implications, if any, for the structure of the Regional Offices? 

66. Increasing political responsibilities, such as meetings with Heads of State and Ministers 
of Health, fighting the cause of health as part of social and economic development at regional 
political organizations, and appearing before Regt'onal Economic Conunissions, \vill make it 
necessary for Regional Directors to delegate progranune responsibilities to an increasing degree 
to a second in conunand, At the same time, they will have to keep a close control on the use 
of funds in their development programme so that these are used for genuine high priority 
technical cooperation programmes whose implementation will have effects beyond the immediate 
use of the money invested in them. To fulfil their political role adequately, Regional 
Directors may require political advisers, and if they do, it would be wise to select them on a 
rotational basis from Member States, possibly with a coordinator in the Regional Office, 
Regional Directors are elected politically and are therefore vulnerable to political pressures 
and counter pressures. To protect the Organization and the Regional Directors personally, it 
may be useful to form around them a small group of national representatives on a rotational 
basis to provide a measure of collective political protection and power. This group could 
consist of individuals nominated by the Regional Committee on the proposal of the Regional 
Director. 

67, In turn, how will changes in the structure of the Regional Offices, such as those implied 
above, as well as additional changes in their functions, such as cheir deep involvement 
in research management, and consequent additional changes in their structure, affect the 
functions and structure of the global level of the Secretariat? 
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68. The activities of the Global Office of the Secretariat have gradually changed as the 
management of the Organization's activities have become increasingly decentralized, and this 
trend is bound to continue. As mentioned in paragraph 12 above, central activities tended to 
become aloof from the expressed needs of Member States. Research in particular became a 
Headquarters' prerogative, divorced from nationally expressed needs. It was all too often 
dictated by needs as·perceived by Headquarters staff. Interregional projects proliferate~ 
that had not been requested by the regions and that had not resulted from the identification 
of similar needs in a number of regions following a rational process of programming. Much o~ 
the time of Headquarters' staff was devoted to managing these projects. 

69. All this is rapidly changing. The global level now has to function with greater 
awareness of the fundamental importance of the impact of the WHO programme in countries, and 
its work therefore has to be more clearly oriented towards the practical solution of 
countries' problems. Direct.technical cooperation activities devolve on the regions but 
the Global Office must be ready to support these efforts by providing valid information on 
health development and health technology. Greater attention will therefore have to be paid 
to the international transfer of valid information on health matters, the Global Office having 
prime responsibility for absorbing, distilling, synthesizing and disseminating information 
that has practical value for countries in solving their health problems. In this way WHO 
will be better able to provide the world ·with an objective assessment of what is really 
valuable for health development, and to identify those health problems for which there is as 
yet no suitable answer. It is the Organization's responsibility to ensure not only that the 
most valid health information is collated, analysed and adequately disseminated but also that 
this information is properly absorbed by thqse who require to use it. This last activity is 
the responsibility of the national and regional levels, but the global level has to support 
them. An additional information functiori that is of extreme importance is the provi.sion of 
the right kind of information to the Executive Board and World Health Assembly to help these 
bodies make rational poli.cy and programme decisions, This information will be a blend of 
political, social, economic, scientific, technological and managerial elements. 

70. The global level has greater access than any other level to the multiple sources of 
political power and bilateral and multilateral funds, yet on the other hand the regional level 
has great·er access to the sources of information concerning the real health needs of Member 
States, This highlights the importance of ~lose collaboration between these levels. The 
global level has the responsibility of promoting global programmes that have been arrived at 
by the processes outlined in paragraphs 14 to 19 above, ensuring interregional coo'rdination 
and supporting the regions, · An increasingly important function at this level is to direct 
the worldwide political struggle for health and to maintain adequate contacts for this purpose 
with the world's leaders, with various political, social and economic bodies, and with the 
United Nations and the other specialized agencies of the United Nations system. 

71. When Headquarters was dealing mainly with highly technical programmes as separate 
entities, the divisional structure was suitable. The present challenge of channelling 
expertise from various sources and disciplines to converge on attaining specific programme 
objectives in countries makes this bureaucratic divisional structure inappropriate, Recent 
experience with the creation of functional progt·ammes for this purpose is showing promise. 
Another mechanism for this purpose that has given encouraging results is the interdivisional 
programme team. It is realized that the reorganization of the structure at Headquarters 
according to programmes and the increased use of interdivisional programme team will create 
managerial problems at the executive level, but these are problems that will have to be 
resolved. 

72. To increase programme effectiveness while reducing WHO's staff establishment and the 
expenditure of the Organization's resources, greater use will have to be made of nongoverrunental 
organizations in many fields of health. This should help to ensure worldwide involvP~ent in 
the programmes concerned. In some areas, particularly in research and in the development of 
technology, whole programme areas may have to be contracted out to WHO collaborating centres. 
More testing of newer programme concepts, for example in the areas of primary health care and 
rural development, will have to be carried out by countries themselves, rather than 
institutionalized at Headquarters or in Regional Offices. 
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73. The new functions and structures of the Global Office have clear implications for its 
staffing. Greater reliance will have to be placed on national experts for specific scientific 
and technical issues. There will undoubtedly be a greater need within the Office for 
generalists, who, irrespective of their basic discipline, are capable of taking a global view 

of broad health problems, of synthesizing the information required to help resolve them, of 
dealing with global policy issues concerning a wide variety of health and related socioeconomic 
matters, of promoting and coordinating complex efforts on a worldwide scale, and of mobilizing 
the world's health and scientific community for international deliberation and action as 
individuals as representatives of their government and as members of nongovernmental 
organizations. 

74. The question of the location of the Global Office was raised during the sixty-first 
session of the Executive Board. In accordance with Article 43 of the Constitution "the 
location of Lhe Headquarters of the Organization shall be determined by the Health Asse~'Tlbly 
after consultation with the United Nations". The new functions and consequent structure of 
the Global Office that emerge from this Study may help the Assembly to decide wheth~r it wishes 
to deal with this matter or not. 

75. What additional structural ch'anges, if anv, are required to strengthen thC' O_rganization '2 
role in relation to the restructuring of the United Natio:-~s svstcm, nnd to -~~nhar:c2 _its 
contribution to the establishment and realization of the New International E:::~no01ic . ·-· 
Order? Will it be necessary and possible to modify the regional afiiliatio~ oi certain 
countries, as \·iell as the number and boundaries or regions, in .order to c0nform ;.:ith the 
.E..E_Oposal to have identical regional structures for the "''hole United Na_tioE~~_.!S\:.5'~? 

76. All United Nations agencies will eventually be affected by any restructuring of the 
United Nations system, and in particular by measures to concr;ntrate efforts for development. 
The extent to which the United Nations system will be able to make a significant contribution 
to the establishment and maintenance of the New International Economic Order will depend to a 
high degree on its ability to work intersectorally. WHO has pledged itself to such joint 
endeavours. Yet, gnawing doubts exist as to the real deter.nination of governments to 
introduce the New International Economic Order and to convert it into a genuine internntional 
development otder. If this determination does not exist, can WHO afford to take the risk of 
involving itself deeply in joint inter-agencyefforts for development, possiblv at the expense 
of some of its other activities? The answer to this question is particularly important in 
view of the limitations of the Organization's resources, which make it imperative to invest 
them in order to derive the greatest benefit from them to world health and to avoid as far as 
possible any waste of effort. On the other hand, can WHO, which has been a pioneer in 
advocating intersectoral collaboration for development and in demonstrating the interdependence 
of health and development, take the risk of not throwing its full weight into United Nations 
efforts for the New International Economic Order? It should be added that WHO has consistently 
emphasized intersectoral and inter-agency collaboration first and foremost at the country level, 
building up to regional and subsequently global action. 

77. It would seem that the Organization must make greater efforts than ever before, both 
within and outside the United Nations system, in whichever bodies it may have an influence, to 
struggle for health as part of social and economic development. At all ti.mes and in all fora 
it should continue to insist on action first and foremost in countries. It may have to channel 
the energies of a small number of health generalists into these efforts, to convert a small 
number of existing posts to posts in the political and economic sciences, and to create a panel 
of experts in these disciplines from both developing and developed countries, as it does in 
relation to any other programme area. At the beginning, this effort may have to be 
concentrated in the Director-General's office, but as progress is made it will no doubt be 

, necessary to decentralize it to the regional level. 

78. As for the regional affiliation of countries and the number and boundaries of regions, 
in accordance with Article 44 of the Constitution these are ~Dtters on which the Health 
Assembly \vill have to decide. 
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79. Will any structural changes be required in the light of a hopefully positive respcnse to 
the Director-General's appeal to the political leaders of the world, in his addrc,;s to 
the Thirty-first World H'~=ilth Assembly, to adopt "health for all by the ;vl:ar 2\20o..:_·~··· 
the world social goal for the end of the twentieth century, and to use healch as a lover 
for social and economic development and as a platform for peace. 

80. A positive response to the Director-General's appeal to the world's leaders will place 
heavy additional responsibilities on the Organization in working in various political arenas 
for health, development and peace. This may entail the creation of a small support group in 
the Director-General's office, perhaps identical with the one mentioned above in relation to 
the New International Economic Order. In addition, the Director-General is elected 
politically and is' exposed to national, regional and global political pressures. At the same 
time, he is directing the political struggle for health on behalf of the Organization, which 
reinforces the political pressures on him. His latest appeal to the world's leaders can only 
increase his political responsibility. To protect the Organization as a ~hole, and the 
Director-General personally, it may be useful to form around him ,a small group of members of 
the Executive Board, or individuals who ·are nominated by the Executive Board on the proposal 
of the Director-General. Such a group; together with the Director-General, should help to 
provide a measure of global political protection and power to the Organization. 

81. How can the interrelationships between the various operational levels within the 
Secretariat be improved? 

82. Wide staff participation at all operational levels i,n the development and implementation 
o£ the Organization's programmes is the best way of ensuring fruitful interrelationships 
within the Secretariat. Both formal mechanisms and informal consultations have to be 
strengthened to this end. New dimensions have been given to the Organization's managerial 
structure by the creation of Regional Programme Committees in Regional Offices, the 
Headquarters Programme Committee and the Global Programme Committee. Regional Programme 
Committees deal mainly with the review and monitoring of the implementation of regional 
programme activities; the Headquarters Programme Committee advises and assists in the 
development and implementation of the Organization's programme on the basis of the policies and 
strategies evolved by the World Health Assembly and Executive Board; the Global Progranune· 
Committee, consisting of the Director-General, Deputy Director-General, Regional Directors .it1d 
Assistant Directors-General, coordinates the management of the Organization's programme on a 
global scale. It is now necessary to establish closer relationships between these Committees 
in order to reach greater cohesion at all operational levels. This could be achieved by 
discussing common issues in each of the Committees and by ensuring adequate intercommunications 
in order to create a better understanding of one another's problems. This L~plies the 
rationalization of the information flow in all directions. The Organization's information 
system will have to be used more purposefully to this end. Regional Programme Committees and 
the Headquarters Programme Committee each have the responsibility of ensuring the widest 
possible involvement of staff in their respective offices in the issues under review, and their 
subsequent enlightenment concerning the outcomes of the deliberations. 

83. Crucial to the improvement of the efficiency of the Secretariat as a whole in responding 
to countries 1 needs is a more systematic coordination of the review of progral!nne budget 
proposals in the regions and in the Global Office. In so doing it has to be realized that 
there are infinite variations in countries' needs, but that at the same time there are usually 
common global themes as increasingly articulated in the General Programmes of Work for a 
Specific Period, and that in all cases there is a need for an integrated response to countries' 
needs at whatever level the response takes place. Problems of timing exist, but these wi.ll 
have to be analysed thoroughly and overcome. When medium-term programming by programn1ing 
groups representing all operational levels and with strong national involvement encompasses 
all programmes, and updating of the medium-term programme becomes a continuing process, a major 
step forward will have been taken in ensuring a high degree of coordination of activities 
across the world. The problem of timing for the programme budget review should then be less 
acute, but nevertheless a specific process will still have to be set in motion for the 
formulation of the biennial programme budget. 
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84. When the above processes take root, along with the consistent application by countries 
of the national health development process mentioned in paragraph 18 above, WHO will have gone 
far in implementing resolution WHA28.30, according to which the Organization's mechanism for 
the allocation and reallocation of resources should comply with the principle of responding to 
integrated programme planning. 

THE INTERACTION AND INTERDEPENDENCE OF ALL ORGANS AT ALL OPERATIONAL 
LEVELS AS ILLUSTRATED BY THE MA..'lAGEMENT OF WHO'S RESEARCH ACTIVITIES 

85. Whatever the degree of fruitfulness of the interrelationships between the various 
operational levels of the Secretariat, it cannot be sufficiently stressed that, the key to the 
success oi WHO's activities lies in cooperation among Member States. The Secretariat has to 
service the best interests of such coo~eration. Maximum involvement of Member States, their 
institutions and their personnel in the work of the Organization is therefore essential. 
Nowhere are the above principles more apparent than in the new mechanism for the management 
of the Organization's research activities which are about to be introduced for a trial period 
of two years. This mechanism illustrates well how the Organization's structures are being 
reorganized in the light of its functions. It is therefore presented in some detail below. 

86. The new plan for the management of WHO's research activities is based on the following 
main principle~: 

- research activities should form an integra1 part of programmes and should therefore be 
managed in the same way as all other programme activities; 

- emphasis must be laid on the development of national research capabili·ti.es, on national 
determination of research priorities in the light of social health policy and on.natiot~al 
implementation of research activities. 

These principles apply to research at whatever operational level it is planned and 
conducted. From the perspective of Member States there can be only -one integrated WHO 
managerial system. 

87. In the plan, two vital issues are closely interlinked, namely the development of research 
capabilities in Member States, in particular in developing countries, and the conduct of 
research for the immediate solution of health problems. Impatience for immediate results 
could lead to imposing research activities on countries before they are ready for them, or to 
attempts at solving problems for countries instead of with them. At the same time, the best 
way for countries to develop research capabilities is to participate in the'planning and 
conduct of research. 

8S. Additional cornplexifying factors are the need for managerial consistency coupled with 
scientific cohesion and effectiveness at all operational levels, and this in an area in which 
there are all too few people with the necessary research and research management knowledge 
and experience. Yet, it is just such competence that is so important not only for research 
as such, but also for the improvement of health management in the broadest sense. 

89. The plan is based on a number of fundamental concepts and guiding principles. The new 
policy laying primary emphasis on technical cooperation with and among Member States, and the 
strategy being evolved for its implementation, have profound repercussions on WHO's research 
activities. Research in WHO is now more intimately identified with health development in 
general, and responsibility for its planning and execution spread over the national, regional 
and global levels of the Organization. The promotion of national self-reliance in health 
research is fundamental. Countries have to develop their own health research capabilities 
and to cooperate among themselves for the benefit of the less privileged. Since WHO's 
research activities should be an intrinsic element of health development, they have to b 
undertaken i.n relation to socially relevant health goals, and not for their own sake. 
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90. The research component of the WHO programme has to be conceived, planned and managed as 
one mosaic, with well-coordinated national, regional and global components. Activities have 
to be evolved in response to country needs and have to take root where such needs are most 
directly felt, namely in the countries themselves. The research component of the programme, 
however, cannot be .a mere aggregate of national fragments. The mosaic has to follow a 
pattern, and it is the role of the Organization to set that pattern on a regional and global 
basis. The criteria for determining at which operational level a research activity should 
take place are those that appear in the Sixth General Programme of Work and that apply to 
programme activities in general. The correct allocation of activities to the appropriate 
operational level should form the basis of the allocation of funds for research from both the 
regular budget and extrabudgetary resources. 

91. -Health research activities in countries should ideally address problems for whose 
solution research is necessary, that have been identified in the course of the country healt~ 
programming process. These activiti.es may bear on scientific substance, on the development 
of national research capability or on research management. In addition, the country may 
participate in research that has been fostered by ~!0 as part of its regional or global 
research activities and that is of relevance to the country concerned.· WHO's research 
activities at the regional level have to be based on needs emanating directly from countries, 
as well as on adaptations of global research policies and priorities to national requirements. 
In like manner, global research activities have to be based on a synthesis of global needs 
emanating from regional research activities on the one hand, and the research requirements of 
global health policies and programmes on the other. 

92. Research management functions also have to be distributed rationally among the various 
operational levels in keeping with the respective roles of these levels in the planning and 
implementation of the programme in general. The Director-General therefore maintains full 
authority over research activities in ~0 and is solely accountable for them to the Executive 
Board and the World Health Assembly. He delegates responsibility for some of these 
activities. Major responsibility is delegated to the Regional Directors for activities 
conducted in countries or at the regional level, and, as the alter ego of the Director-General 
and on behalf of the Secretariat as a whole, for all matters of a global nature in the Region. 
The Regional Directors are accountable to the Director-General, as well as to the Regional 
Committees as far as regional research activities are concerned. 

93. The management of research in WHO has to be based on the greatest possible involvement 
and contribution of the world s~ientific and health community. WHO staff members too have to 
be involved, it being self-evident that they function as part of the Secretariat as a whole, 
whatever their operational level of assignment and the administrative framework in which they 
normally work. They, together with representatives of the world scientific and health 
community, have to form for each major programme an Organization-wide progrruame team whose 
function it is to guarantee the scientific, technical and managerial cohesion of the research 
activities undertaken at every operational level. A senior technical officer will be 
designated to ensure the scientific and technical coordination of that team. He will be 
accountable in the final analysis to the Director-General, as well as to the Regional Directors 
for all aspects of research for which they have been made responsible. These research 
coordinators will have no executive responsibilities other than those attached to the post 
they normally hold. The location of this post may be in the Organization's Global Office or 
in one of the Regional Offices, depending on the focal point for the research concer.ned. 

94. The mechanisms and resources for research management will be based on the above 
fundamental concepts and guiding principles. It is of primordial importance to develop 
suitable research management mechanisms in countries. At other levels, the Regional 
Committees, the Executive Board and the World Health Assembly are becoming involved to an 
increasing extent in the planning and management of ~~O's entire programme, including its 
research component. The Advisory Committees on Medical Research at the global and regional 
levels .are acquiring ever-growing importance, and will have to continue to develop closer 
working relationships among themselves and with the Organization's constitutional organs, 
including the Secretariat. 
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95. The principal means of implementing specific research activities is a contractual 
technical service agreement. The preparation, negotiation, conclusion and execution of such 
an agreement will devolve upon that level of the Secretariat which has technical and financial 
respr· '"Jility for the research to which the agreement relates. Contractual technical service 
agre, ... ~.tts wi 11 normally be signed by. the Regional Director or staff designated by him. 
Contractual technical service agreements managed at the global level will be signed on behalf 
of the Director-General by staff designated by him. 

96. The selection of experts relating to research will be the responsibility of the Regional 
Directors, who will act in close consultation with the research coordinator mentioned in 
paragraph 93 above. Regional Directors' proposals for appointment of experts will be 
submitted for the approval of the Director-General, who has to report on all appointments to 
the Executive_ Board. 

97. The network of WHO collaborating centres will serve the Organization as a whole, being 
used for national, regional or global research support, training or reference according to 
uniform management crit~ria. The selection of institutions and the procedure of designation 
will be the responsibility of the Regional Directors, whose proposals will be submitted for 
the approval of the Director-General. The decision to recognize national centres will be 
taken by the Regional Directors. The major responsibility for research training will also 
devolve upon the Regional Directors. Use will be made of national research training 
institutions for training both national and international staff. 

98. While all concerned will participate in the.evaluation of the plan, its implementation 
will also be monitored and ultimately evaluated by the Global Advisory Committee on Medical 
Research in cooperation with the Regional Advisory Committees on Medical Research. To this 
end, the Chairman of the Global ACMR, together with the Chairmen of two of the Regional ACMRs, 
will fulfil a function similar to that of external audit, and will be provided with full 
information on progress and on problems. Governments too will be kept fully informed of 
research taking place in their country and the Regional Committees and Executive Board will 
be kept fully in the picture. 

99. It is realized that two major events may well modify the plan outlined above, namely the 
results of the Executive Board's Organizational Study on "the role of WHO expert advisory 
panels and committees and collaborating centres in meeting the needs of WHO regarding expert 
advice and in carrying out technical activities of WHO"; and the present Study of the 
Organization's structure in the light of its functions. N~verthcless, the plan as envisaged 
complies with the needs expressed inresolutionsWHA28.30 and WHA3l.27 for integrated action 
throughout the Organization; for programme planning to be viewed as a joint endeavour in 
which national authorities in their own countries and in the Regional Committees, Executive 
Board and World Health Assembly, as well as all operational levels of the Secretnriat, are all 
involved; and for WHO to foster national self-reliance in health matters, in particular 
through technical cooperation with countries in the planning, programming, implementation and 
evaluation of their health programmes. 

SCHEDULE FOR THE STUDY 

100. The following schedule is proposed for the Study: 

(1) 

(2) 

(3) 

(4) 

Discussion i~ Global Programme Committee • 

Introduction of proposed Study in Regional Committees and 
setting up of appropriate ad hoc groups or subcommittees 
of the Regional Committees to carry out the 
Study in the Regions • • • • • • • • • • • • • • • 

Consultations with governments (not only Ministries 
of Health) . . • . • • • • • . • • • • • • • • 

Review of progress in Global Programme Committee 

May 1978 

September 1978 

November 1978 -
• July 1979 

January 1979 



( 5) 

(6) 

(7) 

(8) 

( 9) 

(lo) 
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Review by Regional Co:n:nittees of reports of ad hoc 
groups or subcommittees based on country 
consultations . . . . . . . . • . • . • • . . . . . 

Consideration of the matter in the Regional Programme 
Committees and Headquarters Programme Cowmittee . • 

Review by Global Programme Committee of recommendations 
and proposals of Regional Committees, Regional 
Programme Committees and Headquarters Programme 
Committee . • . . • . • • • • • • • • •.. 

Preparation of the Director-General's Report to the 
Executive Board • • • • • • . • • 

Review of Director-General's Report by Executive Board 

Review of Executive Board's Report by World Health Assembly 

* * 

Annex 5-23 

DG0/78 .1 
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Septerr:ber 1979 

June 1'178 -
June 19i9 

Date to be decided 
at fourth session of 
GPC in January 1979 

October -
• November 1979 

January 19!30 

May 1980 
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OltGANlZATlON Aftl'l'UDE & JOB lNVENTOI.Y SUI.VEY 

Analyaia of Findina• 

Annex 6-1 
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FOREWORD 

This study specifically addresses itself to the Working Group 
formulating a Regional Staff Development and Training Programme for the 
Western Pacific Region of WHO. As such, we have borne in mind the 
guiding principles of supporting the programme objectives of the Organ
ization, supporting staff development programmes, supporting the staff 
in their assumption of their roles and functions, and eventually pro
vi~ing for a large-sc~le participation in appropriate and relevant 
training activities. 

In view of the developmental commitment of the Organization, 
it is further assumed that the people involved in the study as well as 
the general population they represent are basically growth-oriented 
and sincerely concerned about the future of the whole Organization. 
The study thus aims to simply present factual data as reported by these 
personnel. Their perceptions, opinions, attitudes, and feelings about 
various components in the Organization are undoubtedly of value, but 
of greater importance are their long- and short-term implications which 
will be approached systemically. 

We hope the data derived from the WHO Organization and Job 
Inventory Questionnaires will be considered instrumental towards the 
formulation of a more relevant approach to Staff Development and 
Training Programme as conceived by WHO. 
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HL·:TilODOI,OCY 

CFNERAL APPROACH 

ln the analysis of the Organization and Job inventory Questionnaire, 
it was decided that the various responses of 123 Individuals will be 
approached based on two working levels: REGIONAL and NATIONAL, and also 
according to two working spheres or areas: PROFESSIONAL and GENERAL 
SERVICE. Such a treatment of approaching the respondents from two points 
of view was adopted based on the information provided 
by WHO, that the Staff Development and Training (SOT) Programs will be 
implemented along the same lines. Hence, it is logical and advisable to 
male comparative analyses of attitudes, perceptions, and training needs 
on these two counts, and the respondent sample will, therefore, be studied 
from the two vatage points of responsibility-area level and functional 
responsibility - or in more specific terms, REGIONAL level vs. NATIONAL 
level, and PROFESSIONAL Group vs. GENERAL SERVICE Group. 

DESCRIPTION OF THE SAMPLE 

The study sample of the respondents will be described in terms of 
age 1 sex, educational background, and length of service. This will 
enable the reader to have an overall view of the nature of the group which 
responded to the Organization and Job Inventory Questionnaire. 

SPECIFIC RESPONSE AREAS 

The various questions in the Questionnaire can be clustered under a 
few general headiu5s or areas, as follows: 

1. Perceptions of WHO as an organization ori an international level 
with regards to objectives, accomplishments, prognosis and 
future directions. 

2. Perceptions of WHO as a place to work in with regards to compen
sation, advancement opportunities, and other "benefits". 

3. Perceptions of WHO jobs and positions in terms of training and 
development oppotunities, advancement prospects, and overall job 
satisfaction and fulfillment. 

4. Perceptions of WHO individual work force or people in general, 
whether as superiors or subordinates, in terms of capability, 
working relationships, morale, and interaction. 

5. Perceptions of Training and Development status and needs. 

In cases where the individual questions are open-ended, the list of 
responses given are arranged according to frequency - from "most number of 
times m<ontioned", to least number of times mentioned. 
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SllN~tARY AND ANALYSIS OF RESPONSES 

This section aims to sununarize and integrate tlu:: responses of the 
WHO personnel to the Organization and Job Inventory Questionnaire, and 
to outline their possible training areas and needs. The implications 
of the aforementioned findings vis-a-vis future organizational demands 
and direction will then be derived and pursued further in the light of 
exisllng conditions as against what is desired or future goals and 
objectives, 

RECOMMENDATIONS 

Knowing the current status of WHO-WPR's overall resources and 
manpower conditions, and WHO-WPR's future objectives and goals, we can 
then attempt to devise a plan A action to intermediate between WHAT IS 
and WHAT WE WANT TO BE. 

This section will then outline possible strategies and approaches 
towards the fulfillment of WHO's future goals. 
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INTRODUCTION AND STATEMENT OF THE PROBLEM 

In line with its current project of reformulating its Staff 
Development and Training Programme, the Western-Pacific Region of 
the World Health Organization (WHO-WPR) had deemed it relevant to 
initially determine the existing attitudes and opinions of its per
sonnel with regards to their jobs and the organization that they 
are working for. Such information would indicate specific areas 
whereby the organization can focus and direct its Training and Develop
ment efforts. 

For this purpose, WHO-WPR has recently undertaken an Organization 
and Job Inventory Survey. The questionnaire used in the survey is the 
subject of this analytical study, which mainly aims to fulfill the 
following objectives: 

l. to provide baseline data regarding WHO personnel's basic 
perceptions and attitudes towards their jobs and the organ
ization as a whole, as well as regarding their perceived or 
felt training needs for WHO personnel in general. 

2. to provide data on specific training areas in terms of know
ledge, skills and attitudes based on an analysis of WHO 
personnel's real needs. 

3. to provide information as to the implications of WHO personnel's 
attitudes, perceptions, and needs vis-a-vis future Organizational 
demands and direction. 

4. to reconunend possible strategies and approaches in WHO Staff 
Development and Training, taking into consideration its 
personnel's attitudes, perceptions, and training needs. 
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FINDINGS 

GENERAL APPROACH/ANALYTICAL GROlJPfNGS 

As has be-en previously discussed, the 123 respondents to the 
Organization and Job Inventory Survey-Questionnaire were classified , 
according to their area or level of responsibility. Thus, of the 123 
individual respondents, 80 work on the Regional Level and 41 work on 
a country or national level. 

For more specific information, this group of 123 was also clas
sified according to their functional responsibility. Hence, 56 of 
these work as a Professional, and 67 work as a member of General Service. 

Following is a diagram illustrating the number of respondents 
classified under each of the sub-groupings, and how they overlap: 

AREA REGIONAL NATIONAL UNKNOWN TOTAL 
FUNCTION 

PROFESS toNAL 25 31 0 56 

GENERAL SERVICE 55 10 2 67 

TOTAL 80 41 2 123 

DESCRIPTION OF THE SAMPLE 

Following are some information about the respondent sample with 
regards to age, sex, educational background, and length of service in 
WHO: 

A. REGlONAL, 

The Regional sub-group is composed of 80 individuals, 31% 
of which are Professionals and 69% are General Service 
people. The average age range is 31-40 years of age; 56% 
are male and 39%, female, with 5% abstaining from responding. 

With regards to educational background, 50% of the 
Regional personnel are college graduates, and 37.5% took 
post-graduate courses or have professional degrees. 

The average range in length of service is 5-10 years. 
However, 34% have been working in WHO for more than 10 years, 
with almost half of this in service for more than 20 years. 
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NATIONAL. 

The National level sub-group is composed of 41 individuals, 
with more than 75% of them working on a Professional capa
ci~y, and only 24% with General Service functions. The 
average age range is 41-50 years of age, and· 73% of the sub
group are amle and 19.5% female, with 7.5% abstaining response 
to the question. 

With regards to educational background, 61% are with 
post-graduate or professional degrees, l2'7o are college 
graduates, 19.5 are college undergraduates and 7.3 are hig~ 
school graduates. 

The average range in length of service is 5-10 years. 

B. PROFESSIONAL . 

The Professional sub-group is composed of 56 individuals, with 
more than 44% working on the Regional Level and 55% working 
on the National or country Level. The average age range is 
41-50 years of age, although 34% of the sub-group belong to 
the 51-60 years bracket; 87.5% are male and 12.5% are female. 

With regards to educational background, 78.5% are post
graduates or with professional degrees, 10.7% are college 
graduates, 3.6 are college undergraduates, with 7.2% 
abstaining response. 

The above range in length of service 5-10 years. 

GENERAL SERVICE. 

The General Service sub-group is composed of 67 individuals, 
with 82% working on the Regional level and 15% on the 
National level. Less than 3%, however, declined to reveal 
their area of responsibility. Of these 67 persons, 46% 
are male, 487. female, 67. unascertained. 

With regards to educational background, 55% are college 
graduates, 19.4% are with professional or post-graduate 
degrees, 15% are college undergraduates, and 10.4% are high 
school graduates. 

SPECIFIC RESPONSE AREAS 

The 80 individual questions in the Questionnaire are clustered under 
five headings which classify the areas covered by the entire Questionnaire. 
The five headings are: 

I. WHO as an organization on an international level 

II. WHO-WPR as a place to work in 
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III. WHO-WPR Jobs 

IV. WHO People 

v. Training and Development Ac ti vi ties of WHO ,Personnel 

Following are the perceptions of each sub-groups with regards 
to the above-mentioned areas or topics: 

I. WHO as an Organization 

As a whole the four sub-groups rated the World Health 
Organization ~hove-average as an organization on an international 
level as compared to other international agencies an~ organizations. 
Although they feel that the Organization has changed somewhat in 
the last five years, the following remains as its most important 
service or product: 

1. technical advice and expertise on health services 
2. dispensation of actual health and medical services 
3. health reports and papers 
4. fellowships, training, and development programs 
5. education and financial assistance 

However, they also feel that the Organization is more specific
ally working hardest for in: 

1. primary health care and delivery 
2. control of disease 
3. promoting more administrative efficiency 
4. promoting organizational relevance and application of 

more programmes to the country level 
5. improving staff development and training for better 

administrative and managerial competence 
6. establishment of advisory systems on all levels 
7. promoting bio-medical research and education 

As far as member governments are concerned, both the Regional 
and National sub-groups feel very friendly attitudes from the 
puople they interact with. The professional sub-group, especially 
feels optimistic about WHO relationships with member countries. On 
the other hapd, a big number of personnel in General Services 
(almost 39'7o) feel in the dark as to the attitudes of these member 
countries, which probably stems from their lack of first hand 
interaction with these sectors. 

In the general concept that they have of WHO as a whole, b'Jth 
the Regional and Country sub-groups agree on three basic strengths 
that the organization possesses, namely, 

l, its technical competence in the field of health and 
medicine. 

2. its fame and status as a foremost international 
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organization, und 

3. its administrative mechanism as evidtouced by a systematic 
implementation of policies, procedures, and logistics. 

In addition, The Regional sub-group lists down,the organization's 
people and staff members and its resources as additional strengths, 
Out of the composite 123 individuals in both groups, however, more 
that 38al. did not seem to know or wasn't aware of any strengths that 
WHO could speak of. 

Between the Professional and General Service sub-groups, t.he 
corrunon perceived s treng Ll1s of WHO as a &,hole were: 

1. its technical competence in the field of health and 
medicine 

2. its administrative mechanism, and 
3. its people and staff members, and their idealism 
4. its fame and status as a foremost international 

organization, and 
5. its extensive resources 

More General Service people failed to list down WHO's strengths 
as they perceived it. 

Although the general attitudinal trend towards WHO has so far 
seemed optimistic, the following have been listed down as the main 
weaknesses of the Organization which are undermining its good 
points and strengths as well as its effectiveness. 

1. its extensive bureaucracy and internal politics which 
leads to administrative inefficiency 

2. its insufficient staff development prograrrunes and 
activities 

3. the unsatisfactory management and disbursement of funds 
and resources 

4. the ineffective leadership and pre-dominance of inter
personal differences surfacing in work situations, and 

5. its inefficient systems of conmunications within and about 
the different working levels and units. 

The preceding list is common to all four sub"groups, but approx
imately 50% of all the respondents failed to give in their perceived 
weaknesses of WHO. Most of this SO%, however, belongs to the 
National working level and is engaged in General Service activities. 
Thus it would seem that the National and General Service sub-groupings 
have a lesser degree of awareness of the Organization's need for 
change and improvement, or lack a readiness to verbalize such weak
nesses. 
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In line with their perceptions of WHO's strengths, weaknesses, 
and conceptions of its objectives and direction, the four 
respondent sub-groups have made recorrmendations as to how the 
Organization can better achieve its goals: 

REGIONAL. 

1. lessen internal bureaucracy and politics, better its 
management practices, and thereby increase its adminis
trative efficiency 

2. adapt anq implement more realistic programs 

' 3. improve and implement more staff development programs 

4. review present policies for relevance and more realistic 
applications 

5. improve communications systems 

6. promote more interpersonal interactions within the organization. 

NATIONAL. 

1. evaluate and improve its program, procedures, and standards 
for staff recruitment, selection and placement to eliminate 
poll tical appointments and promote professionalism. 

2. lessen internal bureaucracy and politics, improve general 
management practices, and work towards more administrative 
effectiveness 

3, adapt and implement more realistic programs, and improve 
on its delivery system of services 

4. have more concern for actual field conditions and country 
involvement and adopt a more pragmatic approach in project 
implementation 

PROFESSIONAL. 

1. improve its administrative effectiveness by lessening 
internal poli.tics and bureaucracy and decentralizing 
functions and responsibilities 

2. adopt more relevant and realistic programs 

3. evaluate and improve its staff recruitment, selection, and 
placement procedures and standards 

4. improve on the delivery system of medical and health services 
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'). improve cmnrnunicalinns systems for bett<~r staff efficiency 

G. evaluate and update its politics for relevance and 
flexiblll ty 

GENERAL SERVICE. 

l. improve its administrative effectiveness by lessening 
internal politics and bureaucracy 

2. evaluate and improve its staff recruitment, selection, anJ 
placement procedures and standards 

3. improve incentives for its personnel and staff for better 
work motivation 

4. adopt and implement more relevant and realistic programs 

S. initiate and pursue a more inten~ive and consistent staff 
development program 

II. WHO-Western Pacific Region as a Place to Work in 

Compared to other international organizations, WHO was rated 
average by all four sub-groups with regards to employment policies 
and benefits as well as in the strictness of its rules and regula
tions. They find that as a whole, the Organization is quite 
interested in their general welfare, and they have no plans of 
changing jobs or moving out in the next five years. As a matter of 
fact, they don't even have second thoughts about recommending it to 
friends as a good place to work in. Considering what it expects of 
each employee and its prevailing conditions of work which are com
paratively good in most units, a big majority of the respondents feels 
that the Organization expects just about right of them in terms of 
work output and results. Fair consideration is usually given by the 
Organization to individuals with new ideas and/or suggestions, and 
likewise, a fair amount of support is also given in the event of 
conflicts or differences of opinion. Thus, the respondents feel a 
somewhat average degree of security and motivation to voice out their 
own ideas and opinions internally in the. Otganization. Should 
personal problems occur which may interfere with work, they would 
expect the Organization to extend some amount of consideration and 
leeway, and provide ample opportunities to recover and catch up. In 
reciprocation, in the event of emergencies or unsual problems or 
projects, the great majority of the respondent employees are willing 
to volunteer, or would not mind being asked, to perform extra duties 
or put in extra hours of work if necessary. 

With regards to security on the job, it was noted by the Regional 
people that very little turnover occurs within their units, and 
National personnel reports that a fair number of people have left 
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their units in the Organization in the past two years. Among 
the Professional personnel, turnov~r occurs rarely, but it occurs 
periodically among General Service personnel. Chances of getting 
better although not necessarily higher jobs within the organization 
are viewed dimly by the respondents, who generally feel that the 
Organization has not provided them adequate opportunities for self
development and advancement. 

As a whole, the respondents feel an absence of specific 
commtlliicati.ons systems or lines, especially between employees and 
itrunediate superiors. Most of the i.nformation obtained about the 
Organization and its activities, are obtained by the respondents 
primarily through fellow workers and secondarily through official 
bulletins. National level personnel,however, are more dependent on 
official bulletins to keep them abreast of Organization develop· 
ments. 

Though usual communications lines exist among fellow workers, 
the respondents reported minimal to average frequency of social
izing activities, indicating little or few opportunities to visit 
with others in the Organization during or after working hours. In 
spite of this, however, Regional personnel have, on the average, a 
relatively larger circle of friends within the organi~ation (5 to 10) 
than the National or country-based personnel (3~5). On the other 
hand, General Service people have more personal friends within the 
Organization than the Professional workers, ind:l.cating that those 
in General Services have more opportunities for serious and personal 
interactions within the Organization. 

Following are some recommendations for changes reported by the 
four sub-groups that would make WHO a better place to work in: 

REGIONAL. 

1. 
2. 
3. 
4. 

s. 
6. 
7. 
a. 

9. 

provide the staff with more security of tenure 
provide better benefits to local staff 
provide more opportunities to advance to higher positions 
provide more fair treatment among units and individuals -
no favoritism 
review salary structure periodically and regularly. 
strengthen training and development of staff 
improve working conditions and working benefits 
improve and evaluate recruitment and selection procedures 
and policies 
reduce red tape and bureaucratic procedures 

NATIONAL. 

1. strengthen training and development of staff 
2. provide opportunities for better and closer interpersonal 

relationships 
3. provide better benefits to the local staff 
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provide the staff with more security of l.tenure 4. 
5. 
6. 

iwprove recruitment and s"lection procedures and policies 
provide more briefings and information on regional 
policies and programs 

7. 
8. 
9. 

10. 

provide more opportunities to advance to higher positions 
eliminate favoritism 
improve administrative policies 
consider possibility of staff rotation 

PROFESSIONAL. 

1. strengthen training and devel~pment of staff 
2. provide more security of tenure to the staff 
3. provide better benefits to the local staff 
4. improve recruitment and selection procedures and policies 
5. provide more opportunities to advance to higher positions 
6. review and update salary structure periodically and 

regularly 
7. consider possibility of staff rotation 
8. provide more briefings and information on regional 

policies and programs 
9. provide more autonomy in decision-making, and action 

planning and implementation 
10. improve working conditions 

GENERAL SERVICE. 

1. provide more security of tenure to the staff 
2. provide more fair treatment among personnel - eliminate 

favoritism 
3. provide better benefits to the local staff 
4. provide more opportunities to advance to higher positions 
5. review and update salary structure periodically and regu-

larly 
6. improve working benefits and working conditions 
7. reduce red tape and bureaucratic procedures 
8, strengthen training and development of staff 
9. improve recruitment and selection procedures and policies 

III. WHO-Western Pacific Region Jobs 

In response to the query regarding WHO personnel's main job 
duties, a great majority of those who answered the questionnaires 
failed to list down theirs. Although most were aware of the 
Organization's expectations and requirements for their particular 
job or position, they could not explicitly state or enumerate their 
specific responsibilites or tasks. 

Following are the respondents' perceptions as to what general 
qualification were required for their various jobs: 
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REGIONAL. 

1. 
2. 

efficiency in task performance .. 
technicaL expertise in the field of health and medtctne, 
or job knowledge in other areas of specialization or 
professions. . 

3. 
4. 

management and admiuis tra ti ve capabilities . . 
initiative, industriousness, awareness of WHO poll.ctes, 
reliability, integrity, good interpersonal relations 
punctuality, loyalty, dedication, and discretion/ 
confidentia ll ty 

5. 

NATIONAL. 

1. technical competence and expertise in health and medicine 
or job knowledge in other areas of specialization or 
professions 

2. ability to adjust and adapt to various environmental 
and situations 

3. ability to train subordinates and other people 
4. efficiency, planning ability work experience, administra

tive competence, dedication and effective human relations 

PROFESSIONAL. 

l. technical competence and expertise in health and medicine 
or job knowledge in other areas of specialization or 
professions 

2. ability to adjust and adapt to various environmental 
and situations 

3. administrative and management capabilities 
4. ability to train and transfer technology to other people 
5. efficiency, planning ability, obedience, dedication, 

experience, and effective human relations 

GENERAL SERVICE. 

1. efficiency in task performance 
2. technical expertise and competence in health and medicine 

or job knowledge in other areas of specialization or 
professions 

3. initiative and cooperation 
4. industriousness, ef fee ti ve human relations 
5. obedience, loyalty, reliability, and punctuality 

With regards to assessing job performance, both Regional and 
National personnel noted the importance of the Appraisal Report in 
providing feedback for each individual employee. However, Regional 
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personnel consider the absence of complaints, achievement of 
objectives, and concrete results as better indicators of a job 
well done. National personnel likewise consider concrete results 
and achievement of specific objectives as better evidences of 
adequate job performance. 

Professional personnel places ~Leater import on concrete results 
and informal and verbal feedback as indices of good job performance, 
with the Appraisal Report providing a more or less formal present
ation of it. General Service staff members feel the same way, except 
that the absence of complaints and dissatisfaction are to them, the 
foremost evidence of satisfactory work execution. 

As to when and how a WHO employee can tell if he is not doing well 
in his job, the same indices previously mentioned also apply. How
ever, unsattsfactory results and work performance is almost always 
followed by concrete failures, and criticisms from superiors as well 
as the rest of the unit or Organization are more than 
adequate feedback. 

How do WHO-WPR staff members feel about the amount, type, and 
quality of supervision that they presently experience and receive? 
As to the amount, the respondents in general, more than 60% of 
them, prefer the same degree and amount of supervision, with a small 
minority preferring change in opposite directions, 16% wanting more 
and 13% less. As a whole, the respondents feel that they are given 
above average freedom and leeway in planning and doing their work. 
However, the Country-based or National Staff feel more independent 
and autonomous than do Regional personnel. Likewise, Professional 
staff members feel more independent and free to manage their own 
work than do General Service people. 

With r.agards to planning~ scheduling, and organizing activities, 
almost all the respondents rate their specific work units good or 
at the least average, indicating a more or less positive concept 
that they have towards their work environment. 

Should problems occur in relation to specific jobs, majority of 
respondents feel that an average or fair amount of support and 
assistance can be obtained from other fellow workers or work units. 
So far, they have noted that the most helpful in working job related 
problems is the immediate superior, and secondarily, fellow workers. 
This seems to be in keeping with their perceptions that the more 
important decisions in their work units are usually done or made by 
the i1m~diate superior. Nevertheless, should changes need to be 
made which affect particular jobs, most respondents are confident 
of being consulted most of the time. Nalional staff members are 
particularly confident of being always consulted in matters that 
concern or affect Lheir areas of responsibility. 
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On the job, the personnel and staff of WHO-WPR generally have 
a great deal of interpersonal contacts and int~ractions within their 
work units, and an average amoung of contact with m~utlJers of other 
work units. Outside of the Organization, ltowever, the respondents 
have varying degrees of frequency in interacting with external sectors. 
National staffs, by the very nature of their work, ~ring themselves 
in constant interaction with sectors (government and private) outside 
of the Organization, while Regional employees have very little such 
contact. Professionals as compared to General Service personnel 
likewise engage in imore external interactions. Whether they are 
satisfied with the situations they are in or not, almost all the res
pondents prefer keeping what they have, if not increasing their 
contacts and involveme::lts, with the Gene·cal Services st::~ff ·.Janting 
a considerable increase in their interpersonal exposures. 

A section of the Questionnaire requested respondents to list down 
their likes and dislikes pertaining to their jobs. Following are the 
general answers given: 

REGIONAL. 

Likes 

1. challenge of the job 
2. nature of the job, i.e., 

brings one in contact 
with people 

3. minimal supervision in 
actual work performance, 
permits exercise of 
initiative 

4. educational and self
enriching 

· 5. provides a sense of 
achievement 

6. affords opportunity for 
problem solving and 
decision-making 

NATIO~AL. 

1. 

2. 

Likes 

opportunity to meet 
different kinds of people 
opportunity to utilize 
technical capabilities 

Dislikes 

l. too much paperwork 
2. bureaucracy in the organization 
3. little opportunity for self-

advancement · 
4. lack of closeness among staff 

members 
5. too many meetings being 

held 
6. inadequate working conditions 
7. lack of security of tenure 
8. too much internal competition 
9. unprofessional management 

practices 

Dis likes 
--~-

l. limited professional develop
ment opportunities 

2. too much paperwork 
3. excessive travel without 

rest periods 
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3. challenge and interest of 
the job i tsel~ 

4. satisfaction of goal 
achievement 

5. diversity of job tasks 
6. compensation 
7. trave 1 opportunity 
8. minimal supervision in 

actual job performance 

PROFESSIONAL. 

Likes 

1. meeting different kinds 
of people 

2. challenge of the job/ 
position 

3, opportunity to use tech
nical capability 

4. minimal supervision in 
actual work performance 

5. diversity of subject 
matters 

6, satisfaction derived 
from the job 

7. responsibility 
8. travel opportunities 
9. opportunities for prob

lem-solving and 
decision-making 

10. informal supervision 

GENERAL SERVICE 

Likes ---
1. challenge of the job 
2. meeting different kinds 

of people 
3. minimal supervision 

in actual job perform
ance 

4. friendly and competent 
supervision 

5. cooperation and under
standing 
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t1 , lack of security of tenure 
5. inadequate information and 

communications systems 
6. unprofessional management 

practices 
7. lack of solid family life 

and involvement 
8. bureaucracy in the adminis

tra Lion 
9. lack of personal securi Ly 

Dislikes 

1. too much paperwork 
2. excessive travel without 

rest periods 
3. no security of tenure 
4. inadequate information and 

communication systems 
5. bureaucracy in the admi

nistration 
6. frequent chaning of posts 

and assignment 
7. too many meetings 
8. unprofessional management 

practices 
9. limited professional deve

lopment opportunities 

Dislikes 

1. too much paperwork 
2. little opportunities for 

advancement 
3. interpersonal indifferences 
4. internal competition 
5. poor working conditions 
6. bureaucracy in the adminis

tration 
7, too many meetings 
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6. opportunities for prob
lem-solving and decision-
making 

7. good physical working 
conditions 

8. satisfactory time 
schedules 

9. opportunities to exer
cise initiative 

8. no security of tenure 
9. inadequate salaries 

In response to the question of which positions in the 
Organization are desired if a change of jobs is possible, almost 
all respondents mentioned onejob or another for reasons of their 
own. Very few answered in the negative or reported no desire to 
take over any other position. Such findings indicate a prevail
ing dissatisfaction WHO-WPR personnel with their current jobs 
and positions 

IV. WHO-WPR People 

From the answers in the Questionnaire, the following data 
were obtained as to the number of people were in the respondents' 
work units: 

Regional National Professional c.s. 
No. of People: Over 100 1 2 3 0 

50-100 1 3 3 1 
25-20 5 3 5 3 
10-25 31 12 16 27 

3-10 31 9 16 23 
less than 3 11 12 13 13 

. -' 
Based on the above data, it can be concluded that the average 

size of a work unit in WHO-WPR ranges from 3 to 25 individuals. 

Based on the information provided by WHO, however, the average 
size of a work unit is smaller than this. This 
brings up the observation and surmise that perhaps the discrepancy 
as reported is due to a lack of specific work boundaries and work 
uni. t guidelines. 

In evaluating the quality and amount of work done by their 
respective units, the greater majority of the respondents rated 
their own as relatively good if not the very best. 
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-Rq;ionul staff members find tl1e people in their wol"k unLts 
g..:nL'L1lly friendly as do Nalional p0rsonm!l. Howf::V(:r, National 
personnel seems to find their work units clost!r in terms of 
relationships and wor~ associations. 

Professional and General Service people likewise finds most 
me:nbers of their work units llloderately fdendly, but there is 
more perceived aloofness, detachment, or distance among General 
Service personnel. As it is, most of the rc~spondents are pretty 
much satisfied with the nature and closeness of interpersonal 
relationships. But, among General Service personnel, however, 
more than 38% have expressed a desire for closer interaction within 
their work units. Although ver~ little conflicts or friction 
really surfaces in the unit, still the respondents feel that a 
betterment of internal relationships will improve working conditions 
and advantageously affect work quality and output. 

With regards to interdepartmental or sectional associations, 
majority of the respondenti have noted that very little conflict 
or friction among work units actually occurs or surfaces within 
the Organization. Though not necessarily cooperative with each 
other, the individual departments or sections nevertheless respect 
each other's areas of responsibility. 

In general, majority of the respondents have rated the people 
running WHO-WPR as good, or fair or the least, but around 5% 
have given poor ratings of the Organization's top management. 
Down to the supervisory level, majority of the respondents have 
reported an adequate working relationship with their illllnedia te 
superiors. Problems regarding or affecting their jous can be 
freely discussed with imnediate superiors most of the time, although 
not as openly with other superiors. 

V. WHO Staff Development and Training Activities 

A majority of Regional respondents feel that the Organization 
as a whole gives inadequate training opportunities to its personnel, 
while National-based respondents reported that little or no job 
training is being afforded general staff members. Professionals, 
especially, are acutely aware of this shortage of training activi
ties, while as far as General Service personnel are concerned, they 
have been participating in a fair amount of training sessions. 

In spite of these differ~nces of opinion regarding WHO's 
commitment in its Staff dev<:!lopment and training objectives, a 
great majority of the respondents would like more training and 
develop~ent activities to beef up the quality of its personnel 
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and improve on \~HO-WPR's ov<.:rall pt:rformanc<·. 

Foremost among the ex!Jressc:d an~as \vhere job training and 
development is needed are: 

l. general management: skills and techniques 
2. on-the-job training and refresher cours~s 
3. field exposure and orientation 
4. technical and organizational orientation 
5. human relations n1anagement 

When asked as to what type of training can be recommended for 
one's supervisor or superior, approximately 50% of all respondents 
said none or did not give an answer. Almost all of the remaining 
half however agreed on the following areas in which training can 
benefit their superiors considerably: 

l, human relations management and team bui.ld:i.ng 
2. general management and administrative skills and techniques 
3. technical orientation and exposure, and 
4. communications skills 

Likewise for subordinates 1 training and development, approx
imately 50% of all respondents failed to give a definite answer 
or replied in the negative. When asked to recommend specific types 
of training for them, the following areas, however, were ciited most 
frequently by the others, as more urgent needs: 

1. management skills and development of managerial techniques 
2. on-the-job training and/or development for personal 

enrichment 
3. organizational orientation 
4. technical orientation 
5. human rela Lions and teamwork 

SUMMARY AND ANALYSIS OF RESPONSES 

I. SUMMARY OF FINDINGS 

As a whole, the responses of the 123 individuals to the Organ
ization and Job Inventory Questionnaire reflect a general ambivalence 
in overall or general perceptions of WHO and the people working i·n 
it. Judging from the long list of services and objectives that the 
respondents have given as the Organization's primary mission, it is 
clear that their concepts of its design and purpose are as diverse 
as their personalities. They are basically optimistic of WHO's 
future and have cited a few of the organization's strengths, but more 
notable are the bigger number of weaknesses that they have mentioned 
and the necessary changes that the Organization will have to undergo 
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I<J lwtll:r it.s t'ffectivetH:~~. lt. is also worth ttuti11~; tlwl tht= 
,;roup of employees who seem mo:..t detached fro:n tht" uc~anizational 

point. of view and who arc Hnst unaware of organi.zctLi.onal develop
ments are those in Gent::rcll Service. 

~ith regards to WHO as a place to work in, most of the respondenLs 
have lauded a great many of Lhe Organi.zati.on' s llll'ri Ls and have 
even expressed willingness to disclose the fact socially and publicly. 
Yet, considerable changes have been reconmended to improve work 
conditions and atmosphere. Likewise, almost all the respondents 
have emphasized being satisfied with t.lte jobs they are in, but they 
have nevertheless expresst:d a need for more job training, job 
enrichment, and opportunities for development and advancement. And 
when asked if they would like a move from their present jobs, almost 
all of the respondents answered in the affirmative. 

As far as their individual work units are concerned, the res
pondents are markedly loyal and upheld the unit's peformnnce and 
effectiveness, citing the congenial work relationships, interaction, 
and cooperation. They contend having effective relationships with 
their superiors. Although they would prefer them (their superiors) 
to be more open and understanding. 

Following are the primary areas of concern regarding Regional 
and National personnel listed at random: 

REGIONAL 

- organizational re-orientation 
- security of tenure 
- job training and advancement 
- active feedback regarding 

job 
- organizational working condi

tions, benefits, and compen
sation planning 

- bureaucratic administrative 
system and volume of paper
work 

- management skills 

NATIONAL 

- staff develo~uent and 
training 
nature, quality, and 
extent of human interaction 
within the organization 
organizational working 
conditions, benefits, and 
compensation planning 
recruibnent and selection 
procedures and policies 

- job enrichment 
awareness of organizational 
developments 

- management skills 

On the other hand, the primary areas of concern regarding 
Professional and General Service persounel listed at random are 
evidently the following: 

PROFESSIO~AL 

- staff development and job 
training 

CENERAL SERVICE 

security of tenure 
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security of tPnure 
- organizational working 

conditions, benefits, and 
overall compensation plan
ning 

- recruitment and selection 
procedures and policies 
management skills 

II. SUM.."!AI~ 'l OF WIIO FUTUK.E DIRECTIO(-JS 

- job traiuinc!, and advancement 
oppor·tuni ties 

- job enrichment poss i.hi liLies 
- organizational working 

co~ditions, benefits, and 
overall compensation plan
ning 

- awareness of organizational 
develop;nenls 

- nLHWgement skills 

Modern health technology had awakened thirty years ago full of 
promise of development and expansion, which since then, had been 
attained beyond expectations. However, together with its achieve
ments, it has also become oversophisticated and ovcrcostly, so th~t 
it has become inaccessible to the majority for which it was 
originally intended. Thus it has become crucial to re-evaluate the 
present health thrust of WHO towards the achievement of HEALTH 
FREEDO~ whereby all countries, particularly developing countries, 
can participate and benefit from a more equitable distribution of 
health resources throughout the world. 

In view of this objective, Dr. H. Mahler, Director-General 
of WHO, had outlined a "blueprint for health for all" in his 
address to the 31st World Health Assembly. The blueprint had 
emphasized the overriding importance of primary health care, high
lighting the integration of a variety of programs within the health 
system in general and within primary health care in particular. 
Top priority is likewise given to communicable diseases and research 
(pure and applied). But of greatest importance are the measures 
needed to ensure an adequate supply of health workers who can 
conceptualize and deliver health programs as well as manage health 
systems. Since they are critical in the attainment of health for 
all by all, they must be socially attuned as well as technically 
trained to people's actual health needs. They must also have the 
managerial competence to integrate appropriate health technologies 
within health delivery systems. Thus with adequate training and 
development, WHO hopes to come up with more health program managers 
in addition to the current clinical and medical professionals and 
advisers. Much more networking is envisioned in the future, as well 
as perfecting the art of consultancy in terms of technical expertise 
and facilitating the establishment of primary health care which will 
be instrumental towards the achievement of WORLD HEALTH. 
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III. lMPLIC~TIONS OF QJESTIONNAIRE FINDINGS VIS-A-VIS WrlO MANU\TE 

Looking back at the primary areas of concern, re(~ardi1\; 
WHO-WPR personnel as indicated by the questionnaire findings, one 
can gleam information as to their needs in so far as information 
systems are concerned; training and development; work conditions; 
and recruitment and selection activities. 

In view of the recent WHO mandate regarding primary health 
care for all and World Health, it is likewise clear that the 
Organization will bave to adjust- its thrusts and approaches to 
better prepare the current and oncoming workforce to assume new 
responsibilities and directions. Thus, to begin with, recruitment 
and s~lection procedures and policies will need to be reviewed and 
patterned to suit future requirements. The existing work personnel 
will also have to be appropriately and continuously informed of the 
new developments in the Organization's objectives and plans of 
action to keep them abreast of everything. Training and development 
activities will have to be re~evaluated and re-formulated in the 
light of the new organizational objectives, with an emphasis on 
management skills. But most important of all, each individual will 
have to undergo a personal re-assessment of his own goals and 
objectives within the organization to effect the needed change of 
direction which must necessarily commence from the person himself. 
Personal values must come into play here which will be crucial to 
the success or failure of WHO's future plan of action. 
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R EC0'1'>1ENllAT l O~S 

In viei.J of WHO's ch~mgi.ng role and sLrategy (as stated by Dr. fl. 
Mahler), its implications (as expressed in the report of the SUr 
Prugranme Working Group) the following Staff Development and Training 
activities are suggested: 

Staff Training Activities 

I. Individual 

A. Regional and National Professional/Technical 

l. Interpersonal competence 

a) self-awareness 
b) communication skills 
c) conflict management/resolution 
d) tolerance for ambiguity 

2. Managerial competence 

a) planning 
b) problem solving and decision making 
c) coordinating 
d) p~litical know-how 
e) team building 
f) motivation and human behavior 
g) goal-setting 

3. Monitoring and Evaluation skills 

a) environment (internal and external) 
b) plans and projects 

4. Facilitating and brokerage skills 

5. Research skills 

a) applied - developing appropriate health technologies 
b) pure 

6. Systems diagnosis skills 

7. Training skills 

a) learning 
b) co:nmunication 

8. Languages 
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!\. General Service, H.ogional/Nution:tL 

l. Tnterpet::.unal co:npet~:ncc 

a) self-awareness 
IJ) communication 
c) conflict rn<:magc'tncnt/rcsolulion 
d) tolerance for antbigui Ly 

2. Changing and the clwnge process 

3. Supervisory and managerial skills 

a) human behavior and motivation 
b) individual goal setting 
c) team building 
d) job enlargement and enrichment 
e) coordination 
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f) training as a function of the supervisor or nt<mager 

4. Refresher courses 

The questionnaire was not able to cllicit specifics in this 
area but could be investigated further by the Co~nittee. 

Note: 

The General Service staff would need the following 111ore than 
the rest of the staff members of the organization: 

a) clarification of roles (support staff vis-a-vis frontliners) 
b) more organizational orientation 

objectives 
concerns 
activities and programmes 

c) activities that would e1iliance integration into the system 

I L Group 

A major implication with regard to the inlersectoral approach and 
to primary health care as an integrating mechanism [or all projects 
and programmes is that WHO staff members will nt:Hl! and more he working 
in teams. Team development should therefore Gc emphasized where 
appropriate. The SDT p·rogramme can support this through conducting 
training activities geared specificalLy toward providing tl1e individual 
with skills on lw\v to work in teams. It can do Lhi.s by ex[.>osing 
organizational members to 

a) group objective setting activiti~s 
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IJ) group prohlu11 solvitt~:; and decision-making 

c) activities tll.:.~L "'ould increa::;<:: m-var(;ncss of group 
processes and dynamics 

d) activiti(;s that would develop collaboration of effort 

e) activilit:s Lh;lt would establish lines of open cottununicalion 

Staff Dcvelop~ent Activities 

A, RegionaL/National, Profess toua l /Tecl1nica L 

1. Career planning progranm1e 

individual goals vis-a-vis organizational goals 

2. Field Exposure 

3. Job Rotation 

4. Counseling services 

B. General Service, Regional/National 

l, Job enrichment/enlargement 

2. Career planning 

3. Counseling services 

4. Field exposure 

It is further suggested that the SDT programme support an orientation 
programme for a 11 staff members in order to 

a) Arrive at a conunon understandi.ng of WHO's changing role and strategy. 

i) primary Health Care - as an integrating approach to programs, 
projects and activities 

ii) A shift in attitude and perspective in vlew of the changing 
intern~tlonal climate, i.e., the increasing dernantl. of 
developing countries th~t they be treated as equals. 

i.ii) Redefi.nJ Lion of Health - more emphasls now on quality of life 
as opposed to absence of cllseasa 
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b) To be aware of the implications of such changes in role and 
strategy in terms of 

i) staff'~ own shifting roles anJ functions 

ii) structural changes that are being implemented 

iii) changing relationships 

iv) systems that have to be re-evaluated 

SDT Strategy Formulation 

In formulating its strategies for implementing the SDT prograrrune, 
the Committee might well consider the following: 

a) the pace and tempo in which the organization is as a whole 
adapting to the change of role and strategy so that training 
activities do not become dysfunctional. 

b) the present expectation and understanding of the roles and 
function of the SDT by WHO personnel. 

c) the institutionalization of SDT so that it becomes a 
systematic, planned, continuous and coordinated effort. 

d) the early involvement of key decision makers in the design 
and implementation of the SDT programne to ensure cooperation 
and participation. 


