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The Twenty- eighth World Health Assembly considered it desirable 
(resolution WНA28.29) that the Director - General should publish in the 

Official Records in even -numbered years, beginning in 1978, a compre- 
hensive report on the work of WHO during the two preceding years, and 

should issue in odd -numbered years, beginning in 1977, a short report 
covering significant matters and developments during the preceding 
even -numbered year. This is the first of the short reports and 

covers the year 1976. 

Resolutions 

The World Health Assembly and Executive Board resolutions referred to in this report can 
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Introduction 

1. The year 1976 was one of profound change in the political and economic climate of the 

world. Significant progress was made towards clarifying, if not resolving, some of the more 
acute political questions threatening world peace. On the economic front, the idea of a New 
International Economic Order, which was greeted with mixed reactions when it was proposed two 
years ago and threatened for a time to become yet another divisive element in an already 
troubled world, has become the basis for constructive discussions between nations, rich and 
poor, both within the framework of the United Nations system and outside it. If far less 

than total agreement has been reached between nations on all outstanding issues, there has 
been, nonetheless, a significant drawing together of individual nations and groups of nations 
along lines that enabled them to define and articulate more clearly their needs and aspira- 

tions, be these national, regional, or global. In this process, many time -honoured ideas, 
political, economic and social, have been called into question and some have already fallen 
by the wayside. The effect has been the gradual evolution of a whole new range of challenges, 
the response to which will tax mankind's ingenuity and compassion to the utmost, now and in 
the years to come, if basic human needs are to be met, social productivity increased, and an 
acceptable standard of human dignity ensured for all citizens of the world by the end of the 

century. 

Impact for the future 

2, This world political climate made itself felt in the developments that took place in WHO 
throughout the year. These developments should be assessed in terms of their potential 
impact for the future. True, we came very close to being able to announce one of the signal 
public health accomplishments of all time, the worldwide eradication of smallpox, but this 
notable near -achievement, the end -product of many years of sustained collaborative effort, is 
only one indication of what WHO did in 1976. At no time has the unity of purpose of the 

Organization been stronger, and this has already paid dividends by placing health more 
securely on the world economic and social map. The goal of an acceptable level of health for 
the entire world population by the end of the century has gained growing acceptance, and it has 
become increasingly realized that this goal can only be attained through intensive cooperation 
between countries, whatever their present level of social and economic development and the 

health status of their populations. The response of the Organization to such a challenge has 
been to seek better ways of coordinating health developmental efforts throughout the world, 
since maximum global mobilization of health resources is more necessary than ever. 

3. The need for such a mobilization of health resources had already been recognized in the 
Executive Board's organizational study on the interrelationships between the central technical 
services of WHO and programmes of direct cooperation with Member States, which was approved by 
the Twenty- eighth World Health Assembly in 1975. Two years in the making, this study 
demonstrated that, despite the decentralized structure of WHO, all of its programme activities, 
whether central or peripheral, must be mutually supportive and parts of an integrated whole. 
It follows that the policy directives of WHO, as expressed in the resolutions of the Regional 
Committees, Executive Board and World Health Assembly, are the very stuff of which the every - 
day programme activities are made and not mere declarations of Utopian intent. The 

allocation of resources, too, must be inspired by programme policy and must result from 
programme planning that is a joint endeavour of national health authorities, WHO representa- 
tives, Regional Committees and Offices, the Executive Board, the World Health Assembly and WHO 
headquarters, each part contributing its special competence towards solving the problems at 
hand and in turn supporting the others. 

4. If the Organization's regional arrangements sometimes give rise to managerial problems, 
the past year has shown once again that these problems are far outweighed by the political 
and practical advantages. Social relevance has different connotations in different countries 
and different regions, and in 1976 the Organization proved its maturity by recognizing these 
differences and by deciding to give priority attention to the health underprivileged and thus 

reach a fairer world distribution of health resources. At the same time it was adequately 

demonstrated that no society can be complacent about its health status, that medical affluence 
is not synonymous with a satisfactory health status, and that even the most developed 
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countries have much to gain from their membership in WHO, whether through regional cooperation 
or cooperation with countries in other regions. Such progress towards a universal health 
conscience is no mean achievement. 

5. A growing conscience regarding the health of the world's populations was not limited to 

health politicians and professionals alone. In other economic and social sectors as well, 
both within countries and on the international scene, there is a growing realization that 

classical economic growth is not the answer to human development. The growth of the social 
sectors, including health, has to be synchronized with general economic growth, progress in 
each sector being mutually supportive. That this is being better understood was evidenced by 
spontaneous inquiries by a number of governments concerning the concept of health development, 
and by the growing interest in health development shown by such agencies as UNDP and IBRD. 
The latter, for example, has now agreed to provide funds for the health component of economic 
development programmes, even if it cannot finance independent health projects as such. Since 
health development and maintenance is an essential component of most economic development 
programmes, the potentials of this new policy are tremendous. Perhaps insufficient publicity 
has been given to it, and it is hoped that this Report will help to rectify any possible 
inadequacy in communicating the message. 

6. This year will therefore be looked back on as one of exciting preparation for the future 
wherein the Organization in its entirety - Member States, governing bodies, and Secretariat - 

strove to respond to the challenges just noted. Because those challenges required new ways 
of looking at the health problems of the world and different methods of trying to solve them, 
1976 became a year of rethinking and restructuring the work of WHO, a year during which many 
new ideas and new ways of applying old ones crystallized into plans for the future and the 

conceptual, institutional, and technical foundations were laid for the drastically altered 
pattern of work that we shall have to perform in the years to come. 

7. This fervent rethinking was nowhere more evident than in the work of the Regional 
Committees, the Executive Board, and the World Health Assembly. Not long ago it could have 
been contended that our governing bodies often played too passive a role in the affairs of the 

Organization. That this is no longer the case was made manifest during 1976 in the frank and 

open discussions that took place in all meetings of our governing bodies, the sort of candid 

dialogue that did not hesitate to raise doubts concerning the very directions of some of our 

programmes and the priorities for spending our money, and eventually led to clear decisions 

concerning both. As an illustration, it is most heartening to read the whole body of 
resolutions adopted by the Twenty -ninth World Health Assembly. Covering a very wide range of 

health problems in the contemporary world, these resolutions provide the policy basis for 

selective WHO collaboration and involvement in health development in its broadest sense. But 

more than that, they contain a common threat of deep moral and political commitment to the 

furtherning of social justice that it will be our duty to put into practice in the years to 

come. Passive assent alone to the ennobling idea of "Health for all by the year 2000" will 

not take us very far. We shall require a series of well thought -out pragmatic and determined 
steps, sometimes to be taken painfully, that will collectively and cumulatively give political 
force and technical substance to such ideas. 

Programme budget policy 

8. The most tangible expression of this political will to plan for a different future was 
the adoption of resolution WHA29.48 by the World Health Assembly in May; it called upon WHO 
to reorient its work so that, in real terms, 60% of the regular budget would be allocated to 

technical cooperation and the provision of services to Member States by 1980. But this 

expressed wish, even demand, of the world's underserved millions for a more equitable share of 

global health resources was not a sudden manifestation of revolutionary thought; it was a 

logical evolution of the Organization's policies over recent years and a crystallization of 
the reassessment of the utility of our activities at national, regional, and global levels. 
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9. This evolution can be summed up as a growing concern for the social purpose of health 

development. WHO - Member States, governing bodies, and Secretariat alike - has been 

preparing itself to respond sensitively and humanely to the universal human aspiration to 

well -being, in which health in its broadest sense plays such a vital role. This wish cuts 

across national, regional, and global boundaries, affecting with equal intensity the rich and 

the poor, the north and the south, the urban areas and the countryside, sometimes in the same 

way but often in sufficiently different ways to lull the more fortunate of the world's 

population, in both developing and developed countries, into the complacent notion that 

treating their own ills is enough. 

10. In 1976, as never before, it was clear that WHO, in its constitutional role as the 

directing and coordinating authority for international health work, could not accept this 

differentiation. From the standpoint of health or lack thereof, the malnourished and disease - 

ridden underprivileged of the developing world have more in common with the chronically ill 
and disabled of the most developed countries than either group has with the healthier members 

of its own society. Whether the result of social and economic underdevelopment of the most 

acute sort in the one case or the inadequacy of society in the other, the health problems of 
both groups are compellingly real and properly the concern of WHO, not only in dispassionately 
clinical terms but in those of social justice as well. 

11. Yet, despite wide acceptance by the Organization of these concepts of health justice as 

evidenced by the resolutions adopted by its governing bodies, many Member States still apply 

double standards - those they vote for in the World Health Assembly and those they use in 
relation to their own health service. It is a regrettable fact that many countries, developed 
and developing, still allocate up to three -quarters of their health expenditures to highly 

sophisticated, disease -oriented, institutional care of individual patients in the capital 

cities, leaving large parts of their populations underserved, if they are served at all, by 

primary health care. For this reason, WHO is taking the lead in learning to deal with health 

problems in accordance with new models and priorities that give the promotion of health its 

proper place, in relation to curing disease on the one hand, and social and economic develop- 

ment on the other. 

12. In the latter half of 1976 a strategy was developed aimed at releasing funds for 

technical cooperation programmes in accordance with resolution WHA29.48. This involved making 

drastic reductions, particularly in the headquarters establishment, but also in regional 

offices, in order to find money for technical cooperation programmes. In this way, a total 

sum of more than US$ 41 million from the regular budget will be made available, and will be 

devoted to additional technical cooperation programmes over the years 1978 -1981. For budgetary 
purposes the same pragmatic interpretation as in the previous year was given to the term 
"technical cooperation ". At the same time, heated debates took place within the Organization's 
governing bodies over the meaning of this concept in accordance with the spirit of 

resolution WHA29.48. While this debate will continue, there appears to be general agreement 
that technical cooperation activities must have a high degree of social relevance for Member 
States in the sense that they are directed towards defined national health goals, and that 

they will contribute directly and significantly to the improvement of the health status of 
their populations through methods they can apply now and at a cost they can afford now. The 
important principle of developing national self -reliance in health matters is always being 
kept in sight. In accordance with this principle the concept of WHO doing something for 

countries is being abandoned and is being replaced by cooperation with countries and the 
fostering of cooperation among countries so that together a lasting impact is made on health 
development. An interesting initiative that is worth following closely in relation to 
cooperation between WHO and its Members is the establishment in Thailand of a national 
coordinating health council to ensure that WHO's activities are properly integrated into the 

country's health programme, which was formulated according to the country health programming 
methodology referred to below. 

Technical cooperation among developing countries 

13. The renewed emphasis on technical cooperation should be viewed in the context of the 

initiatives towards technical cooperation among developing countries taken within the United 

Nations on a system -wide basis during 1976 to help give effect to the new international 
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economic order. The main principles governing technical cooperation among developing 
countries are that these countries should devise specific programmes based on technical 
cooperation among themselves, and international organizations could complement these pro- 
grammes as part of broader cooperative schemes; developing countries should contribute to 
national and regional institutions located in other developing countries and use these for 
training; international agencies should make full use of the capacities and potentialities 
of developing countries, including manpower, training and research facilities and exchange of 
technical information; financial priority should be accorded to regional and interregional 
activities emerging under this scheme; and least developed countries and developing countries 
with geographical disadvantages should be given special attention. 

14. These concepts of technical cooperation among developing countries are not new to WHO. 
They are implicit in our regional structure, and many intercountry activities in particular 
have put these concepts into practice. However, even if we are in a rather special position 
in this respect because of our constitutional structure and practical experience, we still 
have a long way to go in making these concepts an integral part of our programme. Thus, we 

must collaborate more consistently with the developing countries in their efforts towards 
manifesting technical cooperation among themselves on health and health- related matters. This 
means that we shall have to concentrate on promoting, accelerating, and facilitating national 
and regional self - reliance in health matters, even at the expense of becoming more marginally 
operational. 

15. Among the means discussed at some Regional Committees in 1976 for developing regional 
self- reliance are first of all the strengthening of the role of Regional Committees themselves; 
the establishment of regional panels of experts to ensure the proper exchange of expertise 
and experience among countries; Regional Advisory Committees on biomedical and health services 
research to bring to bear expertise from various countries on research requirements and 
questions of research policy in the region; and regional centres for operational research, 

development, and training in specific programme areas, where countries can work together to 

solve common problems and build up cadres of national health personnel trained towards self - 
reliance in the development of the programme concerned in their country. Advisory committees 
on health research have already been set up in every region and the time has come to create 
or strengthen the other mechanisms mentioned above. 

The Sixth General Programme of Work 

16. A landmark in the history of the Organization in 1976 was the adoption by the World 
Health Assembly of the Sixth General Programme of Work covering the period 1978 -1983, which 
had been prepared by the Executive Board.1 The evolution of this programme of work is a 

remarkable international social achievement in itself. People of all nations worked in 

harmony in different national and international fora to evolve a programme that provides both 
policy guidance arid programme direction to attain tangible health goals for the world as a 

whole, without even a hint of dictating health action from above. Under the direction of a 
working group of the Executive Board, consultations took place with national health 

authorities. Programme proposals were then prepared in the Regions in the light of these 

consultations and were complemented at headquarters by material resulting from a review of the 

Fifth General Programme of Work and from resolutions of the World Health Assembly and Executive 
Board. An explanatory document, including a proposed list of programme objectives, was then 

presented to the Regional Committees for their review and identification of regional priorities, 
in the light of which further draft material, prepared by a Secretariat working group 

representing regions and headquarters, was presented to the Executive Board working group. 

In addition, Member States and numerous experts throughout the world in various health arid 

related fields were consulted on long -term trends for the Organization's programme. The draft 

programme then underwent thorough review in the Executive Board before being submitted to the 
Assembly. As a result of these interlinking efforts at all organizational levels - within 

Member States, the governing bodies arid the Secretariat - the Organization as a whole can 

claim, as never before, that the General Programme of Work is its Programme and not merely the 
Programme of one of its component parts. The Programme is thus a rightful incarnation of the 

unity of WHO. 

1 Sixth General Programme of Work covering a specific period (1978- 1983). Geneva, 

World Health Organization, 1976. 
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17. The operational part of the Programme is preceded by a statement on the health challenges 

facing the world. Thus, while accurate statistical data are difficult to obtain, even a 

perfunctory glance at available data is sufficient to illustrate the wide gap between the 

health status of populations in developing countries on the one hand and in affluent countries 

on the other. For example, life expectancy at birth varies between 35 and 40 for the least 

developed countries to between 70 and 75 for the most developed. The infant mortality rate 

ranges from more than 140 per thousand live births in the least developed countries to 11 -15 

per thousand live births in the most developed countries. These figures alone illustrate 

dramatically where the emphasis of WHO's programme should be laid. Where the need is 

greatest the resources are smallest and it is to this contradiction that the Programme first 

and foremost addresses itself. It does so by stressing the importance of the use of national 

resources, WHO's resources being meant to develop national resources, not to supplant them. 

18. The Programme is subdivided into six major areas of concern, namely: the Development - 

of Comprehensive Health Services, Disease Prevention and Control, Promotion of Environmental 

Health, Health Manpower Development, Promotion and Development of Biomedical and Health 

Services Research, and Programme Development and Support. For each of these areas of 

concern specific objectives have been defined. A variety of approaches for attaining these 

objectives have been indicated and criteria have been established for programme selection, 

for allocation of resources and for determining the organizational level for the implementa- 

tion of programme activities. The basic criterion of giving priority to problems of 

developing countries is emphasized. In enunciating such other programme criteria as the 

concentration of effort on major public health problems that have a demonstrable potential 

for solution either through existing knowledge or research, and on programmes that Member 
States will be able to develop and sustain after WHO collaboration ends, the Programme squarely 

faces up to the constraints imposed by the finite resources that can be allocated to health 

and the virtual certainty of even more severe constraints as improvements in health conditions 

create self -regenerating demands for more and better health care. 

19. The Programme is a solid policy basis for the more detailed formulation of WHO's 
activities in the years to come. By taking defined national health needs as the starting 

point, then moulding the WHO response to these needs through medium -term programmes and pro- 
gramme budgets that form two -year portions of the medium -term programmes, and finally closing 
the circle through increasingly accurate evaluation aimed at leading to programme improvement, 
the Organization will use the Sixth General Programme of Work in a flexible way to chart its 
path in the years 1978 -1983, making the most of regular budget and extrabudgetary funds, and 

introducing modifications and corrections along the way as necessary. • 20. It cannot be sufficiently repeated that the Sixth General Programme of Work was formulated 

for the benefit of Member States. This benefit will accrue to Member States only if the 
Programme is used by them. The Programme states clearly that WHO's targets will be arrived 
at following the definition of national targets. If Member States go through the Programme 
methodically, analysing which objectives are of relevance to them, defining targets accordingly, 
and deciding which approaches and activities are most appropriate in their context, they will 
be able to ensure that the Organization's programmes are true responses to their needs. 
Without such collaboration the Programme will remain nothing but a blue -print. 

Country health programming 

21. The conversion of policy blue -prints into action for health requires dynamic planning. 
WHO has lived through ups and downs in its attempts at developing valid methods for national 
health planning. In country health programming we appear to have arrived at a process that 
is both useful and relatively simple to apply in widely different national contexts. We 
have thus moved into an era of action for health development. The first attempts at applying 
the process took place just over three years ago in Bangladesh. Since then we have made 
great strides forward and countries in every region of the world are increasingly setting the 
process in motion. Country health programming differs from previous methods of national 
health planning fostered by WHO, first and foremost by laying emphasis on the national 
responsibility for a health development process which is intimately linked with social and 

economic development in general. WHO's function is mainly to develop methodology and, on 

request, to collaborate with countries in its practical application. This is an excellent 
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example of the fulfilment of WHO's dual role of international health coordination and technical 
cooperation with its Member States. Another point to be emphasized is the continuing nature 
of country health programming. Little will be achieved by one -time exercises. To be success- 
ful, permanent mechanisms will have to be created both in Member States and in WHO to ensure 
that health problems are continually assessed and that corresponding programmes are continually 
formulated and up- dated. 

22. It is in this context that new proposals for the development of programme budgeting 
and the management of WHO's resources at the country level should be seen. The traditional 
approach has been to build the WHO budget out of an aggregation of individually requested 
projects, each worked out and costed in detail two or three years prior to the operating 
period in order that such details could be included in the WHO programme budget document. 
This approach was an outgrowth of the traditional "aid" project concept widely used during 
the first United Nations Development Decade. However, as WHO's activities at the country 
level are becoming increasingly oriented to national health policies and integrated with 
national programmes for health and development, WHO's planning process must become 
increasingly programme -oriented, rather than project -oriented, and projects aid activities 
must be formulated and carried out within these defined programme directions as part of a 
unified national undertaking. The main effects of the new proposals will be to develop the 
WHO programme budget in countries in terms of broad health programmes responding to nationally 
defined needs and priorities, and to defer detailed project planning until nearer to the operating 
period, in closer harmony with national health programming processes. These programmes and related 
budgetary figures, developed jointly by WHO and national authorities, would then be the subject of 
country programme review by the Regional Committees. This more programme- oriented approach to 
programme budgeting at country level was endorsed by four Regional Committees in 1976, a fifth region 
already following a similar planning process. The proposals were recommended by the Executive 
Board at its fifty -ninth session (resolution EB59.R50) for approval by the Thirtieth World 
Health Assembly. 

Examples of technical cooperation programmes 

23. Among the new or renewed programmes that will be strengthened as part of the Sixth 
General Programme of Work and the Organization's new programme budget policy are, to mention 
only a few, the Expanded Programme on Immunization, the Special Programme for Research and 
Training in Tropical Diseases, the Prevention of Blindness, a major attack on diarrhoeal 
diseases, Primary Health Care and Rural Development, National Drug Policies and Management, 
and National Seсtoral Development in Environmental Health. 

An outstanding example of a programme containing all the ingredients of technical 
cooperation is smallpox eradication. 

Smallpox eradication 

24. For smallpox eradication, 1976 was the year that almost was. With detected cases 
narrowed to two countries - Ethiopia and Somalia - and in rapidly declining numbers, it was 

thought possible that 1976 would be the year when, for the first time in history, the scourge 
of smallpox would be eliminated from the face of the earth. But it was not to be. Just as 

the last detected cases in Ethiopia were being brought under control late in the year, a small 

outbreak was reported in Mogadishu, Somalia, with the number of cases totalling 36 at the end 
of the year. Even so, it was a year of considerable accomplishment; international com- 

missions officially certified that Pakistan and a large area of west Africa were clear of 
smallpox and no new cases were detected in recently endemic areas of India, Bangladesh, 

Burma, and central aid southern Africa that are due for certification in 1977 if this is 

agreed to by international commissions set up for this purpose. 

25. With the disease so near eradication and research on the variola virus no longer 
so important as it once was, the WHO Committee on the International Surveillance of Communi- 
cable Diseases recommended that all laboratories except those designated as WHO Collaborating 
Centres (at present seven in number) destroy their stocks of variola virus, thereby eliminating 
other foci of accidental infection. Currently 29 laboratories in 18 countries are registered 
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as retaining stocks of the virus and all have been informed of this recommendation. At the 
same time, the experience gained in handling this virus will be incorporated in a set of 

proposed guidelines for its safe handling and storage; if followed, these guidelines would 
ensure that accidental infection would not occur. 

26. To guard against an unforeseen recurrence of smallpox, resolution WHA29.54 requested 
governments to continue making donations of smallpox vaccine to the Voluntary Fund for Health 

Promotion so as to ensure a continued supply for countries still needing it and to expand 
reserves sufficiently to cover 200 to 300 million people; present reserves are enough for 
only 112 million vaccinations. 

27. Looking back over the years of sustained collaborative effort that brought the smallpox 

eradication programme so close to a successful conclusion in 1976, it is easy to perceive 

the enormous health benefits derived from the programme by the people of the world. Less 

easy is the task of trying to assign a monetary value to such an accomplishment in cost/ 
benefit or other terms. However, in this case, we have the statement of one major developed 
country that, because of the programme's success, it will be able to save over the next two - 

and -a -half years the equivalent of its entire contribution to the WHO regular budget since the 

founding of the Organization. Surely this is proof that judicious investments in health 
pay off in money as well as social terms. 

28. The smallpox eradication programme has taught us that success can be achieved when 
there is a national will to carry out a programme with vigour, where the participation of 

the community is assured, and where there is wide international support. An open mind to 
problem -solving must be maintained and no preconceived dogmas imposed. Thus, it had 

formerly been assumed that total vaccination of the population was essential for eliminating 
smallpox. This approach presented formidable difficulties. A more flexible approach 

was then adopted, based on surveillance and containment, accompanied by intensive vaccination 

wherever indicated, using a heat -stable vaccine applied by the bifurcated needle, which 

could be used effectively by auxiliaries with the minimum of training. The ways of 

carrying this out were adapted to national and local circumstances without changing the 

fundamental approach. Experience gained in one part of the world was applied in another. 

For example, early in the global programme, the development of surveillance activities, if 

necessary at the expense of mass vaccination, was demonstrated to be the most effective 

approach in West Africa and Indonesia and this approach was then adopted universally; a 

simplified scheme of vaccination assessment developed in Afghanistan was subsequently 

employed in most countries; the smallpox recognition card originated in the Indonesian 

programme and was then universally used; the idea for and methodology of area -wide search 
were initiated in India and later employed throughout the endemic zones of Asia as a whole. 

29. Another important facet of the overall strategy was the coordination of the contributions 

to the programme from various bilateral sources, including the provision of vaccine. An 

outstanding example is the comprehensive bilateral assistance given to twenty countries of 

West and Central Africa in close liaison with WHO. As for vaccine supply, whereas in the 

initial phases this was derived mainly from the highly developed countries, production in 

the developing countries subsequently increased to the point where two - thirds of all vaccine 

were produced locally. This programme is thus an excellent example of the use of a rela- 

tively cheap and simple technology which a routine approach might have missed. It was 

arrived at through a mixture of careful epidemiological assessment, highly goal -oriented 

research, and common sense, and was applied dynamically through globally inspired local 

initiative and through WHO -coordinated technical cooperation among developing countries 
and between them and more developed countries. Surely there are important lessons to be 

learned for other programmes: 

The Expanded Programme of Immunization 

30. A natural successor to the smallpox eradication programme, although quite different 
in its aims, scope, and organization, is the Expanded Programme of Immunization. 

31. Each year more than 80 million children are born in the developing world. Of these 

an estimated five million die from diphtheria, whooping cough, tetanus, poliomyelitis, 
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measles, or tuberculosis; at least twice as many are disabled through brain damage, 
paralysis, stunted growth, deafness, or blindness, despite the existence of vaccines, the 
proper application of which has all but eliminated these diseases as public health problems 
in many developed countries. From a technical standpoint, there are only two provisos: 
to give good protection, these vaccines must be potent when administered and given in ade- 
quate doses. From a managerial standpoint experience has demonstrated that short -term 
immunization programmes have not been effective; programmes have to be established on a 

permanent basis, all children in turn being vaccinated as they reach the age of maximum 
susceptibility to each disease. A campaign type of immunization programme merely provides 
temporary relief, resulting in recurrent outbreaks of the disease when the campaign is 

stopped and thus wasting the effort and money that had been put into it. For developing 
countries, there is an additional imperative: with trained manpower in short supply, the 
means of administering the vaccines must be adapted to the health service component best 
suited for the purpose - often a primary health worker with only limited training. It is 

because of such obstacles that so little progress has been made in applying existing tech - 
nology to what is demonstrably a priority public health problem in very many Member States. 

32. A wide variety of immunization activities is being carried out in most countries of 
the world, but relatively few have permanent, systematic programmes with complete coverage 
of all susceptible populations. Even in a number of highly developed countries the coverage 
rate is unduly low. Experience gained in several countries in the past few years, in part 
through the smallpox eradication programme, has been sufficient to suggest that the 

obstacles, enormous as they are, are essentially managerial in nature and could be 
progressively overcome if attacked in a systematic way. This attack has to take place. 

first and foremost within countries, but also at regional and global level. 

33. While it may be a truism to state that success will depend on government commitment, 
it is worth repeating that such a commitment involves the inclusion of an immunization 
programme in the government's overall health policy or plan and the allocation of a budget 
for this purpose, however inadequate it might be in the first instance. The first step 
in planning is the preparation of a national inventory of current immunization activities and 
needs, to indicate which diseases may justify the initiation or expansion of current efforts 
or require further epidemiological study, and to help identify operational problems and 
impediments to current immunization activities. The plan should include an immunization 
schedule on the basis of which the health service infrastructure can gear itself to implement 
the programme both in terms of the administration of the vaccine in the most appropriate 
way to the target population and the delivery of vaccine in a potent state to that part of 

the health service being used for the programme. The latter presents formidable logistical 

problems aid these have to be solved if the programme is to succeed. The Organization's 
programme of immunization therefore devotes particular attention to questions of vaccine 
supply, production, quality control, and research aimed at the improvement of quality and 
stability. 

34. On the key problem of providing sufficient portable refrigeration to preserve a 

vaccine's potency once it leaves refrigerated storage centres - the cold chain technology - 

preliminary findings from tests made at Kumasi University of Science and Technology in Ghana 

suggest, for example, that durable, locally -made cold chests, insulated with foamed poly- 
urethane, could replace the more sophisticated equipment. Much the same approach applies 

to finding the least expensive refrigerator capable of preserving vaccines during storage at 

local health units. Another aspect of the programme is the search for simpler ways of 

administering vaccines, such as with a bifurcated needle, so that health auxiliaries and 

rural health workers can be made part of the nation -wide programme. 

35. The programme was the subject of a searching review in December 1976. A study of 

ongoing programmes in countries revealed that, whereas each of them had a different strategy 

suited to the country's needs, they shared such features as a quantified list of operational 

targets developed by stages to cover gradually the eligible population, the combined use 

of single -purpose and multi -purpose health workers and regular evaluation of performance. 

36. Research showed that certain live vaccines can be frozen and thawed up to ten times 

without significant loss of potency. Research programmes have been launched to develop 

cheaper and more stable measles vaccines, and to develop simple technology such as more 
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reliable and effective jet injectors, improved cold boxes, cheaper and more efficient 

refrigerators, unbreakable metal wicks for petrol refrigerators, and enzyme -based colour 

indicators to identify the degradation of vaccines during transport and cold storage. 

Various ways were identified of minimizing the deficiencies of cold chains, such as staggered 

ordering of vaccine stocks in limited quantities, installation of dial -type maximum /minimum 

thermometers on refrigerators to monitor temperature levels, improved packaging to be 

requested from manufacturers so that it can be reused to transport vaccines inside a country, 

and central stores fitted with an alarm system to warn of failures in refrigeration. Among 

the managerial needs identified were the simplification of epidemiological surveillance 

systems to measure morbidity and mortality, establish realistic targets, and measure the 

extent to which they have been reached; the operational testing of schedules, types of teams, 

delivery techniques, and best use of planning procedures, forms and transport; the investi- 

gation of various methods of evaluating coverage; and the development of vaccine adjuvants to 

reduce the required number of doses. 

37. Encouraged by the progress made so far and by the lessons learned, the Organization now 
intends to make the Expanded Programme of Immunization one of its most important contributions 
to world health. An initial strategy to this end will be submitted to the Thirtieth World 
Health Assembly in May 1977. It is being proposed that this programme should become a major 
collaborative effort of Member States aimed at worldwide coverage of susceptible populations 
and age groups. Priority attention would naturally be given to developing countries. The 

target would be to ensure that all the children of the world are immunized by 1990. The 

programme would be open to all countries that so desire, without conditions, although a number 
of social and technical desiderata will be recommended. These include the formulation of 
realistic programmes over a period of five to ten years taking into account the principles of 

determining priorities according to epidemiological risk groups, ensuring maximum coverage of 
these groups and, in conformity with the philosophy of social equity, paying particular atten- 
tion to the social periphery. They also include the selection of the most appropriate 

components of the health service infrastructure for programme delivery. Vaccine supply would 
be dealt with in two overlapping phases - the first a vaccine pool and the second vaccine 
production in accordance with regional plans. Regional self -reliance would be the ultimate 
objective of vaccine production, achieved through country collaboration, and to this end WHO 
would evolve a strategy for ensuring the transfer of appropriate technology to the developing 
countries. This is a programme which certainly deserves the support of bilateral and multi- 
lateral agencies. It is hoped that the Thirtieth World Health Assembly will acclaim the 
programme enthusiastically and that World Health Day for 1977, which is devoted to immunization, 
will prove to be a suitable send -off for a successful programme. The underprivileged children 
of the world deserve this of the international community. 

The Special Programme for Research and Training in Tropical Diseases 

38. The formidable management obstacles encountered by the Expanded Programme of Immunization 
in attempting to arrange efficient delivery of existing technology are compounded still further 
in the Special Programme for Research and Training in Tropical Diseases because no such 
technological base exists with regard to the six diseases covered by the programme - malaria, 
schistosomiasis, filariasis, trypanosomiasis, leishmaniasis, and leprosy. For some of them, 
present methods of control and treatment are simply inadequate; for others, they are too 
costly for widespread use, require too many trained workers, or are unacceptable to the 
population. Curative treatment with existing drugs is prolonged, difficult, and often 
fraught with danger for the patient. For some of the diseases, means of chemoprophylaxis do 

not exist; for others, notably malaria, hitherto effective drugs are losing their effective- 
ness because of increasing parasite resistance. Even the most intensive use of drugs and 
insecticides has been unable to interrupt the transmission of malaria in large areas of Africa 
and other areas of the tropical world. And allof these diseases have resisted efforts until 
now to develop vaccines against them. Perhaps because of this array of obstacles, interest in 

research on tropical diseases has tended to diminish rather than increase among the scientific 
community and the pharmaceutical companies. For example, no major new drug for the treatment 
of these diseases has emerged in the past three decades. 

39. Yet there remain as many as a thousand million people living in the tropics who are at 

significant risk of contracting one or more of these diseases. Although morbidity and 

mortality statistics are difficult to obtain, the enormous toll exacted by these dideases, 
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whether measured in humanitarian or economic terms, cannot be underestimated any more than 
can the magnitude of the task that WHO and UNDP, as joint sponsors of the programme, have set 

for themselves in mounting an attack on them. If no ready -made technology exists to help in 

this attack, it is nonetheless true that recent scientific advances open up prospects for the 

development of drugs, simple diagnostic techniques, improved methods for vector control, and, 

perhaps ultimately, vaccines. Among the more notable of these advances in 1976 were the 

successful growth of human malaria parasites in vitro and the cultivation, in other than a 
human host, of the mycobacterium causing leprosy, both for the first time. 

40. We should have no illusions about the ease with which some or all of these diseases will 
ultimately be controlled; it is therefore essential that the planning for this venture should 
take into account its long -term nature and provide for the speediest possible practical 
application of new knowledge. Since the objective of the programme is to discover control 
and treatment methods that developing countries can afford, require minimum skills and super- 
vision to administer, and can be integrated into existing health delivery systems, the 

fruitless exploration of blind alleys must be avoided, as must the development of new methods 
that, although effective, are too costly or complex to deliver. 

41. Furthermore, by carrying out research in the countries where the tropical diseases are 

endemic, it will be possible to judge progress under local circumstances. By making the 
maximum possible use of national staff, the programme will contribute not only to discovering 
new tools for the control and prevention of tropical diseases but will provide invaluable 
training and research experience, thereby enhancing the self -reliance of the countries where 
the work is done. 

42. During 1976, the groundwork was laid for the methods to be used by WHO in coordinating, 
monitoring, and evaluating the research and training conducted under the programme. This 
entails a two -tier system of scientific supervision. Overall supervision is being exercised 
by a Scientific and Technical Advisory Committee comprised of individuals possessing broad 
knowledge of the six diseases and their socioeconomic impact on tropical countries. This 
committee determines research and training priorities among the diseases and between different 
aspects of the same disease and allocates funds accordingly, meanwhile ensuring an authorita- 
tive and balanced overview of the total programme. 

43. For each disease and each research area dealing with more than one disease, Scientific 
Working Groups are being established, with a membership that includes the world's best 
scientific minds. These groups will be responsible for planning and monitoring the research 
programmes carried out in a worldwide network of collaborating centres in both developed and 
developing countries; they will judge the scientific merit, methodological soundness and 
probability of success of each research project before it is included in the programme and be 
responsible for periodic evaluations of each project. Workers from biomedical, clinical and 

social services will be brought together as required in goal -oriented multidisciplinary 
research, and recourse will be had as necessary to immunology, cell biology, biochemistry, and 

epidemiological and operational research, as well as studies of nutritional, economic, anthro- 
pological and educational factors. 

44. The culmination of this planning effort was a meeting of programme participants held in 
December 1976 at which the foregoing and other plans for the programme were approved and 

US$ 7.5 million pledged for programme activities during the first year of active work in 1977. 

45. A number of additional features of the programme are worthy of special note. The 

programme deals with cardinal problems for a thousand million people in tropical areas of the 

world, yet these problems have been dealt with in a fragmented aid scarcely purposeful way 
until now. This is the first global attempt at dealing with them in a determined and 

systematic way, and this attempt clearly illustrates WHO's newly re- emphasized role of 
coordination in international health matters by drawing up such a large -scale programme for 
international collaboration and drawing upon the scientific and financial resources of 

developed countries and other United Nations agencies that are far beyond the capacity of 
WHO's regular resources. For the programme will be implemented as a cooperative effort of 
the developing and developed countries in search of goals which will be beneficial to both. 
It should certainly be beneficial to developing countries, irrespective of immediate results, 
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by involving them up to the hilt in the search for solutions to their own health problems and 

by developing a scientific potential which can later be relied upon to solve other problems 

of health development. As for the more affluent countries, who knows what scientific and 

technical spin -offs will result from this programme that can be successfully applied to their 

health problems? In addition, the programme could make a significant contribution to world 

social security, because the continuation of the gap between the health -haves and the health - 

have -nots can only perpetuate international insecurity. 

Prevention of blindness 

46. Another example of WHO's renewed emphasis during 1976 on its dual roles of international 

coordination and technical cooperation is the programme on prevention of blindness. Con- 

tinuing collaboration with leading nongovernmental organizations in the field, notably the 

International Agency for the Prevention of Blindness, led to the reaffirmation that trachoma, 

onchocerciasis, xerophthalmia, and cataract are priority areas for control and prevention 

efforts and that much of the blindness caused by them could be prevented. While additional 

research will no doubt lead to improvements in methods of control and prevention, existing 

knowledge and technology form a more than adequate basis for immediate and effective action 

against these diseases. For successful action it is necessary to marshal the money and 

manpower needed to apply this knowledge, and at the same time to stimulate community partici- 

pation in and public understanding of blindness control and prevention. World Health Day in 

1976, with the theme "Foresight prevents blindness ", helped to focus public attention on the 

problems involved and the means of solving them. It is hoped that international interest was 

also aroused and that this interest will result in large -scale funding of the programme. 

Special mention must be made of the regional strategy evolved for South -East Asia in 1976 

aimed at setting up national programmes. 

47. In working to prevent "river blindness ", the Onchocerciasis Control Programme, for which 

WHO is the executing agency, FAO is associate agency, and the IBRD and UNDP are also sponsors, 

continued to make progress in clearing a seven -country area of the Volta River Basin of the 

threat of onchocerciasis, with a view to reopening its fertile land to human settlement. The 

programme maintained and developed its activities during 1976. Of particular note is the 

transfer of the responsibility for the programmne to the WHO Regional Director for Africa. 

48. The programme is being implemented in three phases corresponding to particular zones of 

the area. Larviciding operations continued throughout the phase I zone and were launched in 

the phase II zone from January 1976. Preparations for the start of larviciding operations in 

the phase III zone in February 1977 had been under way since early 1976; in this final phase 

the whole of the seven -country area is being treated. By the end of 1976, transmission had 

been considerably reduced or interrupted in the treated area. After 24 months of larviciding, 

and notwithstanding the fact that the origin of adult blackflies periodically reinfesting a 

small part of the phase I zone had not yet been determined, reasonable optimism is justified. 

49. The work of the two parasitological and ophthalmological teams was on target: by the 

end of 1977, ample base -line data will be stored on computer for the future assessment of 

vector control operations. The entomological and medical research programmes continued to be 

developed and some consistent results have already been obtained. An economic development 

unit was fully established in 1976 and a detailed inventory of all economic and social develop- 

ment projects in progress or planned in the area had begun. Staffed almost exclusively by 
nationals of the seven countries involved, the programme has provided a valuable training 
ground for the kind of sustained effort that will be necessary if initial gains are to be 

consolidated. 

50. On another front, in one aspect of the attack on xerophthalmia, collaborative work with 
the World Food Programme led its Committee on Food Aid Policies to endorse unanimously a WHO 
recommendation calling for the enrichment of dry skimmed milk with vitamin A. Several 

countries have already begun or are planning to take action in response to this recommendation. 

Primary health care 

51. The above are illustrative examples of the development of technical cooperation pro- 

grammes. They contain elements of the development of methods and technology, but we must 
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never lose sight of their practical application, as was stressed with respect to the expanded 
programme of immunization. It is here more than in any other area that WHO has a guilty 
conscience, not because we have not attempted but because we have not yet succeeded in 

devising realistic and effective programmes for the delivery of health care. Perhaps the 

reasons are that we have been approaching the problem in the wrong way by attempting to devise 
universal systems, confusing more for better, and applying to developing countries models 
that may have been valid at one time in affluent countries and even there have now become 
inadequate to cope with the cost explosion of the health services. Attempts to rectify this 
situation have set the Organization in the direction of primary health care as one of its 
major programme developments over the next decade. This has been arrived at mainly in 
response to the needs of the many millions of people in the developing world who derive no 
benefit whatsoever from advances in health science and have no access to appropriate health 
technology. But it was soon realized that the concepts involved are valid for other popu- 
lation groups even in some highly industrialized countries. 

52. Prompted by the realization that conventional health services were not meeting the 
needs for essential health care, a search for new ways was initiated. In many countries 
these health services have become too costly, are not equitably distributed between urban and 
rural areas, are oversophisticated, are not widely available to all those who need them, and 
are often misused by the population. But merely combating these deficiences is not the 

answer; something different is needed. The World Health Assembly proposed a promising 
solution in 1975 by adopting the Primary Health Care (PHC) approach. It provided further 
guidance on this approach in 1976 in resolution WHA29.74. The PIC approach represents a 

reformulation of some of the most basic tenets of public health. It is a return to the idea 
that health is a vital element in the growth and development of individuals and communities, 
that it is a basic human right, and that its promotion goes far beyond the provision of 
medical care. The approach aims at promoting community and individual self -reliance in health 
and development. It implies that people should act to improve their own health rather than 
rely on others to do it for them. It is a front -line activity, and all who are involved - 

individuals, families, groups, health workers, and whole communities and their leaders - are 

front -line activists in the struggle for health. 

53. In practice, the application of the PHC approach will differ from situation to 
situation. In developed countries the approach is likely to promote viable alternatives to 

the high -cost systems of care presently in operation. The better distribution and utili- 
zation of the existing health personnel through the reformulation of functions and of tasks, 

and the development of training curricula focused on these functions and tasks, as well as 
the promotion of self -care, are essential features of these alternatives. 

54. The following description applies in particular to developing countries. In these 

countries, too, the approach will be concerned with the development of alternatives to con- 

ventional health services at the front -line level, which are often fragmentary or non- 

existent. Priority attention should be given to the least served and most deprived groups 
of the population. The development and the use of appropriate technologies for health which 
are acceptable and can be understood and properly utilized by non -professionals as well as 

professionals is an essential element in the promotion of self -reliance. These technologies 
have to be in keeping with the cost and resource constraints that are so often predominant in 
the developing world. Technologies should not only be tailored to suit local social and 

cultural conditions; they should also draw upon local traditions, practices and resources. 

55. To implement the concepts outlined above, new approaches are required for health policy - 
making and health planning, and for involving the community in the programming and implemen- 
tation of health activities. National policies are required that clearly indicate a commitment 
to respond to priority health needs of geographically and socially peripheral populations. 

Planning approaches are thus required that are highly sensitive to the health needs of such 

communities and to the opportunities which present themselves for promoting health activities 

as part of development programmes. These planning approaches lay emphasis on community 

definition of priorities, objectives, and actions to be implemented for health and other 

development purposes. Such involvement encourages active participation by the community in 

its own development, thereby engendering community self -reliance. 
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56. As an illustration of the integration of health development with other aspects of 

socioeconomic development, in many population groups concentration of effort is required to 

ensure the provision of the essential needs for survival, such as adequate food, water, 

clothing and shelter. The PIC approach involves the collaboration of the people, community 

leaders, and health personnel to organize activities that will contribute directly or 

indirectly to improving the health of the community, for example, through raising income, 

enhancing the quality of the environment, improving living conditions and diet, particularly 

by increasing the quantity and raising the quality of local foods, and increasing the 

community's understanding of health and its relationship to environment and nutrition by 

incorporating health education into the community learning process. In addition, these 

activities should include the provision by the simplest means available, such as locally 

trained people performing health work, even on a part -time basis, of elementary personal 

health care such as immunization against the major infectious diseases of childhood, a minimum 

standard of antenatal and postnatal care including family planning, attendance at birth, and 

infant and early childhood care, and simple care of all age groups for disease and injury. 

57. To obtain a better understanding of the role that the community can play in its own 

development, WHO, in collaboration with UNICEF and the Member States concerned, carried out a 

study in nine different countries of community involvement in primary health care, and in 

particular the process of community motivation and continued participation. This study 

illustrated how communities have been invaluable in initiating primary health activities, how 

opportunities can be used for promoting health, and how health can be used as a lever for 

other development activities. 

58. Of particular relevance is the contribution of traditional systems of medicine to health 

care. The Regional Committees for Africa and South -East Asia addressed themselves to this 
topic at their 1976 sessions. They acknowledged the important part traditional systems of 
medicine can play in providing curative services to very large numbers of people, particularly 
in rural areas, and stressed that they could play an even more important role wherever the 
knowledge of traditional practitioners can be improved. 

59. Also of importance is the development of adequate logistic, managerial, and training 

support from more central levels of the health services system as well as other development 
sectors contributing to health. Feasible methods are needed to make available to communities, 

at low cost, the required supplies, equipment, and spare parts. Similarly, support is 

required to ensure the quality of care provided and activities implemented and to help 
administer local planning, scheduling, and financing of activities. Training is an essential 
activity without which the needed manpower at all levels of the system cannot be developed. 
The Organization continues to emphasize the importance of these supporting activities not 

only by cooperating directly with Member States in their design and development but also by 
preparing and making available technical manuals suitable for local adaptation. 

60. The implications of the PIC approach for more central levels of the health services 
system and for other related sectors are profound. They go beyond the provision of support 
along the lines described above; they involve a reorientation of the other levels, enabling 
them to complement the activities at the primary level. Ideally, these more central levels 
should serve local communities by providing the needed support in the form required. This 

could include the development by hospitals and other institutions of appropriate technology 
and the introduction of training programmes suitable for primary health workers; increasing 
the priority given by researchers to PIC issues and problems; regional health authorities 
working actively, with their counterparts in other sectors, in the development of integrated 
intersectoral activities for health; and retraining and reorienting health professionals so 
that they are better prepared to work with the communities as partners in development. The 
Organization's activities are now being reoriented towards providing support for primary 
health care. Two noteworthy examples of the application of this approach are provided by 
developments in Guinea- Bissau and Sudan in 1976. 

61. Guinea -Bissau, having striven a long time for independence, which was finally achieved 
in 1974, is now on the threshold of social and economic development. The Government realizes 
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that national development necessitates the understanding and efforts of all the people, 

especially when such large numbers are peasants and the majority are illiterate. The lack 

of roads, means of communication, adequate housing, schools, and space for cultural, 

recreational, and administrative activities compound to make the living conditions of the 
people difficult. 

62. The general situation of the country is reflected in the health status of the population. 
As a result of poor sanitary conditions, lack of water supply, inadequate food, and rudimentary 
health services, certain diseases are prevalent, such as malaria, diarrhoeal diseases, measles, 

tuberculosis, filariasis, ankylostomiasis, and other parasitic diseases. Accurate statistics 
for the whole country are not available but it is estimated that only half of the children 
survive beyond the age of five years. 

63. Owing to the country's limited financial aid material resources and the desperate lack 

of qualified personnel at all levels and in all sectors, the Government tried to seek solutions, 
adapting experience gained in other countries. In this connexion, health planning was intro - 

duced in two phases in 1976, in collaboration with WHO, and a health policy document was drawn 
up. The guiding principles of the policies adopted are as follows. Health care will consist 
of prevention, together with curative services appropriate to the needs of the population. 

Many of the country's health problems mentioned above are preventable through the application 
of relatively simple measures. In the view of the Government, which aims to create an 

infrastructure of prevention through collaboration among all the relevant sectors, prevention 
is a matter of social justice. The health services will be decentralized so that the regions 

are autonomous. The structuring of the peripheral health care services will be such as to 

enable the priority needs of the population to be met. Assistance and support will be given 

to the existing socio- administrative structures in the country so that they can successfully 

deal with health problems. Practical and simple technologies will be applied which are 

appropriate to the realities of the country. A career structure will be developed for all 

health personnel, with progressive training according to the functions required. Training 

will be community- oriented, enabling health personnel to provide integrated health care, both 

in the community and in institutions. 

64. The education of nurse /midwives and technicians will begin with the teaching of basic 

skills common to all; in future, the education of health professionals in the country will 
follow the same lines, beginning with basic knowledge to provide a common background, 

supplemented later according to the requirements of the various branches and specialties. 

Continuous education will be designed to improve the skill of health personnel. Members of 

the community will be trained to perform health and community development tasks. The 

necessary supportive services will be built up. 

65. During the second planning phase, namely country health programming, priority attention 

was given to the development of primary health care, with the elaboration of supportive 

services pertaining not only to the health sector but also to the other sectors. The village 

programme, selected as the priority area, is an integrated programme involving health, 

agriculture, education, public works, and internal administration, and is based on the partici- 

pation and responsibility of the community, which will provide its own workers for health and 

other activities. The community's successes and failures will enhance or help create its 

self -reliance, provided that participation mechanisms are adequately promoted and developed. 

Helping the villages to formulate and accomplish clearly defined activities and targets is a 

joint responsibility of the sectors involved. The regional programme - the administrative 

level more central to the village - will give support to the village by coordinating the 

efforts of different sectors, services, and resources. The central programme will act as 

the overall supportive mechanism for all levels and provide those services which can only be 

carried out at the central level. 

66. As a follow -up to the national health programming process developed in 1975 by the 

Government of Sudan with WHO's collaboration, a primary health care programme covering the 

entire country was formulated early in 1976. The general approach adopted followed WHO 

guidelines on programming and formulation procedures, modified to take into account the 

health-related problems of greatest concern to Sudan in the context of its long -term 
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socioeconomic development plan. Strong emphasis was given to the interactions between the 

health sector and other socioeconomic development sectors. 

67. The Government of Sudan considered that the adoption of primary health care on the 

widest possible scale, i.e., on the national scale, provides the only reasonable guarantee of 

achieving maximum coverage of the rural population, including nomads. In addition to being 

socially and politically acceptable, it is the only strategy that is practicable in view of 

the economic resources available. Fundamental features of this strategy are community 

participation in health activities within the framework of overall community development 

schemes and an opportunity for the community to exercise control over the health services and 

the promotion of other services leading to social and economic change. 

68. The programme is expected to provide coverage for at least 80% of the rural and nomadic 

population of the Sudan with primary health care units and workers by 1983 -84. Each primary 

health care unit will serve 4000 people, and each unit will be staffed by a health worker 
selected by the community through existing community development committees. Every five 

units will be supervised by a medical assistant based at a rural dispensary. 

•69. A major component of the primary health care programme is the training of community 
health workers arid their tutors. The tutors' training lasts three months, and the health 
workers' training lasts nine months. However, for the first year (1976 -77) this period has 
been reduced by two to three months, depending on local conditions. Other major components 
are supplies, equipment, and transport; a permanent information system; and ad hoc community 
base -line evaluation studies. The pre -implementation phase will be completed in time to 

allow the programme to start in July 1977. 

• 

70. Following the adoption in 1976 of the programme for all the five regions of the Sudan by 

the national and regional authorities, an informal meeting of prospective donors was convened 
by WHO, and a further meeting was called by the Government to explain to potential donors the 
needs for external technical and financial assistance. Since then a number of countries and 
funding agencies have examined specific proposals transmitted to them by WHO at the request of 
the Government. These proposals are in the form of projects covering the major components 
of the programme. 

71. In summary, the process followed in the Sudan with WHO collaboration was aimed at 
formulating and implementing a primary health care programme for the rural and nomadic 

populations. The formulation objective has been achieved. The implementation is under way 
and will last for about seven years. 

72. It is apparent that there is no single road to health development through primary health 
care, even though the end -points may be similar. These and other endeavours will form part 
of the background presentation for the International Conference on Primary Health Care, 
sponsored by WHO and UNICEF, to be held in the USSR in 1978, which is already under active 
preparation. 

73. It may be contended that the PIC approach contains little that is new, that similar 
ideas were proposed as long as 30 or 40 years ago, and that in a few isolated cases they were 
even tried in practice. That is true, but it is also true that today's conditions bear little 
resemblance to those of colonial days. Moreover, past experience has unequivocally 
demonstrated that the primary health needs of predominantly rural populations cannot be met 
by the adoption and uncritical transfer of model health systems from affluent industrialized 
countries. There now appears to be a general will to change a state of health affairs that 
is no longer acceptable, and a climate of world opinion that favours this kind of innovative 
solution. 

Rural development 

74. If far greater attention has to be devoted to primary health care in general, 

particular attention rightly has to be paid to the primary care of rural communities. This 

is closely interlinked with rural development in general, in keeping with an integrated 
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approach whereby all relevant sectors of social and economic endeavour must collaborate 
within a community framework. 

75. In 1976, the World Health Assembly reviewed progress and emphasized the close links 
between РИС and rural development. In giving strong support to the primary health care 
approach being promoted by the Organization, it urged Member States to consider their national 
health problems in their totality as an integral part of their socioeconomic development plans 
and requested that appropriate steps be taken to ensure that WHO takes an active part, 
jointly with other international agencies, in supporting national planning of rural 
development aimed at the relief of poverty and the improvement of the quality of life. 

76. Within the United Nations system WHO has been active in the interagency programme of the 
ACC Task Force on Rural Development. The first step of this task force was to examine 

existing efforts in rural development. WHO contributed to this study with a paper on 
"Health and rural development" which described some of the relationships between health and 
rural development, especially as they concern the rural poor. The positive reception given 
to the paper is tangible evidence that those concerned with the development process better 

understand the critical links between health and development. 

77. In 1976 the task force completed its study of the United Nations agencies' involvement 
in rural development, and requested governments to indicate an interest in the special 

interagency effort at the country level. More than 20 governments responded favourably to 
this initiative, and it is expected that country activities in a limited number of countries 

will be initiated in 1977. 

78. Another interagency initiative in the field of rural development is that of ESCAP. 

Here, too, the Organization has been collaborating actively and is a member of an interagency 

coordinating group whose objective is to provide support to national endeavours for rural 

development with an anti -poverty focus through mutually complementary efforts on the part of 

the United Nations family. 

79. In these and similar efforts, the Organization is emphasizing the intrinsic relationship 
between poverty and ill- health. No matter in what terms poverty is expressed, anyone living 

in this situation cannot be healthy. Development is required which leads to the necessary 

absolute gains in human welfare and minimum standards of food intake, health knowledge, skills, 

shelter, water, clothing, and security. The primary health care approach outlines the role 

that the health sector can play in this developmental process. 

80. The rural development process will be a difficult one for countries, for WHO, and for 

the other agencies concerned. By its multisectoral and decentralized nature, it may be at 

variance with traditional ministerial and bureaucratic structures and procedures. However, 

in today's global political climate, it is becoming clearer daily that many of these 

traditional ways will have to be drastically changed if issues of poverty and equity are to 
be tackled. WHO is ready and willing to play its full part, but the final outcome will be 

decided by the national commitment to these issues. 

Maternal and child health 

81. If rural populations are generally underprivileged as far as health care is concerned, 

children everywhere in the developed world have to be considered as high health risks. 

Following closely on International Women's Year, 1979 has been declared as International 

Children's Year, but for WHO ever since its inception every year has had to be considered as an 

international children's year. It would be out of place in this report to attempt to provide 

a comprehensive review of ways of improving child health throughout the world and the closely 

linked health of their mothers. Reference has already been made to the immunization 

programme whose primary beneficiaries are children, and MCI is an integral component of the 

primary health care programme. Particular attention is being devoted to the major health 

problems of mothers and children in many parts of the world resulting from three interrelated 

factors, namely: malnutrition, infection, and the consequences of unregulated fertility. 

These, combined with scarcity of health and other social services, are important causes of 

mortality and morbidity. Breast - feeding is highly relevant to all three factors. 
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82. Concerned by the apparently declining trend in breast -feeding, the World Health Assembly 

passed a resolution in 1974 (W1А27.43) on infant nutrition, calling for the implementation by 

governments of measures to facilitate the promotion of breast -feeding. A number of 

countries have responded to the resolution by initiating legislation or other social measures 

to promote breast -feeding. WHO has undertaken a programme that includes two fundamental 

studies on this subject. 

The object of the first study was to ascertain the extent to which mothers today are 

tending to breast -feed, the length of time they continue, and the different factors that 

influence them in deciding how long and under what circumstances to breast -feed. This study - 

the first of its kind in terms of comprehensiveness and international coverage - has been 

undertaken in population groups representative of all the diverse socioeconomic and 

environmental conditions found in nine countries. This part of the programme covered 

20 000 mother /child pairs and also surveyed current health and social legislation, the 

training of health workers in infant nutrition, and the organization of health services with 

respect to maternity and early infant care, as well as the reproductive history of the 

participants and their practice of various contraceptive methods. 

83. The second study - a physiological and biochemical analysis of breast - feeding in 

different environmental and nutritional backgrounds and its relationship to child growth and 

development, as well as the relationship between lactation, return of menstruation, and 

ovulation - is currently being implemented in a number of developing countries. From the 

results of the two studies it will be possible to provide specific guidelines and informative 

material to agencies, governments, health institutions, health workers, and the public at 

large regarding infant - feeding practices. 

84. The vicious circle of malnutrition, infection, and further malnutrition is nowhere more 

evident than in diarrhoeal diseases of infants and young children in developing countries. 

A relatively simple technique that is useful in child care is oral rehydration in acute 

diarrhoea. Malnutrition is often initiated by acute diarrhoea and is aggravated by each 

subsequent attack of diarrhoea. 

The two major objectives in treating acute diarrhoea are the early replacement of water 

and electrolyte loss to prevent or combat dehydration, and the maintenace of adequate 

nutrition to prevent malnutrition. Mortality is mainly associated with dehydration. For 

acute diarrhoea to be treated early, the therapy must be easily available, cheap, and 

effective. Oral rehydration techniques meet all these requirements; moreover, members of 

the child's family can help in giving the treatment and can continue to give it at home, and 

having once done so they will be prepared to initiate oral rehydration right at the onset of 

any subsequent attack of diarrhoea. 

85. Oral therapy with a solution containing relatively inexpensive and readily available 

ingredients (sodium chloride, sodium bicarbonate, potassium chloride, and glucose) has been 

successfully used to treat acute diarrhoea in children and adults in many parts of the world, 

and it is probably the most effective single therapeutic tool available for dealing with this 

condition. The Organization has initiated the promotion of oral rehydration in 20 countries 

and has collaborated in field studies in a few countries to assess the feasibility, 

acceptability, and effectiveness of the technique when used by primary health care workers or 

mothers, in health centres and in the home, in the management of diarrhoea in children. 

Also, in 1976 WHO published a guide to the treatment and prevention of dehydration in 

diarrhoeal diseases,) for use at primary health care level. 

86. These activities are WHO's contribution towards combating the mortality and morbidity 
from one of the most serious threats to child health in developing countries. But in 

addition, the use of this technique will lessen the need for these countries to import large 
quantities of expensive solutions which are, after all, mostly water. Research is in any 

1 
Treatment and prevention of dehydration in diarrhoeal diseases: a guide for use at 

the primary level* Geneva, World Health Organization, 1976. 
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case under way to promote the local production of these and other pharmaceutical supplies, 

A major attack on diarrhoea) diseases will become an important programme of technical 

cooperation; oral rehydration will form one link in the chain of combat. 

87. The third factor referred to above is the regulation of fertility to ensure adequate 
family spacing. Set up as a result of several resolutions of the World Health Assembly, the 
WHO programme of research in human reproduction responds to requests expressed by Member 
States for technology appropriate to the conditions of developing countries. Technology is 

here taken to include not only methods of fertility regulation but also the service provision 
of these methods, principally at the primary health care level. 

88. WHO's programme in this field has short -, medium -, and long -term objectives. Results 
can be expected in the short term (i.e., two to five years) from current research on the 

safety, effectiveness, and acceptability of existing methods of fertility regulation. For 

example, the programme includes extensive projects to assess the safety of oral contraceptives 

and intrauterine devices in developing countries, both in healthy women and in those living in 

areas where malnutrition, anaemia, and parasitic diseases are common. Research on family 

planning services can also provide rapid answers to questions raised by health service 

administrators, Some radical solutions have to be found to the shortage of manpower: at 

the request of Member States, WHO is supporting research on some innovative approaches, for 

example, nurses performing tubal sterilization and medical students performing vasectomy. 

89. A medium -term perspective (5 -10 years) is generally required for developing further 

modifications of current methods (oral contraceptives, intrauterine devices, rhythm methods, 

abortion techniques) that are safer, simpler to provide and to use, and more acceptable. 

90. However successful these efforts may be, Member States have made it clear that, for 

national programmes to be more effective, entirely new methods are needed. Some are being 

developed in the medium term (non- surgical sterilization and novel contraceptive devices), 
but the programme also includes a long -term component of research to make available, for 

example, long - lasting and trouble -free injectables, a contraceptive vaccine, and an oral 

contraceptive for males. The latter could revolutionize family planning care, This 

research and the other aspects of WHO's research programme in human reproduction - for 

instance, research on infertility and pregnancy wastage - respond to the World Health 

Assembly's resolution (WHA29.43) asking for more effort "as regards reproductive health" of 

women. 

91. In 1976 the programme was financed almost entirely by voluntary contributions from 

Canada, Denmark, Finland, India, Mexico, Norway, Sweden, the United Kingdom, and UNFPA. 

Much attention has been devoted to making developing countries self -reliant in research on 

human reproduction, through the strengthening of institutions and through a research training 

effort that is now the largest in the world in this field. This institution -strengthening 

involves much more than technical and financial inputs by WHO; it is a "learning by doing" 

process in which institutions in developing countries actively participate in and contribute 

to the international research effort. Over 60 countries (about 35 of them developing 

countries) are now cooperating with WHO, and through WHO with one another, in the programme. 

The impact of this cooperation is evident: the collaboration between developed and 

developing countries in itself reinforces the expertise of the research workers involved; it 

also serves to make scientists in developed countries much more aware of the needs of 

developing countries. 

92. After five years of intensive effort it is legitimate to reflect on the progress of 

this programme which is so important for the very future of mankind. The efficiency with 

which the programme has been pursued is certainly not in doubt. Although the budget for 

1976 - US$ 12 million - may appear large, it has to be remembered that the cost of research 

on methods of fertility regulation is high; but so are the potential social benefits, The 

programme would appear to be well on its way to achieving its first objective, namely, to 

marshal resources rapidly from many parts of the world in a focused research effort. 
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93. The broad scope and wide ramifications of the research are most impressive, including 

such areas as cell biology; fundamental and applied research on female and male reproductive 
physiology; steroid biochemistry; pharmacology and toxicological evaluation; the use of 

indigenous plants; anthropological and sociological studies; bio- engineering; the search 

for simple tests for self -diagnosis of the fertile and infertile phases of the menstrual 

cycle; and operational research on health service delivery systems. The output of the 

programme in terms of scientific and technical information and the strengthening of resources 
for research, especially in developing countries, is also impressive. 

94. Yet a number of agonizing questions remain. What effect is the programme having on 
improving fertility regulation, aid through this family health, throughout the world? Or is 

it too early to know? Is there any valid way of evaluating this impact directly or 

indirectly? Are we striking the right balance between immediate potential benefits and those 
likely to be felt only in the course of the next ten to twenty years? While such a balance 
is not synonymous with a corresponding balance in the allocation of funds to short -, medium -, 
and long -term research, is the present distribution appropriate? There are obviously no 
easy answers to these questions, but they have to be raised to make sure that they are 
properly considered. Already in 1976 the need to provide appropriate versions of current 
methods of fertility regulation in developing countries, mainly at the primary health care 
level, has led to increased emphasis being placed on research on the service aspects of these 

methods, particularly through research undertaken in and by developing countries. 

95. When biological, physical, and psychosocial conditions are adverse, their deleterious 
effects on health are manifested particularly in mothers and children. For this reason 
there is a need everywhere for total coverage and continuity of care for all mothers and 

children. In recent years various concepts and approaches have been considered for 

extending the coverage of maternal and child health (МСН) and family planning services within 
the limits of existing resources. One example which has been developed and promoted by WHO 
is the "risk approach" for МСН care - a flexible strategy for using existing resources to 
provide this care according to the levels of risk to mothers and children and according to 
the priorities in the community. This approach, although applicable anywhere, is particularly 
suitable for the many countries that occupy an intermediate position between the least 
developed and the most developed. 

96. The risk approach is a strategy which on the one hand selects those at particular risk 
and provides them with extra care and /or surveillance, and on the other hand, by making a 
more rational use of resources, ensures that the remaining population of mothers and 
children all receive more care and attention than previously. 

97. First, a study is made of base -line data (e.g., Local morbidity, mortality, and other 

statistics) and of the main factors influencing the health of mothers and children. The 

problems to be dealt with are selected, taking local priorities into account. The indicators 

are chosen that may identify individuals at special risk (e.g., vaginal bleeding, pre - 
eclamptic toxaemia, previous sterility, chronic infections, or poverty and malnutrition) and 
a weighted scoring system is devised. A review is carried out of present health strategies 
(surveillance, prevention, cure, rehabilitation), and then a new strategy is elaborated 
according to levels of risk, with particular emphasis on early and appropriate intervention 
in, or surveillance of, high -risk individuals and on the most effective use of existing 
resources. For instance, the more skilled health workers will attend to those mothers and 
children at higher risk and therefore in greater need, and maximum use will be made of 

community resources by training other personnel, such as members of women's groups, school- 
teachers, or mothers themselves, to perform health tasks for the benefit of those not at 

risk, so that primary health care is provided for all mothers and children. 

98. In November 1976 the WHO task force on the risk approach for improved МСН and family 

planning care discussed a three -year project using this approach that is now being organized 
in Turkey. The first phase, lasting six to nine months, will investigate feasibility and 

acceptability in two small pilot areas, and the second, lasting two -and -a -half years, will 

include an evaluation of the impact made and will cover two large districts with a total 

population of 118 000. In practice, the detection of risk requires contact, however 

superficial, with every woman and child in the relevant age groups in the community. Some 
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risk factors, such as age, parity, maternal height, and previous foetal or child loss, are 
easily detected even by the untrained health worker. In the Turkish project, the possibility 
of using unqualified village midwives will therefore be investigated; clear instructions 
will need to be given on the action to be taken in each case. 

99. No country can afford to provide MCI care that does not take into account the specific 
needs, risk levels, and other local factors. Instead of applying strict procedures and 
routines to all mothers and children, the risk approach involves a careful study of local 
factors and the application of special measures for those at special risk. But also - and 
this is an important difference from previous concepts - an attempt is made to extend the use 
of existing resources, and also to create new resources, in order to ensure that the entire 
population of mothers and children receives primary health care. This approach could have 
far - reaching effects on the whole organization of MCI and family planning services in many 
countries and lead to improvement in both the coverage and quality of health care at all 
levels. The Organization will therefore follow it with particular interest. 

Drugs and appropriate technology for health 

100. During the process of exploring the full implications of providing health care for all 
at the primary level, WHO has been confronted with fundamental questions of a type that may 
be obscured when undue emphasis is laid on the provision of curative care for a privileged 
few. Two such questions concern the supply of adequate quantities and varieties of drugs 

and the development of new and simpler technology that is effective and suited to the needs 
and budgets of the poorest developing countries, for clearly no health delivery system can 
function without these vital tools. During 1976, WHO set out to find answers to both 
questions. 

101. Drug policy and management. Faced with the bewildering array of modern pharmaceutical 
products, the cost of which represents a substantial drain on national health care resources, 
many countries find themselves poorly equipped to make intelligent decisions about which 
drugs they really need, whether to import them or try to produce them locally, and how to 
ensure that needed drugs reach the consumer in usable form. In order to obtain a clearer 
idea of the magnitude and relative importance of these and other problems of drug policy and 
management, visits were made to 11 developing countries in four regions during 1976 as the 
first part of studies on the current drug policies and problems in those countries. 

102. In addition, work was begun on preparing general principles and criteria to help 

countries cope with the problem of selecting essential drugs, to compare the relative roles 
of essential drugs and traditional medicines, and to assess the nonmedical factors bearing 
on the selection of essential drugs. One outcome of this consultation was a tentative 

annotated list of about 150 essential drugs that will be presented to scientists, government 

officials, and the pharmaceutical industry for comment, prior to evaluation by the WHO 
Expert Committee on Drug Evaluation. 

103. In addition, during the year WHO began work, together with other United Nations 

agencies and interested parties, on other aspects of drug policy and management. Consultants 
and representatives from UNCTAD, UNIDO, the United Nations Action Plan for Economic 

Cooperation (UNAPEC), the African Development Bank, and the International Federation of 

Pharmaceutical Manufacturers' Associations met with WHO to consider the different strategies 
to be taken into account in this field and to delineate WHO's role. A memorandum of 

understanding was signed with UNIDO, one object of which was to work out a joint strategy for 
the local production of pharmaceuticals. An interorganizational task force comprised of 
technical representatives from UNCTAD, UNIDO, and WHO is being formed to look into ways of 

promoting technical cooperation among developing countries on drug matters. 

104. Appropriate technology for health. The development of "adapted" health technology 
was included in the Fifth General Programme of Work for the period 1972 -1977, but only in 

1976 was action taken, when the World Health Assembly (resolution WHA29.74) emphasized that 

developing appropriate technology as it relates to primary health care and rural development 
should be considered an area of priority concern to WHO. In its latest approach, WHO has 
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deliberately chosen the word "appropriate" to describe the technology it seeks, rather than 
"adapted ", "intermediate ", or other words used hitherto, because of their double connotation: 
appropriate technology must be scientifically sound and able to provide an effective 
solution to a given problem, but it must also be acceptable to both decision -makers and the 
community and be feasible within existing constraints. 

105. Mindful of errors that occurred in the past, when there was a tendency to transplant 
sophisticated technology intact on the assumption that what worked in the developed world 
would be equally effective in developing countries, WHO will ensure that this new programme 
is firmly rooted in needs identified at the country level. Actions planned for 1977 
include the development of a soundly based medium -term programme for the period 1978 -1983, 
the establishment of an information service to make those at the country level facing 
specific problems aware of existing and new technology, and actual work on identified 
technology needs through local adaptation in one or two countries and several research 
projects. 

106. But if this programme is to succeed, it will require the active collaboration of 
Member States. Beyond the creative input of solving problems in simpler and more acceptable 
ways and sharing this knowledge with others, it will require an understanding that simple, 
low -cost methods need not be second -rate. It will require the medical profession to 
countenance new approaches to patient management at the periphery, even though these may 
sometimes seem to undermine the profession's traditional privilege and run counter to the 
principles of conventional medicine. Most of all, it will require that health ministries 
be prepared for the political consequences of the break with their dependence on the 
industrialized world that will be the inevitable result of the adoption, local production, 
and local marketing of simplified technologies. Given a willingness to accept these 
challenges, the collaborative programme on appropriate technology for health can render 
invaluable support to primary health care and rural development. It will also provide WHO 
with an unprecedented opportunity to enter into a genuine partnership with countries in the 
real sense of technical cooperation. 

Health manpower development 

107. The crucial factor in any health system is the people who make the system function. 
Inadequate numbers and quality of health manpower have been the most serious impediment to 
satisfactory health coverage of the world's population. An absolute or relative shortage 
of qualified staff was among the principal obstacles to the success of many programmes that 

form part of the Fifth General Programme of Work. Effective health manpower development is 
therefore a vital national responsibility because on it largely depends the success of all 
other national health activities. The need has long been felt for a radical change of per- 
spective to ensure that the health manpower development process is relevant to present and 
estimated future community health needs. 

108. The Twenty -ninth World Health Assembly in 1976 approved a new integrated and cohesive 
long -term programme for the Organization's activities in health manpower development, empha- 
sizing the need to make the latter more relevant to present and future community health needs. 
This change in perspective provides the policy basis for translating into action the objectives 
outlined in the Sixth General Programme of Work, as well as the wishes of the Assembly 
expressed in resolution WHA29.72. The essential goal of this programme is that countries 
develop health manpower of the required kinds and quantity to provide health services that are 
adequate for, and appropriate to, the needs of their total population. This means that 
presently unserved and underserved communities will have to receive priority attention, more 
especially in the developing world. 

109. In accordance with the above -mentioned resolution of the Assembly the programme will 
attack basic and priority problems such as lack of trained personnel, imbalance of categories, 
geographical maldistribution, and irrelevance of training. Emphasis will be placed on the 
needs of developing countries and unserved and underserved population groups. The ultimate 
aim will be national self -reliance, with adequate and appropriate manpower for health coverage 
for the entire population provided by balanced health teams. This implies the development of 
manpower technically and socially prepared to provide the kind of health services required. 
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Thus, basic and continuing educational processes for all categories of health personnel must be 

highly relevant to the health services concerned. WHO's contribution will be to collaborate 
in an integrated approach to health manpower planning and programming, with consistent and 
tenacious implementation and evaluation of national systems. 

110. The programme will stress the training and use of auxiliaries and community health 
workers, including, where appropriate, those practising traditional medicine, in addition to 
existing categories of health professionals. Highest priority will be given to the rapid, 
balanced increase in numbers of health personnel and strengthening of the facilities required 

for this purpose. If basic and continuing education programmes, including those for physicians, 

are to be relevant to present and future community health needs, these programmes must be 

adapted to the tasks that personnel will be expected to perform. Greater attention will also 

have to be devoted to what has been termed health manpower management and includes such 

questions as options for policies to attract and retain health manpower in deprived areas, and 

the evaluation of individual and health team performance, both in relation to community need 

and as a basis for planning continuing education. Research is a necessary foundation for 

constant progress and will include comparative studies on national health management systems 

and the promotion of operational research on health manpower planning, organization and 

evaluation and on health personnel education. 

111. The emphasis that WHO is giving to health manpower development was reflected in the 

Twenty -ninth World Health Assembly's decision to formulate a more specific medium -term 

programme for the implementation of the manpower component of the Sixth General Programme of 

Work based on the above policies and principles. However, even in the absence of a systema- 

tized medium -term programme, a number of activities that conform to the above pattern were 

already being carried out in 1976. Thus, in keeping with the principle of relevance to needs, 

the emphasis was placed during the year on the training of those workers who provide primary 

health care at the most peripheral level. A document entitled "The primary health worker "1 

which was issued in English and French, comprises a working guide as well as guidelines for 

training and for adaptation to local circumstances. Widely distributed to Member States, 

it has become an important reference document for the training and utilization of this 

category of personnel. Adaptations of it made in countries such as Iran, the Lao People's 

Democratic Republic, and Sudan have led to its translation into several languages. 

112. In the Americas the possibility was investigated in 1976 of establishing a Pan American 

community health training centre which would permit an extension of health services to cover 

rural and marginal areas. In several countries of the South -East Asia Region the curricula 

of some schools of health personnel were revised so as to suit the local requirements, while 

in other countries students are being introduced to community health problems through work 

in peripheral centres during their undergraduate training. Similarly, in some countries 

of the Eastern Mediterranean Region, the medical and nursing curricula were revised and made 

more appropriate to local conditions. Traditional medicine was incorporated in the studies 

at the Medical School of the Lao People's Democratic Republic through a recent revision of 

the curriculum. 

113. Throughout the South -East Asia Region there was a marked trend towards increasing the 

numbers of those who have traditionally served as primary health workers at the periphery, 

namely nurses and midwives. Their functions were expanded and structural aid organizational 

changes were introduced to ensure equitable distribution aid greater coverage of the population. 

In Indonesia a large -scale reorganization of the total nursing system was undertaken, the 

most important feature of which was the designation of a Primary Health Care Nurse as the 

worker mainly responsible for the provision of basic health services. 

114. In connexion with the development of manpower in environmental health, field studies 

and investigations were carried out in countries of the European and South -East Asia Regions, 

the results of which have led to the introduction of a more step -by -step progression, 

beginning with the collection of data. In the Region of the Americas comprehensive programmes 

were launched for the training of environmental managers. 

1 Now published as: The primary health worker: working guide, guidelines for training, 

guidelines for adaptation. Geneva, World Health Organization, 1977 (experimental edition). 
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115. In view of the recognition that medical assistants represent a key element in the 

development of health services, WHO published for the first time a world directory of schools 

for medical assistants;1 in addition, training modules for that category of health personnel 

are under preparation in association with the MEDEX programme of the University of Hawaii. 

116. Many of the previously fragmented activities in educational planning, methodology, 

and evaluation have now been brought together in a comprehensive programme for the development 

of education processes. A combined health manpower development information service was set 

up within this programme for the dissemination and exchange of information, including 

educational evaluation instruments and techniques, appropriate technologies for education, 

and education equipment and standards. 

117. Guidelines for the evaluation of education programmes for health workers were produced 

in 1976 for the first time, as part of the drive to bring about change in educational 

practice. The approach was tested in a comparative evaluation of primary health care 
programmes in Iran, and in an evaluation of the health manpower development programme in the 

Eastern Mediterranean Region. In final form, these guidelines will be used to implement 

programme evaluation both within WHO aid in Member States. 

118. Preliminary work began on the production of materials for basic and continuing education 

of members of the health team and their teachers. This WHO Health Learning Materials Programme 

involved the African and Eastern Mediterranean Regions, which began carrying out the needs and 

resources surveys on which the coordinated programme will be based. This programme has 

absorbed a number of previous activities during 1976; for example, the bibliography for health 
auxiliaries and their teachers;2 the manual of basic techniques for a medical laboratory,3 

which is now being revised after three years of field trials; the educational handbook,4 which 

was re- issued in French and English; and the manual on organizing educational workshops.5 

119. Several research activities have been carried out during the year. For example, a 

feasibility study on alternative methods of training primary health workers in the absence of 

formal teaching was carried out in Sudan to gather the data necessary for planning a two -year 

research project in that country. The aim is to develop methodology and related materials 

which could later be adapted to other developing country situations. The research project on 

the use of non -verbal communication in disseminating health messages in developing countries, 

with different languages and cultures, has progressed to the implementation phase. The 

resulting non -verbal film on immunization will now be field - tested as part of the Expanded 

Programme on Immunization. Research into innovative visual and print technologies has 

included the further development of colour microfiche as a low -cost alternative to slides, 

and the production of a simple invisible ink technique, requiring no special equipment, for 

printing patient -management problems in developing country situations; kits are now being 

field -tested. 

120. These illustrative examples show how the Organization is trying to keep pace with the 

challenges presented by the rapidly increasing demands for health manpower to respond to 

pressing health needs. The World Health Assembly has now provided the Organization with a 

clear mandate over the long term for meeting these demands. By so doing it has given its full 

moral support to a radical change in the direction of health manpower development, the 

resolute application of which could change the face of world health within a decade. The 

crucial question now is how to implement this change. It will require firm political 

1 World directory of schools for medical assistants /Répertoire mondial des écoles 

d'assistants médicaux, 1973. Geneva, World Health Organization, 1976. 

2 Reference material for health auxiliaries and their teachers /Matériel de référence 

destiné aux auxiliaires sanitaires et à leurs enseignants. Geneva, World Health Organization, 

1976 (WHO Offset Publication No. 28). 

3 
Lévy- Lambert, E. Manual of basic techniques for a medical laboratory (unpublished WHO 

document, 1973). 

4 Guilbert, J. -J. Educational handbook (unpublished WHO document HMD/76.1). 

5 Guilbert, J. -J. How to organize a short educational workshop (unpublished WHO 

document HMD/76.1 addendum). 
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determination at national, regional, and global levels, and it will depend to a large extent on 
the full cooperation of the health professions and their academic leaders. Will they be able 
to overcome resistance to change? They are not in an easy position because they have to 

change lifetimes of practice and centuries of tradition. It is nevertheless WHO's duty to 

keep reminding them of their new responsibilities and the new faith being placed in them. If 
they do not rise to the occasion they will find themselves socially alienated. 

Environmental health 

121. Health cannot be attained through health services alone. The quality of the human 
environment and the life style of individuals and communities are at least as important to 

this end. In addition, the improvement of environmental health has to be seen as part of a 

total development effort and therefore closely coordinated with other health activities, and 
with programmes for social and economic development, for the improvement of human settlements, 
for pollution control, and for safety control of food and chemicals. 

122. In 1976 the World Health Assembly considered that progress in improving the conditions 
of the human environment as they affect health is too slow, and that present efforts by all 

concerned need to be intensified. In addition to guiding WHO's overall human health and 

environment programme for the future in resolution WHA29.45, the Assembly adopted resolutions 
specifically on the health aspects of the human settlements (WHA29.46) and on community water 
supplies and excreta disposal (WHA29.47). These resolutions reiterated the importance of 
improving environmental conditions to contribute to the prevention not only of communicable 
diseases but also of noncommunicable aid degenerative diseases, as well as those induced by 
pollution. 

123. The relationship between health and human settlements was explored both during the 

Technical Discussions at the Twenty -ninth World Health Assembly and through participation in 

Habitat: United Nations Conference on Human Settlements. It was made clear that the 
attainment of health and the development of human settlements are intimately interwoven and 
mutually dependent. A general objective agreed upon in the Technical Discussions was to 

ensure that health was accepted as an integral part of the planning of human settlements at 

the local, national and international levels. In this context, the priority needs of 
populations were defined as an adequate and safe water supply and hygienic means of waste 
disposal, an adequate state of nutrition, and health care. 

124. All countries, sooner or later, will have to come to terms with the planning and 
organization of human settlements, including health promoting facilities as a basic human 
need. Hundreds of millions of people throughout the world have no access to safe water, lack 
proper means for the disposal of wastes, suffer basic deficiencies in their diet and in the 

hygiene of their food, and live in inadequate dwellings as regards space, hygiene, lighting 
and protection from the elements and from insect or animal vectors of disease. The rapid 
industrialization in progress in many countries is adding a new dimension to this situation. 
Pollution and other hazards need to be monitored and dealt with, and appropriate institutions 
have to be created to carry out these activities. 

125. Though WHO deals with all these questions, it has, since its inception, paid particular 
attention to the provision of safe water supplies and adequate sewerage systems. 1976 was no 

exception. The first WHO- executed pre - investment study for water supply and sewerage was 

started almost 15 years ago in India. Since then WHO- executed study projects have contributed 
to investments of over US$ 600 million and at least 20 million people have benefited from new 
or improved water supply and sewerage services. Despite the enormous needs referred to 

above, and despite the potential impetus to project planning provided in the last few years 
by national sector studies carried out through collaborative action by WHO and IBRD, the total 

number of new pre - investment studies for which governments have asked WHO to assume responsi- 
bility has decreased significantly in the last two years. The most important cause appears 
to be the reduced availability of UNDP funds and lack of awareness of the existence of other 
potential bilateral and multilateral sources of support for such studies. 

126. During 1976 twelve pre -investment planning projects were completed covering specific 
water supplies or waste disposal facilities financed by UNDP or bilateral agencies. These 
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studies were carried out mainly in the African, South -East Asia, and Eastern Mediterranean 

Regions. In addition, broader sector surveys providing the basis for the planning of water 

supply and waste disposal on a nation -wide basis were begun in seven countries in the African, 

South -East Asian, European, Eastern Mediterranean, and Western Pacific Regions. During 1976 

governments negotiated investments amounting to an additional US$ 34 million for water supply 

and sewerage facilities based on pre -investment planning studies previously completed in four 

countries in the African, European, and Eastern Mediterranean Regions. In addition, the 

African Development Bank accelerated its programme of grants and loans to Member States through 

the efforts of the pre -appraisal and appraisal missions of its cooperative programme with WHO. 

Up to the end of 1976, fifteen missions had been undertaken resulting in the placement of 

US$ 78.33 million in loans or grants. 

127. Even so, these investments are minute in comparison with the needs. As was stated at 

the United Nations Conference on Human Settlements, in the less developed countries nearly 
two - thirds of the population do not have reasonable access to safe water supply, and an even 

greater proportion lack the means for hygienic waste disposal. This Conference adopted a 

recommendation which stated that in most countries there was an urgent need to adopt programmes 

with realistic standards of quality and quantity for providing water for urban and rural areas 
by 1990, if possible, and to adopt and accelerate programmes for the sanitary disposal of 

excreta and wastewater in urban and rural areas. 

128. Bilateral and multilateral assistance have been provided at various periods for numerous 
urban and rural community water supply and sanitation activities. Projects ranging from the 
education and training of water supply and waste disposal personnel and small demonstration 
projects to national programmes embracing urban and rural water supply and sewerage have been 
financially supported. A rough idea of the levels of national and external investments in 

the five years 1971 -1975 has been obtained through a projection of limited information 
available from some fifty countries which took part in a WHO survey. Out of an estimated 
total investment of about US$ 9000 million for urban 
external sources. Out of about US$ 2250 million for rural community water supply 9% came from 
external sources. Out of US$ 3400 million invested in urban sanitation, 5% came from external 
sources, and out of US$ 450 million for rural sanitation, only 0.5% came from external sources. 
If the investment per annum up to 1990 remains at the level of 1971 -1975, the proportion of 
the world's urban population with a water supply will remain more or less static at about 77% 
and the proportion of the rural population served will rise only from 22% to 38 %. The 

proportion of the urban population served by house connexions to sewers would decrease from 
25% in 1975 to 20% in 1990, and the total urban population served by house connexions and 
household systems would decrease from 75% in 1975 to 68% in 1990. The proportion of the rural 
population with adequate sanitation facilities would rise from only 15% to 23% during the same 
period. Such a situation, where there is so little improvement in any component, and a 
deterioration in urban conditions, clearly illustrates that this level of investment is highly 
unsatisfactory. 

129. The global statistics, which present a discouraging picture of the water supply and 
sanitation situation, particularly in rural areas, fail to portray the hardship, the incon- 

venience, and the sacrifice experienced by people, and particularly by women and children, in 

urban and rural areas where water is scarce or obtainable in poor quality only after transport 
over great distances. Of any single activity, the improvement of water supply in these areas 
would have the greatest impact on the prevention of disease and the improvement of living 
conditions that contribute to the quality of life. 

130. If, then, we make the assumptions that the percentage of house connexions for urban water 
supply and sanitation should at least not fall below the level of 1975, that the remaining urban 
populations should be served by stand posts or household systems, and that the whole of the 

rural population should be served at an initially acceptable level, the annual investment rate 
for combined community water supply and sanitation up to 1990 will need to be about twice the 
1971 -1975 rates. Achieving the targets established by the United Nations Conference on Human 
Settlements under these assumptions will involve major political decisions to modify inter - 
sectoral priorities so as to direct additional resources to community water supply and 
sanitation, and to alter intrasectoral priorities so as to lay particular emphasis on rural 
areas. It will also call for a concerted drive to surmount major constraints and to mobilize 
community participation. 
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131. Clearly, WHO is only one of the many organizations and sectors involved in responding to 

this problem. For example, there are distinct advantages, particularly in rural projects, in 

providing water and sanitation as part of integrated agricultural and rural development 

programmes. While this approach will frequently prove advantageous in reducing costs and 

improving management, improved intersectoral coordination will be mandatory. While multilateral 

and bilateral cooperation may serve as a catalyst, the mobilization of resources for the 

development and maintenance of water supplies and sanitation is primarily the responsibility of 

the countries concerned, and involves complex financial arrangements in many countries. The 

coordination of external inputs is also the responsibility of the government of the country 

concerned. At the same time, there is a need for more effective international coordination 

of these inputs and for mechanisms to monitor progress and remove obstacles. 

132. WHO is only a minor partner in the funding of water supply and waste disposal systems. 

It has a major role to play, however, in ensuring that essential health safeguards are 

respected. Another of its cardinal roles is to ensure the adequate dissemination of 

information concerning appropriate technology for this sector. It cannot be overstressed, 

particularly in this field, how often solutions of the industrial world are neither practicable 

nor acceptable for developing countries. In all cases, the technology applied should be that 

which is most appropriate in the local situation, and this is not necessarily the one that is 

best suited to other areas. Local skills, practices, materials and resources should be 

taken into account in selecting or designing the technology, and at the same time advantage 

taken of experience and information acquired elsewhere. Low -cost technology, with the 

maximum utilization of local manpower and material, reduces investment and maintenance costs, 

thus permitting a greater number of people to be served. It is an ironic reflection that the 

water hand -pump, which had to be removed to prevent cholera at the beginning of the 19th 

century, may have to be reinstated to ensure water supply at the end of the 20th. It is 

realized that the adoption of such an approach may meet with resistance, based on the 

misapprehension that the solution being offered is an inferior one. In many cases, however, 

is no solution at all. This highlights once again the importance of the 

responsibility of health leaders to ensure community participation in this as in other health 

fields 

Smoking, health, and cancer 

• 

133. If the provision of basic sanitary measures is an expensive undertaking, there are other 

preventive health measures which to all appearances are not only inexpensive but even lead to 

savings for the individual. The only condition for their application is that individuals must 

be prepared to change their life style, and this is not an easy matter to bring about. An 

outstanding example is cigarette smoking, which has been shown beyond any reasonable doubt 

through epidemiological studies to be the most important single causative factor in lung cancer 

and which is also a major risk factor in myocardial infarction. 

134. In comparison with some of the other problems mentioned above, such as mass malnutrition, 

rampant communicable diseases, and lack of drinkable water, the problem of smoking may not seem 

dramatic. But if it cannot be solved when the solution is there, what are the prospects of 

solving other health problems the key to whose solution is not so straightforward? WHO has 

neither the power nor the wish to interfere with individual liberties, but when these liberties 

lead to additional burdens being placed on already overstrained community health services, and 

when they add to air pollution, governments are entitled to take action. Experience has shown 

that legislation alone is rarely effective in changing individual life style; there is an even 

greater need for education and persuasion. 

135. This was the background to the adoption by the Twenty -ninth World Health Assembly of a 

resolution on smoking and health (WHA29.55), which laid the foundation for the Organization to 

intensify its anti - smoking activities in cooperation with all the other international and non - 

governmental agencies concerned. This resolution recommended that Member States take appro- 

priate anti - smoking measures, including the protection of non- smokers from an environment 

polluted by tobacco smoke. Can more be done at the national and international level? Can 

the tobacco industry be diverted into other more socially useful channels, starting with the 

conversion of tobacco growing into food production? These are not questions which WHO can 

solve alone, but it is our duty to lose no opportunity of raising them. Perhaps our voice, 
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added to the growing chorus, will lead to more intensive action being 
undertaken at national 

and international levels to solve the psychological, social, and economic problems involved. 

136. The causative factors for most other forms of cancer are unknown, but there is a growing 

body of evidence to show that the environment, if not the sole cause, is at least an important 

precipitating factor. In 1973 and 1974 the World Health Assembly adopted resolutions 

(WHA26.61 and WHA27.63) on the long -term planning of cancer research, suggesting that the 

main effort should be made by Member States? national research organizations but should be 

coordinated and use a uniform methodology as far as possible. It was felt that such coordina- 

tion could best be achieved through an integrated, comprehensive 
programme to which Member 

States institutions might adhere to the extent they felt appropriate and which would cover 

such matters as the staпdaтdization of methods and terminology, epidemiological studies, and 

the development of early diagnostic, treatment, and prevention measures, including the 

identification and removal of carcinogens from the environment. 
These ambitious resolutions 

also contained references to a central record of studies and a computer -based information 

service. 

137. Probably for reasons of cost and complexity, the Organization has dealt with the 

implementation of these resolutions in a cautious way. At the same time, the respective 

roles of the programmes being operated from Geneva and from ‚ARC, also a WHO institution, have 

been reviewed. 'ARC has tended to deal with the areas of epidemiology and environmental 

carcinogenesis, while the Geneva -based programme covers areas with more direct clinical 

implications. In order to ensure that long -term planning is carried out in the most rational 

manner, the fifty -ninth session of the Executive Board decided (resolution EB59.R32) to set 

up an ad hoc committee to make recommendations to the World Health Assembly on all Wilts 

activities in the field of cancer, including IARC's, and to base its recommendations on the 

Organization °s programme on cancer as described in the Sixth General Programme of Work. It 

is hoped that the pattern of a rational strategy for international cooperation in cancer 

research, prevention, and control emerge from these recommendations, which will also cover 

the distribution of activities in the field of cancer research between the headquarters of WHO 

and 'ARC, as well as measures to ensure the best possible coordination of these activities. 

Mental health 

138. If the psychosocial factors related to one health problem, such as smoking and its 
consequences, are complex, can they be identified atid controlled with respect to health in 

general? This is a long -term challenge which the Organization has accepted as part of its 
constitutional mandate. Perhaps the most significant feature in the past year in dealing 
with this challenge is the recognition of the universality yet diversity of the problems. 

They affect individuals in all types of society, even if they manifest themselves in different 
ways in different cultures and different socioeconomic strata. As a result of this new mental 
health conscience, the Organization has introduced major changes in its approach to the matter 
in 1976. These changes are reflected in the new medium -term WHO mental health programme which 
is currently being developed. This programme is being designed as an integral part of the 

WHO Sixth General Programme of Work, with the overall aim of cooperating with countries to 

achieve self -reliance in dealing with mental health problems, using appropriate policies and 
strategies supported by a sound information base, and applying relevant and simple technologies. 

139. The _Мental health programme is a response to needs expressed by health planners and 
decision- makers in countries who are now much more fully aware of the extent of mental health 
problems than previously. It has been estimated that _two -fifth of all serious disability 

result from mental disorders. There are more than 40_million people in the world suffering 
at any one time from several functional mental illnesses, and twice as many again are seriously 
disabled by drug dependence, alcohol -related problems, mental retardation and organic brain 

disorders. Between 20% and 30% of all people seeking care in general health services have one 

or another form of mental disorder. The social effectiveness of a family with a mentally ill 

member for whom treatment is not available is seriously undermined. In children, educational 

failure due to mental disorder has become a major problem in both developing and developed 
countries. Rapid social change and economic development are outstripping the capacity of 

traditional forms of social organization to provide psychosocial support to all individuals, 

but this shortcoming is rarely foreseen or adequately considered in planning social measures to 

accompany economic progress. 
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140. The mental health programme is further based on the recognition that effective techniques 
now exist for the control and treatment of mental disorders and these techniques can be intro - 
duced as part of the general health services. They are relatively inexpensive and do not 
depend on highly trained professionals for their day -to -day operation. Knowledge about the 
role of stressful life events and behavioural factors in the precipitation and course of a 
variety of mental and physical conditions is accumulating at a rapid pace and should make 

- ~- possible new approaches to the prevention of such disorders. The effectiveness of all kinds 
of health services could be considerably increased if basic psychosocial techniques, e.g., 
fostering appropriate attitude formation and promoting skills to cope with stress or impairment, 
were part of the training and expertise of every health worker. 

141. However, there is still a widely prevalent and serious gap between available means and 
_techniques on the one hand aid their application on the other. The closure of this gap, and 
the far - reaching implications of this aim for policy formulation, planning, integration of 
services and manpower development, is the principal concern of the WHO mental health programme. 
In cooperating with countries to develop mental health policies best suited to each country's 
specific conditions, the programme lays emphasis on the need to consider mental health 
expertise as belonging to the mainstream of public health and as an essential tool for all 
health personnel, rather than as a highly specialized set of skills and knowledge that can be 
employed only in separate institutions. De- specialization and wide diffusion of mental 
health skills and knowledge is necessary if health care as a whole is to retain, or, in many 
instances, regain its essentially human nature, if psychosocial factors are to be taken into 
account in public health programmes, and if the mental health implications of social action 
are to be recognized. This is a far cry from the all too frequently adopted depersonalized 
approach to health care that depends too heavily on complex technology alone. 

142. The guiding principle in the formulation of the programme has been that planned 
activities should be of greatest possible practical usefulness to countries now and in the 
future. The objectives of the programme are to collaborate with countries in their efforts to 
!prevent or reduce psychiatric, neurological, and psychosocial problems, including those related 
to alcohol and drug dependence; increase the effectiveness of general health services through 
appropriate utilization of mental health skills and knowledge; and develop strategies for 

intervention based on an increased awareness of the mental health aspects of social action and 
change. 

143. The development of a mental health programme based on the above concepts required a new 
mechanism for coordination. The proposals for the new global programme were drawn together 
on the basis of contributions from all regions, consultations with countries, with other United 
Nations agencies and with nongovernmental organizations, and a critical analysis of the 
experience from previous activities. These proposals were then submitted to a recently 
constituted global coordinating group for the WHO mental health programme, which tielci its first 

meeting in February 1976. This group, which includes representatives from all WHO regions and 
from WHO headquarters ánd a number of advisers including public health administrators, 
psychiatrists and social scientists, made specific recommendations for the implementation of 
the proposals at country, regional and global level. In addition to this global coordinating 
group, which will meet every two years, analogous coordinating mechanisms are being set up at 
regional level and started functioning in two of the WHO regions in 1976. It is envisaged to 

--- extend the coordinating group principle also to the national level. It should be stressed 
that these groups are not made up primarily of psychiatrists but represent a wide range of 
disciplines with an overall public health perspective. The tripartite global, regional, and 
national coordinating mechanism represent a mosaic of groups aid iтdividuals carrying out 
different tasks, all contributing to ensure a continuing review and adjustment as necessary 
of the development and implementation of the WHO mental health programme as a whole. 

144. A number of activities that form part of the programme were already undertaken in 1976. 

Since effective methods of control for certain mental disorders exist but are not applied in 
developing countries, WHO helped to initiate activities in four developing countries to 

implement a new concept of the strategy and delivery of mental health care in rural and under- 
privileged periurban communities. In the course of these activities, a base -line assessment 
of mental health problems is being followed by the introduction and evaluation of simple 
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management and treatment techniques for defined priority conditions. These techniques are 

administered by local health workers with limited but highly specific training. 

145. Another study, in several developing and developed countries, is approaching the problem 
of the prevention of alcohol -related disabilities from the broad point of view of the 

community's overall response to alcohol use and abuse, involving social welfare provisions, 
health care, the police, the courts and community participation. 

146. Similarly, in formulating country programmes for problems of drug dependence in four 

developing countries, a public health approach is being followed, with the emphasis on the 

integration of social action and change within general health services and the provision of 
basic health care to communities with high rates of opiate drug use. 

147. Legislation is an important determinant of the scope and type of mental health services 
and is also closely linked with public attitudes concerning the mentally ill. Many countries 

appear to have inappropriate and ineffective mental health laws; for example, in many newly 
independent countries these laws date from the colonial era. A review of_mental health 
legislation in 42 countries has therefore been carried out and guidelines for the assessment • of mental health laws and enactment of new laws have been drafted. These were considered by 
a group of leading mental health professionals, public health administrators, lawyers, judges, 

and sociologists who met in Cairo in June 1976, and will shortly be published. 

148. Following the completion of a study which demonstrated considerable differences in the 

outcome of severe mental disorders in developing and in developed countries, a new study has 

been undertaken in 9 countries to identify specific social and other environmental factors 

which influence the course of mental disorders in different sociocultural settings, with the 

aim of developing management strategies that would reduce the risk of disability associated 

with mental illness. 

149. A dialogue on psychosical factors was initiated with public health leaders and planners 

in countries to identify behaviourally determined health problems and to design steps for 

integrating psychosocial knowledge and skills in health care provision. This will now be 

dealt with by a series of multidisciplinary workshops in which public health planners and 

social and behavioural scientists will review the health situation in countries and design 

specific action plans. The first workshop of the series, which was attended by public health 

administrators from over ten countries, took place in October 1976. / Mental health and psycho - 

social information and skills are introduced to public health administrators also through 

brief discussion and training courses oriented towards questions of group interaction that are 

being introduced into the teaching programmes of schools of public health. The first such 

course was organized in May 1976 jointly by WHO and a leading school of public health that 

provides training for many future public health administrators in developing and developed 

countries. . 

150. The present state of knowledge in the field of child mental health and psychosocial 

development was critically reviewed by an Expert Committee in November 1976 to establish the 

interventions for which convincing evidence of effectiveness exists. The recommendations 

stressed the need for improved coordination between the health, social welfare and educational 

sectors in dealing with child mental health problems and for all health workers to have basic 

knowledge about children's normal psychosocial development and significant deviations. 

151. Also in the psychosocial area, two sets of activities were initiated to assess potential 

means of preventing adverse effects of social stress, and of strengthening protective social 

mechanisms. The first focuses on the problem of uprooting and migration and aims at identi- 

fying measures which could reduce their adverse psychosocial effects. The second aims at 

exploring the potential of the family in different cultures to cope with stress and to enhance 

the social functioning of its members. 

152. The mental health programme lays particular emphasis on the imperative need to develop 

expertise and manpower fordealiпg with the mental health aspects of health care within 
developing countries. Two multidisciplinary collaborating centres for training and research 
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in mental health have been designated, one in Colombia and one in India. These centres are 

developing Qrogrammes linked to national health policies and will strive to achieve in a 

short time the capacity to respond quickly to needs in relation to manpower training, as well 

as information on mental health policies and practices in other countries in the region or in 

other regions. 

Research promotion and development 

153. It is difficult to identify a health programme whose development is not dependent on 
further research. Ni amount of organizing research can substitute for original thinking, but 
the kind of research needed to solve the major health problems of the world requires collabora- 
tion between scientists with widely varied scientific disciplines and different scientific, 
social, economic and cultural environments, as well as large -scale funding. Such collabora- 
tion, and the identification of health problems for which research is most needed, as well as 
the massive funds required, do not come about spontaneouly. They have to be carefully 
promoted aid properly nurtured and WHO is attempting to fulfil its international coordinating 
role by so doing. This is a vastly different policy from the somewhat timid beginnings of 
WHO research almost twenty years ago. It requires an international managerial mechanism 
suited to the international research functions, and these functions have to subserve the 
Organization's international social goals. Hence the emphasis on research concerning health 
problems of wide international importance, and the special emphasis recently given to research 
on the neglected health problems of the developing world. 1976 was a year in which WHO's 
research management mechanisms were thoroughly revised. 

154. The Promotion and Development of Biomedical and Health Services Research is one of 
the major programmes in the Sixth General Programme of Work. In conformity with the World 
Health Assembly's increasing emphasis on technical cooperation with developing countries and 
on achieving national self -reliance in health research, WHO's research and research training 
activities over the past year have included the following special initiatives: the institution 
of Advisory Committees on Medical Research in all the WHO regions to plan, organize, and 
implement regional research and research training activities; the greater involvement of the 
Advisory Committee on Medical Research and other scientists in WHO's research activities; and 
the organization of global research and research training activities into special programmes, 
e.g., the Special Programme for Research and Training in Tropical Diseases. 

155. The role of the Advisory Committees on Medical Research (ACMR) has been expanded. The 
global ACMR, and the regional ACMRs are becoming more active at the global and regional levels 
in advising upon research policies, identifying problems requiring research, planning and 
evaluating research programmes, promoting special programmes of research at national levels, 
mobilizing the scientific community to participate in WHO's research activities, stimulating 
research agencies, councils, academies, and institutions to collaborate in WHO's research 
activities, encouraging the exchange of research information at all levels and helping WHO 
obtain the manpower, material, and financial resources to carry out its research programmes. 

156. Overlapping membership between the regional ACMRs and the global ACMR helps to 

coordinate this expanded role. In addition, members of the regional and global ACMRs serve 
on many of the new groups which plan and organize research activities at the regional and 

global levels. Members of the global ACMR participate in special committees, examining 
problems of global significance such as the ethical aspects of medical research and the safety 
of handling micro -organisms and cells, especially in experiments on recombinant DNA. In 

addition, individual members of the ACMRs are devoting periods of up to a year assisting WHO 
to plan such programmes as the Special Programme for Research and Training in Tropical 
Diseases aid to expand and coordinate the research activities in the regions. 

157. In 1976 a great impetus was given to the new policy of involving the regions deeply in 
the Organization's research programme, which had hitherto been almost entirely a headquarters 
prerogative. Under the guidance of ACMRs and in collaboration with national medical research 
councils, academies and institutions, Regional Directors are determining research priorities 
for WHO in each of the regions. Regional ACMR members are participating in the assessment of 
the resources available for research in the regions, and in the planning of regional research 
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activities. Leading scientists and relevant technical staff from the regional offices and 
from headquarters are participating in this planning process, which is carried out by means of 
task forces, study groups or scientific working groups. 

158. Regional priorities for research include health services research in each region and 
the diseases endemic in the tropics and subtropics in five regions. The harmonization of the 

activities of the global Special Programme for Research and Training in Tropical Diseases with 
special national and regional requirements through the Programme's ten scientific working 
groups, its network of collaborating institutions and its training activities reflects this 

regional priority. Other priority research areas identified by the regional ACMRs include 
diarrhoeal diseases, nutrition, environmental health, tuberculosis, control of human fertility, 
dengue haemorrhagic fever and other arbovirus diseases, and noncommunicable diseases such as 
cardiovascular diseases, chronic liver disease and cancer. The regional ACМRS and regional and 
headquarters staff, in collaboration with national medical research councils, are also 

examining methods to improve the exchange of research information at the national and regional 
levels. Two regions are considering the identification and establishment of a collaborating 
network of institutions designated as national focal points for research information. 

159. The concept of special programmes for research and training has evolved over the past 
five years as it became apparent that the developing countries have certain common health and 
health -related problems for which they might find solutions through intensified goal -oriented, 
collaborative research; that research and training support for these problems were either 
insufficient or decreasing; and that goal - oriented collaborative research and training 
programmes are highly acceptable to the developing countries, the scientific community in 
industrialized and developing countries collaborating in the research and training, and the 

countries and agencies providing the resources for this type of technical cooperation. 

160. The Expanded Programme of Research, Development and Research Training in Human 
Reproduction, which has operated since 1972, was the prototype for the concept of the Special 
Programmes of Research. Its activities have been reviewed above. Using this programme as a 

model, WHO developed the Special Programme for Research aid Training in Tropical Diseases, co- 

sponsored by WHO and UNDP, also reviewed above. This special programme is also a good 

example of a partnership in planning, operation, and support between the countries affected by 

the diseases, the world's scientific community, the World Health Organization, UNDP, and 

countries and agencies providing the extra resources which the programme requires. 

161. Health services research stands high on the list of research priorities for each of the 

regions and at headquarters. In response to this need, as well as to resolution WHA29.64 and 

the recommendations of the АСN1 in June 1976, a plan for a global research and training 

programme in this field is being developed. The plan, which will be considered by the АCМR 
at its next session, will be built up from national problems requiring health services 

research, identified as part of regional research activities, and may become the basis for a 

Special Programme for Health Services Research. 

162. A singular aspect of health services research is that it deals with communities rather 
than individuals. WHO has been active in conducting community studies on cardiovascular 

diseases aid these are mentioned here as an illustration of such studies in general, and in 
the hope that they will stimulate others to follow suit. 

163. Preliminary results that became available during 1976 from continuing studies of cardio- 

vascular diseases showed that the problems of these disorders were of global proportions; 

whereas rheumatic heart disease was more prevalent in developing countries and ischaemic 

heart disease posed a serious public health problem mainly in developed countries, other major 
disorders such as hypertension and stroke seemed equally prevalent in developing and developed 
countries. It was against this background that the three leading ideas underlying WHO's 
cardiovascular diseases programme evolved, both with regard to current practice and planning 
for the future. 

164. The first idea is that, since cardiovascular diseases are endemic throughout the world, 

it is no longer feasible to conceive of individual care as the basis for major control and 

preventive efforts. Instead, the participation of the community in general as well as the 
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health professions must be enlisted in an active programme of quick detection and treatment of 
acute cases, health education aimed at increasing community awareness of early indicators of 
cardiovascular diseases and the preventive steps that can be taken, and systematic gathering 
of epidemiological data that will make possible a continuous assessment of the community 
situation regarding cardiovascular diseases and the relative effectiveness of control and 
preventive measures. The second idea is that control measures should aim at covering the 
full range of cardiovascular diseases to which a community is at significant risk, and the 
third that the programme should be oriented increasingly towards the developing world. 

165. To help establish the data base upon which community control and preventive efforts 
could be extended, a report published in 1976 covered stroke registration in the community, 
using data on more than 6000 patients from 18 centres and more than 25 000 hypertensives, 
registered and followed up.1 The incidence of stroke in one year amounted to 1 -2 per 1000 of 
the general population. It has become evident that stroke is a problem of public health 
throughout the world; although health care practices vary from one country to another, in all 
areas which were investigated stroke proved to be a condition consuming considerable resources. 
The conclusion drawn is that efforts to prevent the disease should be increased and should be 
given priority, and that prevention of stroke is best approached by the control of hypertension 
in the community. In the populations studied, 10 -15% had elevated blood pressures. The 
study has shown that community programmes for the control of hypertension are feasible if 
basic health services are available, and that it is then appropriate to build the control of 
hypertension on the existing health services. 

166. Another report issued during the year dealt with the experience of ten developing 
countries in the community control of rheumatic fever, based on the findings of a WHO colla- 
borative research project.2 Although the project is still in progress, there are already 
indications that the prevention of rheumatic heart disease is possible even under difficult 
health care conditions if a systematic approach is taken. 

167. On the basis of this information it was possible to elaborate a longer -term strategy 
for the control of these diseases, starting with community -based registers and other epidemio- 
logical methods that would identify the extent of a disease in a given population. This 
would be followed by setting up pilot prevention and control programmes for single diseases in 
test areas that would provide information on the feasibility, and, if possible, effectiveness 
of control measures. Building on this experience, together with the intensive training of 
health personnel at all levels in the concepts of community control and in appropriate health 
education of the public, it should be possible in due course to replace the single disease 
approach with a comprehensive control programme covering all cardiovascular diseases in a 
community. If feasible and effective, this approach could lead, in turn, to the application 
of similar methods in dealing with other noncommunicable diseases, culminating in a more 
unified system for their control. 

168. Research on the scale described above can flourish only if it is properly supported, 
and the provision of adequate manpower, material, and funds for research remains a critical 
problem. However, a large reservoir of untapped institutional and manpower resources exists 
in both the developing and developed countries. The stimulation of regional research 
activities through regional ACMRs and the expanded and more active role of the global ACMR, 
as well as the special programmes of research and training, will permit more effective identi- 
fication and utilization of these resources. For example, the Region for South -East Asia has 
committed 2.5% of its regular budget for the promotion and development of research in the 

region. At the same time, the research and training functions of collaborating centres are 
being reviewed in the light of the new research policy and strategies. 

1 Hypertension and stroke control in the community. Proceedings of a WHO meeting held 

in Tokyo, 11 -13 March 1974. Geneva, World Health Organization, 1976. 

2 The community control of rheumatic fever and rheumatic heart disease. Report of a WHO 

meeting held in Prague, 3 -5 November 1975 (unpublished WHO document CVD /76.1). 
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169. The proportion of regular budget funds which currently can be allocated to priority 
research and research training programmes is limited and additional extrabudgetary resources 
will have to be found to support WHO's new programmes of research. These essential material 
and financial resources can become available through a variety of mechanisms, including: the 

commitment of national resources and funds to research, the focusing of bilateral and multi- 
lateral support on the priority research and training objectives, the coordination of 
international resources to achieve specific priority research objectives, and the procurement 
by WHO of unattached funds for research and training. 

170. The use of multiple mechanisms to obtain resources and the new flexible approaches to 

programme organization give countries, agencies and scientists an opportunity to play a more 
active role in research programme planning, operation, and evaluation. There is thus good 
reason for being optimistic that the new policies, strategies, and mechanisms for research and 
research training will strengthen the scientific foundations on which WHO's overall programmes 
are built. 

Conclusion 

171. The above comments on the need for additional resources could apply to almost any of 

WHO's programmes. The Health Assembly fully recognized this and, in resolution WHA29.32, 
emphasized the importance of attracting and coordinating an increased volume of bilateral and 
multilateral aid for health purposes. Yet we must not be deluded into believing that 

increased resources alone will ensure successful pursuit of our ideals and goals. Even more 
important is the continuing moral commitment and unswerving determination of all Member States 
to collaborate in attaining the Organization's objectives. If any single conclusion can be 
drawn from WHO's work in 1976 it is that the Organization has reached a high level of maturity 
in defining its priorities, is committing itself deeply to them, and is displaying the 
determination required to ensure that they are tackled with vigour. All this augurs well for 
the future. 


