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EIGHTEENTH MEETING 

Saturday, 21 January 1978， at 9h30 

Chairman : Professor J . J . A . REID 

1. CONFIRMATION OF AMENDMENTS TO THE STAFF RULES: Item 28 of the Agenda (Documents EB6l/29, 

EB61/29 Corr.l and EB6l/lNF.DOC./No. 1) 

Mr MUNTEANU (Director， Division of Personnel and General Services), introducing the item, 

drew attention to the Director-General's report on amendments to the Staff Rules. If 

confirmed by the Board, the revised Rules would take effect from 1 January 1978. 

It was the first overall revision since 1954. The Rules had been updated and rearranged 

in logical order, the text clarified and the English and French versions, which were equally 

authentic, brought into line. No major change of substance had been made. Such new rules 

and minor changes of substance as had been introduced were listed in the two annexes to the 

report. Some of the former were simply a reflection of long-standing practice, while others 

had been drawn from the WHO Administrative Manual. They had been included simply to complete 

the Rules. Cross-references had been reduced b u t , where they had been retained, the subject 

matter was indicated together with the number. In that w a y , it was hoped to make the Rules 

more readable for staff members, and to provide a reliable administrative tool for those 

concerned with their implementation. 

As in the past, changes to the Staff Rules would continue to be made only after consulta-

tion with Regional Directors and the Staff Associations of WHO headquarters and regions. The 

full text of the revised Rules appeared in a separate document, which contained references to 

the numbers of the old Rules for the purpose of comparison. The revision of the Rules did not 

entail any budgetary implications of consequence. 

The Board might wish to consider the draft resolution, confirming the amendments made to 

the Rules, which appeared in the Director-General
1

 s report. 

Dr VIOLAKI-PARASKEVA asked w h y , under the new Rule on maternity leave which was shown in 

the Annex to the Director-General
1

 s report (page 7，Rule 760.2), the period of maternity leave 

prior to the expected date of confinement had been reduced from four to three weeks. A l s o , 

what was the period of maternity leave provided for following confinement? 

Mr MUNTEANU explained that the Rule had been amended in response to a request by the staff 

that the period of maternity leave prior to confinement could be reduced if the staff member in 

question so wished. The staff physician of the Joint Medical Service had, however, advised 

that it should not be reduced to less than three weeks. A staff member was entitled to a 

total of 12 weeks' paid maternity leave, up to six of which she was free to take prior to 

confinement. The period provided for following confinement was a minimum of six weeks, which 

could be lengthened correspondingly if the period prior to confinement had been reduced. 

The CHAIRMAN, noting that there were no further comments, invited the Board to consider 

the draft resolution. 

Decision: The resolution was adopted. 

2. IMPROVEMENTS TO THE EXECUTIVE BOARD ROOM: Item 32 of the Agenda (Document EB6l/34) 

Mr MUNTEANU (Director, Division of Personnel and General Services), introducing the item, 

drew attention to the Director-General's report on improvements to the Executive Board room. 

The report was submitted in response to the Board's request at its fifty-ninth session 

(Official Records N o . 239, page 300). 
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The Director-General had made certain recommendations, as referred to in paragraph 2 of 

the report, in connexion with the lighting and air-conditioning systems and also the conference 

table. The estimated cost of the work involved, at the current rate of exchange, was 

US$ 280 0 0 0 . Paragraph 3 of the report contained proposals concerning possible alterations 

to the wall behind the Chairman's seat, the estimated cost of which was US$ 50 000
#
 If the 

Board accepted those recommendations, the costs could be m e t , without any additional appropria-

tion, from the Real Estate Fund. 

Dr CUMMING said that, while he welcomed the Director-General's report, he felt that the 

situation had changed somewhat since the fifty-ninth session. The Board had only just 

approved supplementary budget estimates in an amount of US$ 6.6 million and there would be 

additional assessments for 1979. Moreover, the Organization
1

 s staff were going through a 

traumatic stage as the result of the implementation of resolution WHA29.48. He therefore very 

much doubted whether it was the right time for the Board to be talking about spending more than 

US$ 250 000 to make its own life more comfortable for three weeks a year. For the time being, 

therefore, he was opposed to any change. He realized that a new carpet, for example, was not 

a major item but, when people were looking to the Organization to exercise restraint, any such 

expenditure would attract unfavourable publicity. There w e r e , of course, problems with the 

lighting but they did not make it impossible to carry on. So far as the conference table was 

concerned, he himself strongly favoured having an extra member from the South-East Asia Region 

and trusted that governments would ratify the necessary amendment to the Constitution. He 

feared, however, that it would be a number of years before they did so. Even then, only one 

extra seat would be required so there was really no need for any change and certainly no need 

to provide for five extra places. He was also opposed to spending US$ 50 000 on redecorating 

the wall behind the Chairman's seat
#
 Even though no additional appropriation would be 

required, the Real Estate Fund was part of the Organization
 f

s resources and, as such, would 

have to be replenished. 

For those reasons, he proposed that further discussion of the matter be deferred until 

the Board's session in January 1979. 

Dr KLIVAROVA (alternate to Professor Prokopec) said Dr Cumming 's remarks were fully 

justified; US$ 250 000 was a considerable sum. If members really found it so uncomfortable 

to sit in the Board room for long periods, it would be cheaper to extend the session by a day 

or two. That would in any case be preferable to having prolonged meetings and night sessions. 

Dr DLAMINI said he differed from Dr Cumming only on the question of lighting. Most 

members would have preferred natural lighting but he recognized that, as stated in the report, 

windows were not feasible because of the cost. He also considered it was a pity more use was 

not made of the Board room. Lastly, in his view, further discussion of the matter could be 

postponed even until January 1980. 

Professor JAKOVLJEVIC, agreeing with Dr Cumming, said that the question was primarily one 

of principle, since the amounts involved were not high. He considered, however, that in view 

of the terms of resolution WHA29.48 consideration of the matter should be postponed for at 

least two or three years. 

Dr VIOLAKI-PARASKEVA agreed the time was not ripe for any major changes• Possibly, 

however, some adjustments could be made to the air-conditioning system, which functioned very 

erratically, and to the lighting. It might be possible to have windows at some future date. 

She would also suggest that a small lounge be made available for lady members of the Board. 

Professor DE CARVALHO SAMPAIO expressed full support for Dr Cumming
1

s remarks• 

Dr ACOSTA, also supporting Dr Cumming's remarks, said he did feel however that the 

lighting should be improved. 
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Dr VALLE, agreeing with the previous speaker, said that something should also be done 

to reduce the noise of footsteps as people walked in the room. His only concern was that the 

cost involved would inevitably rise in future. He would therefore suggest that a special sum 

for the purpose be set aside in the budget, 

Dr ABDUL HADI agreed that it was not the right time to discuss any substantial change. 

There w a s , however, a pressing need for some improvement in the lighting and air-conditioning 

systems, particularly since any delay would mean a rise in costs, although he understood that 

the air-conditioning was to be overhauled as part of the renovation work on the whole building. 

He would also ask whether something could be done about the chairs, which he found very 

uncomfortable. 

Professor SPIES, agreeing with Dr Cuiraning, asked whether, since little use was made of 

the Board room, it could not be rented out. 

M r MUNTEANU (Director, Division of Personnel and General Services) said that the room was 

used for a number of WHO meetings, and was also rented out to other organizations. 

Referring to costs, he said that improvements to the lighting system alone, which had 

been singled out as a source of dissatisfaction, would amount to US$ 85 000 at the current 

rate of exchange. The cost of improvements to the air-conditioning system would be met from 

the regular budget, since they would be carried out as part of the renovation to the whole 

building. Those improvements would, however, mean changing the carpet in the Board room, 

the cost of which would amount to approximately US$ 30 000. Apart from the air-conditioning 

system, the costs would be met from the Real Estate Fund. Any deferment would most probably 

mean an increase in costs, since building costs had risen steadily since the Second World W a r . 

The chairs in the Board room were, in any event, due for replacement. There would be no 

difficulty in providing a small lounge near the Board room for lady members. 

Mr ANWAR observed that even though the Board met for only three weeks a year its session 

was nonetheless of considerable importance for the world. 

He agreed that the lighting in the Board room was not very satisfactory, but considered 

that it could be improved by installing additional lighting in the galleries, rather than 

by removing the ceiling lights. It did not seem necessary to replace or extend the 

conference table for the sake of one additional member. The main point， however, was to 

decide whether changes were necessary. If so, then they should be made straightaway, since 

the cost involved was not high. 

Dr BISHT (alternate to Mr Prasad), agreeing with Dr Cumming, said that, in his opinion, 

it was wrong in principle to spend on the Board room money which would be better used 

improving the lot of the poverty stricken throughout the world. He would n o t , however, have 

any objection to making available a small lounge for lady members, since no expense would be 

involved. 

Dr KASONDE noted, from paragraph 2.1 of the report, that the measures proposed to improve 

the lighting would make it possible to reduce energy consumption. He asked whether that would 

result in an ultimate saving in costs. 

Mr MUNTEANU (Director, Division of Personnel and General Services) said that there would 

be a saving, since modern lighting systems used less energy. It was difficult to give an 

exact figure, but it would not be very large. 

With regard to the possibility of installing windows, the Director-General felt, as 

explained in the report, that the estimated cost of US$ 330 000 would be out of all proportion 

to the benefits derived. For structural reasons, the windows would have to be very small 

and such light as they let in would be reduced still further by surrounding offices. 

The CHAIRMAN, summarizing the discussion, said that two issues remained to be decided^ 

the question of air-conditioning and the question of lighting. Regarding the first, the 
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changes due to be made in any case as part of routine maintenance would be carried out. 

Regarding the second, the Board needed to decide whether the improvements proposed justified 

an expenditure of US$ 85 000. 

Dr ALENCASTRE GUTIERREZ said that for his part he found the lighting of the Board room 

most unsatisfactory. The problem was one which required attention, 

Dr CUMMING said that his objections to the overall proposals had been made on grounds 

of principle. He felt that the Board should show solidarity with the staff by not spending 

money purely for its own purposes at a time when the Organization was going through a diffi-

cult period. While he recognized that the lighting needed improvement, he wondered whether 

it would be possible to make the necessary changes for a sum of less than US$ 85 000. 

Mr MUNTEANU (Director, Division of Personnel and General Services) said that the proposal 

regarding the lighting involved a number of different factors, none of which could be 

eliminated from the total package. The proposal had therefore to be accepted as a whole or 

not at all. 

Dr CUMMING said that in that case he could accept the proposal. 

The CHAIRMAN said that since the Board seemed to have reached a consensus, he would 

invite the Rapporteur to formulate a draft resolution, incorporating the views that had been 

expressed, for later consideration. 

3. REAL ESTATE FUND: Item 31 of the Agenda (Document EBól/ЗЗ) 

Mr FURTH (Assistant Director-General) introducing the Director-General‘s report, said 

the report outlined the status of projects already approved by the Health Assembly. The 

second extension to the building of the Regional Office for Africa and the installation of 

fire-fighting equipment and of an emergency generator in the Regional Office for South-East 

Asia had now been completed. There was no reason to believe that the total actual costs 

would not be within the amounts originally estimated. 

Regarding the Regional Office for Europe, the repair and renovations of the property 

adjoining the Regional Office which had been acquired by the Government of Denmark for lease 

on a long-term basis to the Organization had been completed at a cost which exceeded the 

original estimate by US$ 25 000. The installation of a new telephone exchange would probably 

exceed the estimated amount by some US$ 90 000. However, since the project of enlarging the 

document production services in the same Office had been cancelled, resulting in an estimated 

saving of US$ 75 000， the total additional requirements for the Regional Office for Europe 

amounted to only US$ 40 000. 

In the Regional Office for the Eastern Mediterranean, the construction of eight offices 

and storage space was no longer required. The cost of the extension to the building of the 

Regional Office for the Western Pacific was now estimated at about US$ 480 000， as compared 

with the original estimate of US$ 460 ООО, 

At headquarters, final payments for the construction of the third prefabricated 

building had now been m a d e , leaving savings of approximately US$ 408 000. A programme of 

essential repairs and renovations to the headquarters buildings was now being undertaken, 

and while part of the cost had been financed by the regular budget for 1977, US$ 380 000 was 

being covered by the Real Estate Fund. 

For the period 1 June 1978 to 31 May 1979， two projects were proposed; the renovation 

of the villa N o , 33 Strandpromenaden which was leased by the Government of Denmark to the 

Organization for the Regional Office for Europe, and the improvements to the Executive 

Board room. 

Since the balance available in the Real Estate Fund seemed to be sufficient to cover the 

cost of ongoing projects and the estimated requirements for the Regional Office for Europe 
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and the lighting improvements to the Executive Board room, no appropriation by the Thirty-

first World Health Assembly was required. Consequently, the Board was invited only to take 

note of the report. 

Mr ANDREW (adviser to Dr de Caires) asked if some explanation could be given as to why 

the document production services in the Regional Office for Europe were no longer required* 

He noted that the estimated cost of installing a new telephone exchange in that Office had 

risen by US$ 90 0 0 0 , and asked if there had been a contract for that work。 Lastly, he would 

like to know why the construction of eight offices and storage space in the Regional Office 

for the Eastern Mediterranean was now no longer required. 

Dr KAPRIO (Regional Director for Europe) in reply to Mr Andrew's first question, said 

that following authorization to proceed with the enlargement of the premises of the document 

production service, engineering studies had been m a d e , and it had been found that the site 

suffered from problems of water seepage, the solution of which would have doubled the esti-

mated cost. Accordingly it had been decided to make alternative arrangements, which, 

although not quite so satisfactory, were considered adequate by the staff. 

In reply to the second question, he said that because of the enlargement of the premises 

it had been necessary to increase capacity from 180 to 220 internal lines since the original 

estimate had been prepared. In addition, an expert study had shown that extra equipment was 

needed to meet the Office
1

s needs. The estimate also included an element to cover inflation 

and salary increases, 

Dr TABA (Regional Director for the Eastern Mediterranean) in reply to Mr Andrew* s third 

question, said that in view of the new reorientation of WHO policy, notably with regard to 

decentralizing of activities, it had been considered that the additional office space would 

not be needed for the present, particularly since nine posts in the Regional Office would be 

suppressed in 1978-1979. The need for storage improvement did exist, but this would be 

covered by the Office
1

s own budget. He did not anticipate that for the immediate future 

there would be need for any real estate funds. 

Decision: The report by the Director-General was noted. 

4. COUNTRY HEALTH PROGRAMMING (REPORT OF THE PROGRAMME COMMITTEE OF THE EXECUTIVE BOARD): 

Item 19 of the Agenda (Document EB6l/l9) 

Dr DLAMINI, introducing the Programme Committee
f

 s report said that it concerned a 

progress report on country health programming presented to the Committee in November 1977. 

That report was attached to the Programme Committee
1

s report as an annex, together with an 

appendix on working guidelines for country health programming. The Committee had accepted 

that country health programming was a process designed to identify health problems of priority 

concern to countries in the context of their development plan. Its object was to specify 

targets in regard to those problems, to translate those targets into health development 

programmes, to identify the activities and resources that would be needed, and finally to 

implement, evaluate and if necessary reformulate the programmes on a continuing basis^ 

The Committee had studied the progress report of the Director-General on country health 

programming, which had outlined the activities performed and problems encountered since the 

system had been introduced in Bangladesh in 1973. It had expressed its concern at the fact 

that only 23 countries had so far initiated the system. 

The Committee wished to emphasize three points. First, country health programming should 

be seen as a national approach to countrywide planning, programming and management of health 

systems, with the objective of promoting self-reliance in planning for health development. 

The process should bring together the health sector and other relevant sectors through 

national advisory councils, thus allowing health to play its proper role in overall socio-

economic development. Secondly, country health programming required the development of 

health manpower, which should be carried out as close as possible to the area of implemen-

tation. The national institutions concerned should be given international responsibility as 
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part of technical cooperation among developing countries, and WHO should provide whatever 

support might be needed. Thirdly, effective country health programming required properly 

developed health information systems, with emphasis on continuity and evaluation through 

feedback® 

The Committee felt that the Secretariat should endeavour to promote wider acceptance of 

the principles and methodologies of country health programming as a useful instrument for 

furthering technical cooperation among developing countries. It recommended that the Board 

propose to the Health Assembly that countries be urged to undertake this process. In 

conclusion, he drew attention to the recommendations set out in paragraph 11 of the Programme 

Committee
1

s report. 

Dr GUNARATNE (Regional Director for South-East Asia) said that the report showed that 

in the course of the year 15 countries had expressed their intention of carrying out country 

health programming； that was an encouraging sign. It had been interesting to observe how the 

original concepts of the process had been undergoing changes through the experience gained 

in successive country health programming exercises. The process was a dynamic o n e , which was 

still evolving. There was room for further refinement and for a further widening of the scope。 

Efforts were being made to encourage national personnel to participate in group discussions 

with the aim of sharing experience and identifying priority problems. 

It was important that the consumer should participate in the process if health plans were 

to be properly balanced and meet the real needs of the community。 H i t h e r t o , there had been 

a bias towards health professionals, and that bias should be avoided. 

In spite of some difficulties, the process had produced some encouraging results. It 

had made it possible to reorient health development activities from isolated projects into 

coherent programmes, corresponding to priority needs. It had not only led to better 

utilization of internal resources, but had also helped to attract increased external 

resources. In addition, it had provided a basis for better coordination of national, 

international and bilateral efforts for health development and management in the various 

countries. He was glad to note that UNDP had established a system of joint programming 

with WHO for activities in the health sector, using country health programming as a basis. 

One problem was the lack of a core of trained personnel, and he stressed that it was 

important that a mechanism be established to provide the necessary training. That might be 

done by setting up national centres, as suggested by Dr Dlamini, which could then be given 

international responsibility. One such national centre had already been established in 

Thailand, 

The first Interregional Seminar on Country Health Programming had been held at the 

Regional Office for South-East Asia in February 1977， and an interregional consultation 

had been held in Bangkok in October of that year» He suggested that Dr Amorn Nandasuta, who 

had acted as Chief Consultant at the seminar, Chairman of the interregional consultation, 

and was now a temporary adviser to the South-East Asia Regional Office, might address the 

Board and indicate how countries in the South-East Asia Region had been able to benefit from 

the system. 

Dr AMORN NANDASUTA (WHO Consultant) said that country health programming had been 

instituted in his country in 1974-1975， as part of a five-year development plan for the 

health sector. It was carried out under the auspices of a national planning board by a 

health planning subcommittee which consisted of high-ranking officials from various minis-

tries ,institutions and professional associations. The resultant health development plan with 

19 separate programmes had been endorsed by the national planning office and had eventually 

received the full approval of those government agencies responsible for finance and manpower. 

Bilateral and multilateral agencies and organizations had been briefed on the 

programming process from the beginning, and thus it had been possible to coordinate inter-

national technical cooperation activities and prevent unnecessary wastage of resources. 

If country programming was to be effective, all echelons in the health service needed 

to be made aware of its usefulness and trained to put it into effect. To this end, the 

methodology was now being extended from central to provincial level, and it was intended to 

extend it within the next few years to district level. 
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Country health programming provided an opportunity for national administrators with the 

participation of WHO staff to gain insight into problems of health programme development 

from a new outlook and to demonstrate a new working relationship between national governments 

and the WHO Secretariat. A national WHO coordinating committee had been formed, which had 

developed a medium-term programme for the country, as well as a country health profile 

which outlined the current health situation and indicated trends of development. 

H e wished to mention two problems his country had encountered in the implementation 

of the system. First, existing budgetary procedures were in conflict with the principle of 

decentralization of the planning and management system. Steps were being taken to modify 

those procedures and to bring them into line with those more appropriate for the system. 

Secondly, there was conflict between the national interests of country health programming 

and the commercial interests of the existing health care system, which was based on laws 

of supply and demand. Efforts were being made to promote greater awareness of the country* s 

real needs and to encourage application of the system. 

For the system to be successful there should be understanding of its aims on the part of 

national leaders, as well as acceptance of its methodology by the national planning body. 

Top level health administrators had needed to be well acquainted with the system, and there 

should also be a general climate on acceptance of change. A n effective health planning 

machinery needed to be in existence, and finally there should be mechanisms for policy 

analysis and feedback to the political decision makers. 

/ 

Professor JAKOVLJEVIC agreed with Dr Dlamini that country health programming was a 

political instrument, which should be used to facilitate political decisions. He also agreed 

with the emphasis Dr Dlamini had given to the importance of training, by means of national 

institutions which could eventually be given international status. 

Referring to the Programme Committee
1

 s report, he said he feared there was still some 

misunderstanding of the way country health programming was being understood and implemented. 

That misunderstanding arose because of a failure to distinguish between national health 

planning, which was primarily oriented towards health services development, and country health 

programming， which was in fact an instrument for changing the existing political situation. 

The programming process should be seen in the context of overall socioeconomic development. 

The role of W H O was to assist countries to put into effect their own political decisions in 

the most effective and rational w a y . 

He believed the time had come for WHO to become more aggressive, and to make greater use 

of its accumulated experience. There should be a more far-reaching analysis of the real 

usefulness of existing country health programmes in the countries. 

Referring to the Committee
1

 s recoiranendations set out under paragraph 11.1.1 of the report, 

he proposed that the Board adopt a resolution that countries be urged to undertake country 

health programming, for submission to the forthcoming Health Assembly. 

Dr DE CAIRES said most members would share the Committee
1

 s disappointment at the slow 

progress of the programming process. One of the reasons might be that country health 

programming needed to emanate from the country rather than from WHO itself. A distinction 

should be made between policy analysis, which was a joint process between countries arid 

external agencies such as WHO or UNDP, and policy decision, which was the prerogative of the 

countries themselves. 

He supported the C o m m i t t e e、 recommendations in paragraph 11 of the report， notably the 

recommendation that the Board should give wider distribution to the working guidelines for 

country health programming. It should be noted that those countries with a sound national 

health plan, set within the context of overall socioeconomic development, stood a much better 

chance of attracting extrabudgetary funds than did countries without such a plan. 

Country health programming was a demanding exercise which would call for special efforts 

on the part of WHO and its staff, and he was glad to see that the Organization was increasing 

multidisciplinary staffing for that purpose. He recalled that at the seminar held in 

New Delhi in February 1977， it had been recommended that the programming process make greater 

use of United Nations bodies and bilateral agencies. He was glad to see that UNDP had taken 

an active role in that connexion. 
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Dr QUENUM (Regional Director for the African Region) said that he did not share the 

disappointment felt by the Programme Committee concerning country health programming. The 

value of any public health scheme should not be judged by the number of activities undertaken 

but by the quality of the results obtained. Country health prograiraimiirig was a new approach 

which needed a certain length of time to take root because of the constraints to be overcome. 

A n adequate information system was needed; this did not yet exist in most countries. 

Moreover country health programming was linked to a conglomeration of other processes (for 

example, medium- and long-term planning). Evaluation should also form part of the 

programming in order to provide feedback for reorientation purposes. 

In the African Region, in spite of the difficulties, encouraging results had been 

achieved. Efforts in this direction should continue but should not be exclusively directed 

to special centres for country health programming : the latter should be taught at all levels 

as a continuous process. Training in country health programming was being given at Dakar and 

Cotonou. The African Region was now self-sufficient as regards the training of public health 

administrators. Resources were limited but it had been possible to provide courses without 

building expensive new establishments. In addition, many training institutes offered 

courses in elementary country health programming. However training in itself was not enough； 

the knowledge obtained must be used to improve health services for the benefit of the under-

served population. It was important for nationals and WHO staff who had been trained in 

country health programming to have the opportunity of using their theoretical knowledge in 

concrete situations at grass roots level. It was not enough to organize workshops or 

conferences； "learning by doing" was essential. The Programme Committee had recognized this 

in its report (paragraph 6). Emphasis was placed on various training methods that would have 

practical results. 

The Programme Committee had also recognized the need for the development of national 

health information systems consistent with the needs of planning and management of country 

health programmes. Any support that the Board could offer regarding country health 

programming would be of great help to countries. The theoretical guidelines were of value； 

satisfactory results would be achieved when they were brought down to a practical level. 

Dr ALENCASTRE GUTIERREZ said that in his country work on developing health planning 

methodology had begun in 1961 in an attempt to relate a theoretical process to the practical 

situation. It had been difficult to take the step from theory to practice and, in the 

process, the theory had been modified. To date, about 200 people had been trained for higher-

level management
 3
 and a planning institute had been established at national level. Planning 

was obligatory for the public health sector and provided an orientation for the private sector. 

The basic concepts of planning and programming were taught in all universities and were not 

restricted to those studying for the health sector. It was encouraging that programming 

techniques were being applied to real circumstances. 

He drew the attention of the Board to the table showing the various stages which 

countries had reached in the country health programming cycle (document EB6l/l9, annex, 

section 2). It appeared that, in the Americas, a process similar to country health planning 

had been successfully conducted. What then prevented the application of country health 

programming in other regions? The answer was the lack of political commitment. No efforts 

to perfect techniques or train staff would achieve results without concomitant political 

support, and this was especially vital in the developing countries. Plans and projections 

were prepared on the basis of reality but a political decision was needed to ensure that the 

plan would be implemented. Planners should no longer feel that they were merely technicians； 

they l^ad a responsibility to advocate the importance of their plan and the suggested ways of 

implementing it. 

He supported the recommendations contained in the report of the Programme Committee and 

the proposal by Professor Jakovljevic that a draft resolution on the subject should be 

prepared for the Health Assembly. 

Dr ABDUL HADI supported the recommendations made by the Programme Committee. He noted 

that Member States had been slow to take up the country health programming process. That 

process was of such obvious benefit to Member States that it was inconceivable that they should 
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reject it. Perhaps the reason for the slow acceptance was a failure in communication. It 

seemed that a forceful approach should be made to those in high-level managerial positions in 

government, not only in the health sector but in all related sectors. WHO should promote the 

idea of country health programming as forming part of the overall socioeconomic development 

plans of countries, with the emphasis placed on informing planners of the process. A 

second approach could be made through those who would eventually benefit from country health 

programming, i.e., the "consumers'
1

 at community level. The need was for a simple practical 

approach rather than an elegant theory. Country health programming might not have been 

adopted with alacrity because the process was not fully understood by those who would be 

required to implement it at national level. 

Mr ANWAR said that his country had started to implement country health programming in 

1973 and that the experience had led to a modification of the original plan. Country health 

programming was a multisectoral process, the purpose of which was to identify felt needs and 

meet them on the basis of available resources； and it formed part of broad socioeconomic 

development. WHO participation in the national process would gradually lessen as nationals 

gained more experience. The concept of country health programming differed from national 

health planning in that it used simpler techniques. WHO could promote the concept through 

reports such as that under consideration but it was also important to offer training 

facilities. The concept of technical cooperation' among developing countries could also be 

useful; countries which had already started country health programming could cooperate with 

those about to begin it. Progress had been made, but much remained to be done and the 

guidelines for implementing country health programming were likely to be modified with 

practice. A reliable health information system was essential since any programming could only 

be as good as the information on which it depended. 

He supported the proposals outlined in the report of the Programme Committee. 

Dr АСША (Regional Director for the Americas), referring to Dr Alencastre
1

s remark about 
the early attempts to introduce a process similar to country health programming in the Americas, 
said that the process had been started in the early 1960s. The Pan American Health Planning 
Centre had been established in Chile and literally thousands of people had been trained in 
health planning. All the countries in the Americas now had national health plans and had 
essentially carried out country health programming. The Centre had ceased to operate some 
three years previously when the responsibility for providing training had been handed over to 
schools of public health with whom the Organization cooperated. The methodology taught at 
the Centre, and subsequently the quadrennial system of health planning introduced by РАНО, had 
been abandoned because they did not adequately reflect the needs and interests of countries in 
the Region. 

A new methodology had recently been evolved which appeared to meet the needs of 

governments in expressing their decisions on the inputs of programming activities. It was 

intended that in 1978 an evaluation component would be added to that methodology. Two 

decades of experience had led to the recognition of two important principles : (1) country 

health programming (or planning) should be a strictly national endeavour; and (2) countries 

themselves should select their own priorities, the cooperation of WHO or other agencies being 

provided only when requested by the government. It was incorrect to say that UNDP had 

introduced joint planning in 1973； that had already begun in the early 1960s in cooperation 

with WHO and other agencies. 

In the Americas, training was being given in health planning as part of socioeconomic 

development. In that Region, the health sector was unusually well placed in that it could 

initiate proposals for financing. Professor Jakovljevic had pointed out that, whether 

country health programming was implemented from the centre to the periphery or vice versa， 

its purpose was to recognize felt needs in the health sector. The regional committees, the 

Executive Board and the Health Assembly had placed the responsibility in the Secretariat for 

promoting country health programming among the governments of countries where it was not yet 

being implemented. This function of the Secretariat, i.e. to implement resolutions of the 

governing bodies, was the second important principle to which he had referred at the previous 

meeting. 
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Dr SHAMSUL HASAN said that, in his experience, country health programming was of such use 

to developing countries that they could not but accept it j the reasons for not innnediately 

implementing it were to be found elsewhere. Many developing countries followed 

a system of medium-term planning. If an effort were made to promote country health planning 

in, for example, the middle of a five-year plan, the country concerned would not change from 

its ongoing plan to the new concept unless a successful application of that concept was before 

them as an example. 

He fully supported the recommendations made by the Programme Committee, especially those 

in paragraphs 11.1.1 to 11
#
1.3 of the report. He agreed that the- training of planners was 

of vital importance: merely to produce guidelines would be ineffectual unless planners were 

shown how they could be followed in practice. Apart from workshops, WHO should consider 

inviting planners from countries where the process had not yet been implemented to observe 

country health programming already under way in other countries of the same Region. 

Dr ACOSTA supported Professor Jakovljevic
1

s proposal to recommend a draft resolution to 

the Health Assembly. He agreed with Dr de Caires that the guidelines on country health 

programming should be given a wide circulation. It was evident from the remarks of previous 

speakers that, once planning got under way,its momentum carried the process along. It was not 

that country health programming was not accepted by countries, rather that it was difficult to 

modify existing practices. A radical change could only be made by means of a decision at 

governmental level. He asked whether the process similar to country health programming that 

had been conducted in the Region of the Americas had any advantages over the process at 

present being advocated. 

Dr VIOLAKI-PARASKEVA said that the report of the Programme Committee had clarified the 

concept of country health programming, and WHO should continue its efforts to promote this new 

approach. It was essential to ensure that those in decision-making positions in all the 

relevant sectors (for example, the central planning ministry, the finance ministry, the 

coordination ministry) were educated in the concept of country health programming and were 

aware of its place in the socioeconomic development of the country. She fully supported the 

recommendations of the Programme Committee arid, especially, that the Secretariat should 

intensify its efforts at all the levels of the Organization to create a wider acceptance of 

the principles and methodology entailed. The proposal for the establishment of national core 

groups was also of great importance. 

/ 

Dr KLIVAROVA (alternate to Professor Prokopec) welcomed the report of the Programme 

Committee. From her own experience, she knew that country health programming could achieve 

concrete results. In her own country, WHO had cooperated in a tuberculosis control programme, 

and the methods used in that programme had subsequently been used in a programme for the 

control of poliomyelitis (of which no cases had been recorded for more than 15 years) and 

another programme, just being concluded, for the control of measles, pertussis, etc. There 

were now no WHO-assisted programmes in that country, but the four basic programmes - on 

cardiovascular diseases, cancer, the health of young people, and the care of the aged - had 

been based on an assessment of priorities and of the resources required. The programmes were 

approved by the Ministry of Health, and their implementation was supervised at high level. 

When there was a need for additional resources or for the cooperation of bodies other than 

those concerned with health, requests were submitted to the Government. 

She was convinced that it would be very useful for countries to start their country health 

programming with the technical cooperation of WHO; they would soon become self-reliant. 

Dr PINTO (alternate to Dr Aguilar-Paz)， commenting on the tendency of planning to remain 

theoretical, stressed the importance of political will to successful implementation. In his 

opinion, the person whose motivation was most influential was the minister of health; his 

motivation would not only carry the day with governments but would also be felt through his 

recruiting like-minded persons to implement his policy. The necessary impetus to produce 

national motivation should come from a national institution, which might be the ministry of 

health. There, if high officials had no motivation, the response at other levels would be 

positive or negative according to the opinion of lower-ranking officials or those in charge at 

the time. 
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There was also a need for an analysis in depth of the situation in each individual country 

so that the real problems could be brought to light. If the highest authorities of the 

country went to important international meetings, such as the Health Assembly, and in descri-

bing national achievements gave the distorted impression that all problems were under control, 

it would be difficult to produce national motivation. That again pointed to a minister of 

health, conscious of the realities of the situation, as the key person to bring about change -

or so it had proved in his own experience. 

Dr FARAH said that it was disappointing that so few countries had embarked on country 

health programming - but many already had overall socioeconomic development plans that included 

a health planning process corresponding to country health planning. Others were already at 

different stages in the implementation of their national health policies and were completing 

current plans before embarking on the new approach, or were continuing to a point at which the 

change could be made. When the responsible authorities had completed the planning and prog-

ramming process from the periphery to the centre, had mobilized the necessary resources and 

had embarked upon the implementation of the plans thus drawn up, their attitude was likely to 

be to ignore country health programming to the extent that it corresponded to their own plan-

ning , o r to ask for guidance on the points at which transitional measures - which would differ 

in each case - might be taken to facilitate passage from national health planning to country 

health planning as advocated by the Organization. It should be borne in mind that it was the 

role of WHO to provide that guidance. 

Dr BISHT (alternate to Mr Prasad) said that two decades of experience with health planning 

in his own country, where there had been no lack of sophisticated planning mechanisms and 

political motivation at the highest level, had shown that plans sometimes failed and that even 

when they achieved results, these could be less than satisfying. The reports before the 

Board made no mention of why plans failed or what should be done in such cases. Of course, 

as was rightly stated, targets should be set high, but planning should also have a certain 

built-in resilience so as to take into account unforeseen developments (e.g. oil price 

increases) that might prove catastrophic； to permit the elimination or modification of 

unproductive plans in the early stages, before they had been widely accepted as 

current philosophy, in particular by those whose political will was vital to the success 

of health planning; and to allow for the introduction into health planning of regional 

elements to suit the requirements of various parts of the country. That had been aone in his 

country by the introduction of the concept of "rolling" planning, by means of a two-yearly 

evaluation. Those points should be given further study and prominence. 

Expressing his approval of the way in which the Director-General's report outlined some of 

the fundamental principles of country health programming and his general agreement with 

previous speakers, he suggested that the development of health programme evaluation and of the 

WHO Information Systems Programme (which were the two following items of the agenda) should be 

incorporated in the country health programming report to make it more action-oriented. 

Dr MWAKALUKWA associated himself with previous speakers in emphasizing the importance of 

a national political will to introduce country health programming. The concepts and philo-

sophy of country health programming had been embodied in guidelines of commendable clarity, 

appended to the Director-General's report. Two points deserved special emphasis: the 

importance of national health manpower development for the success of country health program-

ming at the national level, and the development of the country health programming concept at 

all levels within the Organization, especially among WHO representatives. If the latter were 

thoroughly conversant with it, they could be of very valuable assistance to the countries in 

which they worked.
 ч 

Expressing his support for the recommendations of the Programme Committee as contained in 
section 11 of its report, he asked for some explanation of the nomenclature used, e.g."medium-
term programming", "country health programming", "national health planning"， and "comprehensive 
health planning". 

Dr KASONDE said that enthusiasm for the process was not the same as applying it. It 

would be interesting to know how many of the countries of those speakers who had strongly sup-

ported the Director-General丨s report had actually initiated the process. As negative results 
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were just as revealing as positive ones, consideration should be given to the possibility of 

including in any future review an analysis of the reasons for the non-adoption of the process 

as well as for its adoption. A slow increase in the number of countries adopting country 

health programming should not be interpreted as lack of support for its principles, and that 

fact should be taken into account in any further review. 

He expressed his agreement with the recommendations of the Programme Committee. 

Dr GALEGO PIMENTEL joined previous speakers in expressing her approval of the Director-

General
 f

 s report and her regret that few countries had so far instituted country health 

programming. However, many countries had health programming of their own through which they 

had achieved successes* She could not see any difference between national health programming 

and country health programming, except possibly in matters of methodology. The adoption of 

country health programming by a country would make it "national" health programming. It was 

no part of the Organization
1

 s role to seek to interfere in national planning processes (as 

might be inferred from section 1 of the guidelines appended to the Director-General
!

s report) 

or to impose its own methodology where a valid methodology was already applied. 

She agreed with previous speakers that the importance of country health programming lay 

in its implementation and, for that, health manpower development and political will were 

essential. But whereas some regarded country health programming as an instrument for gene-

rating political motivation, she regarded political motivation as essential to enable country 

health programming to facilitate decision-making* The Director-General
?

s report could be 

useful to countries that had no programming methodology of their own. If they had, and it 

was successful, there would probably be some resemblance between the two and certain aspects 

could be combined. But there need not be any change in direction. It was the objective 

that was important, not the means. Methodology alone had never solved any problems: that 

was done by attributing due priority to health, providing national coverage of health services, 

setting up a national health information system to collect data for the establishment of stan-

dards of care, and ensuring that the health plan was properly integrated in the rural 

development plan. 

Professor SPIES expressed his approval of the Director-General
!

s report and his agreement 

with Dr Dlamini
1

 s introductory remarks. 

He thought that the Regional Director for Africa might have misunderstood section 3 of 

the Programme Committee
1

 s report. The Programme Committee naturally wished to see country 

health programming adopted by countries - but its real interest was in assuring the progress 

in health planning by all countries and the whole Organization, The historical background 

in section 1 of the Director-General
1

 s report might have shown more clearly that discussions 

had been taking place within the Organization and in the Board since 1973 on the basis of 

experience gained in the development of national, health systems in many countries. The best 

way to help countries to achieve results seemed to be for WHO to make the results of its own 

experience available. It had done so by evolving the concept of country health programming. 

The Organization could further help to implement and develop country health programming 

by incorporating in that concept guidance on evaluation, on information systems programmes 

(as suggested by Dr Bisht), and on medium-term programming. Its own activities in those 

fields would in turn improve country health programming and help in the coordination of the 

process at national level. They would also facilitate Member States
1

 collaboration with WHO 

and between themselves. The Organization itself would also benefit in the development of its 

own medium-term programme (which was based on national health programming), in the setting of 

its priorities, and in the formulation of its policies. The Health Assembly and the Board 

should concentrate much more on studying how WHO could assist and how it could benefit from 

country health programming. Of course programming should be integrated not only within the 

health field and at country level but also with other fields of socioeconomic development and 

at the international level, in order to have the benefit of methodologies developed in other 

fields. In that connexion, he informed the Board that the International Applied Systems 

Analysis Institute was developing a methodology that would be useful at different levels and 

in different subjects for ascertaining the relevance of the various individual elements of 

programming to the achievement of results. That work was less sophisticated that it might 

at first appear and might be incorporated in the Organization
1

s guidance to its Member States 

for use at their discretion. 
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In his opinion sufficient emphasis had not been given to enlightened community involve-

ment in establishing country health programming priorities, nor had the importance of 

adjusting those priorities to available resources without too great reliance on external 

sources of financing (which could unbalance the programme) been given the prominence it 

deserved. 

Dr FRESTA emphasized that the small number of countries so far adopting country health 

programming was a matter for regret but not necessarily for disappointment, for the reasons 

given by Dr Galego. Many countries, including developing countries, already had country 

health programming - which was in any case implicit in the concept of socialist development. 

Where such programming was successful, there would be no reason to change. 

The country health programming outlined in the Director-General
!

s report would be of use 

mainly in the countries developing along capitalist lines. It was particularly valuable in 

that it was not too complicated for a developing country to apply and had the merit of embodying 

the principles of "democratic centralism" by starting programming at the geographical, economic 

and social peripheries and building it on that basis up to the national decision-making level； 

the channels for implementation would be the same in reverse。 Provision was also made for the 

collection of data, motivation of personnel and adjustment of the programme. There were, of 

course, other means to the same end, but if the Board and the Health Assembly considered that 

country health programming, as outlined in the report, was the best solution for countries that 

had no programming of their own or might wish to incorporate certain aspects in their own 

programming, then the Organization should embark on a well-organized campaign to convince 

countries, particularly developing countries, that it constituted a tool simple enough for use 

in preparing a programme profile, for submission to international organizations, at the policy-

making level in the country's planning machinery and at the decision-making, ministerial level. 

Dr SEBINA said that the Director-General
1

 s assessment of progress as "a significant 

achievement
 e
 • • during a relatively short period of time" (section 4 of his report) provided 

a useful perspective when read in conjunction with paragraph 3 of the Programme Committee
1

 s 

report. He agreed with the emphasis placed, in the same paragraph of the Director-General
f

s 

report, on the importance of the methodology being unsophisticated and easy to adapt, and on 

the fact that operational experience of all stages in the country health programmirig cycle was 

as yet insufficient, so that the methodology would need further testing and evaluation in the 

light of experience. However, for any methodology to be of use, the prime need was for 

political will - which many speakers had emphasized - and for community involvement, which had 

perhaps not received enough prominence. Without the education of the community all efforts 

would be doomed to failure^ 

The DIRECTOR-GENERAL said that a synthesis of the discussions in the Board, together with 

what had been said by the Programme Committee, would provide a fine interpretation of country 

health programming, and would clearly show that any confusion at the global level could only 

be resolved at the national level, since it was there that the system of planning, programming 

and implementation (with the feedback of implementation to programming, and programming to 

planning) had to be identified. He was happy that several members of the Board had endorsed 

methodology which had its origin in systems analysis - a process that opened up a completely 

new approach. That methodology provided a tool which could be used at the planning level, 

and in many countries it was at that level that specific techniques, such as those of health 

economics, were needed to guide the policy-makers ultimately responsible for the plan. But 

the plan had then to be translated into programmes with appropriate strategies and tactics, 

and its implementation required appropriate staff and funding. 

The situation differed from country to country according to their socioeconomic 

development and also their political doctrines and policies. Thus the different systems of 

planning, programming and implementation in the different countries might require different 

information systems. One of the most important advantages of country health programming was 

that it avoided the indiscriminate application of technology, e.g. a particular type of 

vaccination, to every country. Country health programming translated what might be termed 

"content technology" into ’
1

delivery technology", suiting available methods to the political 

doctrine and the general national situation so that the discrepancies that so often came 

between plans and their implementation could progressively be reduced. 
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In that way each region would learn from the experience within and between countries, 

continually updating the programmes to suit the stage reached。 As country health programming 

h a d been introduced in a number of countries, it had shown its pragmatic worth and its 

survival value. A group of nationals were able to plan, in their own national situation, in 

such a way as to provide a feedback from the programming to the planning stage, as well as to 

produce the right reactions at the implementation stage. They had been able to identify 

contradictions, and had avoided the danger of "meaning well without doing well" (as Malraux 

had said, "well meant" was often the opposite of "well done"): one might be well-meaning in 

wanting to cover a total population, but it was only when such coverage had been actually 

achieved that one could say that the decision had been the right one. The risk of failure of 

one-year, five-year or other fixed-term plans was precisely in their implementation. 

There might be countries where there was a clear-cut hierarchical distinction between 

national health plans, national health programming and implementation. But the country health 

programme could take in the planning and the programming, and could even go a long way in 

assuring the implementation。 The important thing was that the country health programming 

approach provided an entry-point starting from which doctrine, policy, strategies, tactics and 

resources required could be identified, to ensure that health planners committed themselves 

to achieving certain goals within a given time in the particular planning, programming and 

implementing situation of the country. 

He was sure that the feedback from the Board's debate to regional committees would ensure 

a continued dialogue on country health planning and its continuous development。 

The CHAIRMAN said that the debate had shown a remarkable degree of unanimity about the 

importance of country health programming and recognition that flexibility in the light of each 

country's needs should be an essential part of the concept. That concept and its practicality 

had to be made known to all countries, developed as well as developing； and many suggestions 

had been made as to how that might be done. There had also been agreement on the need to 

re late country health programming to overall plans for social and economic development, and 

the fact that the health sector could sometimes give the lead. The need for a strong 

political will had been stressed repeatedly. Reference had further been made to the need for 

proper training of all those involved in the process. 

"The best laid schemes of mice and men"，as the Scottish poet Robert Burns had written, 

often went awry; but there was evident progress in the right direction, and WHO should 

continue with its role as a catalyst, transforming the content of speeches and papers on 

country health programming into reality. 

The meeting rose at 13h30, 


