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INTRODUCTION 

The Thirtieth World Health Assembly in May 1977 decided (resolution WHA30.20) "that the 
programme budget of WHO shall cover a two-year period beginning with the biennium 1980-1981 
and that it shall be reviewed and approved by the Health Assembly on a two-year basis11 ； 
the Health Assembly made this decision after two-thirds of WHO'S Members had accepted the 
necessary amendments to the WHO Constitution. The Health Assembly also adopted (resolutions 
WHA30.21 and WHA30.22) the necessary amendments to the Financial Regulations and to its 
Rules of Procedure. In accordance with these decisions, the Director-General presented, 
and the Executive Board in turn reviewed, a programme budget for the biennium 1980-1981 as a 
single period. 

This report by the Executive Board to the Health Assembly on the proposed programme 
budget contains four chapters as follows: 

Chapter I - General programme policy, dealing with broad policy and strategy and based on 
the discussion of the introduction to the budget volume and on a brief statement 
by the Director-General introducing the agenda item. This chapter also 
describes the Board's consideration of certain matters emanating from its 
Programme Committee - for example, the monitoring of the implementation of 
resolution WHA29.48 and related resolutions. 

Chapter II - Programme review, providing a synthesis of the Board's review of each programme 
focusing in particular on important programme policy issues. This Chapter 
also describes the Board's consideration of the reports of the Regional 
Directors on the work of the Regional Committees； the Board considered these 
reports together with the proposed programme budget. 

Chapter III - Financial review, reflecting the Board's consideration of the budget summaries 
and tables included in the first part of the programme budget volume, as well 
as questions pertaining to casual income and scale of assessment. 

Chapter IV - Budget level and Appropriation Resolution for the biennium， reflecting the 
Director-General's statement on the proposed effective working budget, 
budgetary increases and decreases (including information taken from various 
working papers submitted to the Board) as well as the Board's discussion of 
these matters. This Chapter concludes with 
regarding the Appropriation Resolution to be 

the Board's recommendation 
adopted by the Health Assembly. 



CHAPTER I: GENERAL PROGRAMME POLICY 

1. The Executive Board, in considering the Proposed Programme Budget for the Financial 
Period 1980-1981， addressed itself initially to the broad policies reflected in the Introduction 
to Official Records No. 250. The overall conclusion that the Executive Board drew from its 
discussion of general programme policy was that the central theme of all WHO's programmes was 
enshrined in the Health Assembly's resolution WHA30.43,^ which stated that "the main social 
target of governments and WHO in the coming decades should be the attainment by all citizens 
of the world by the year 2000 of a level of health that will permit them to lead a socially 
and economically productive life11. 

2. Since then a very important event had taken place, namely the International Conference 
on Primary Health Care at Alma-Ata. The Declaration of Alma-Ata^ should have a profound 
effect on health development throughout the world, and therefore on the work of WHO and its 
Member States, making it clear that primary health care was the key to attaining an acceptable 
level of health for all. Primary health care should never be confused with inadequate health 
care to the economically and socially underprivileged and should be recognized as being just 
as important for developing as developed countries. The Declaration called for urgent and 
effective national and international action to develop and implement primary health care 
throughout the world, and in particular in developing countries, in a spirit of cooperation 
and in keeping with the New International Economic Order. It was important to ensure that 
health both contributed to and benefited from national and international social and economic 
development, because the two were inextricably interlinked. Only by all relevant social and 
economic sectors working together would countries make the health progress which so many people 
throughout the world were craving for and were ready to struggle for. 

3. To carry out all the health development activities that would be required to attain health 
for all in the next two decades would require massive funds. In this connexion, it was 
emphasized that every effort should be made to ensure that the significant amount of funds 
which were channelled into health activities in the developing countries, through bilateral 
arrangements, were wisely spent on health development programmes consistent with WHO'S 
objectives. 

4. The current reorientation of the work of WHO was no more than the preliminary to a major 
effort by WHO and Member States towards "health for all by the year 2000". The Organization 
and Member States were faced with important opportunities and challenges at a critical point 
in history. Developed countries were challenged just as much as developing countries to 
look inwards at their own needs and possibilities as well as outwards towards global and 
intercountry collaborative efforts among countries. The Organization's structure and pro-
gramme s were likewise affected. For example, future presentations of the WHO programme 
budget would have to reflect more clearly the Organization's conunitment to finding new ways 
of achieving the global social target. The time had come to put the principles of Health 
Assembly resolutions increasingly into practice, both in the Organization and within and among 
Member States. In addition, the Declaration of Alma-Ata and the recommendations of the 
International Conference on Primary Health Care had to be implemented to improve the health 
of all peoples. 

5. Attainment of ,rhealth for all by the year 2000" required a clear understanding of what 
was meant by "health for all11 and by "a socially and economically productive life". Clearly 
health was part of the very quality of human life which enabled each person, as an individual, 
as a member of the family and society, to respond to physical, intellectual, emotional and 
social challenges, and thereby to lead a healthy and productive life. It was important 
for WHO to arrive at appropriate methodologies and indicators to be used by Member States to 
measure progress towards target achievement. Emphasis had to be laid on the evaluation 

1 WHO Official Records, No. 240，part I, 1977, page 25. 
2 Alma-Ata 1978: Primary health care, Geneva, World Health Organization, 1978， p.2. 



of progress towards the attainment of health for all by the year 2000. WHO's technical 
guidance and support were required so that countries could formulate strategies and plans of 
action for attaining an acceptable level of health for all. The critical use of WHO'S 
resources was important to help support countries whose energies and resources had to be 
mobilized for the tasks ahead. These issues would have to be more critically considered in 
connexion with the Board's discussion of the item, "Formulating Strategies for Health for All 
by the Year 2000".l 

6. The Board also reviewed progress in implemention of the programme budget policy and 
strategy for 1978-1981, on the basis of a report by its Programme Committee, contained in 
Appendix 1. It noted that all six WHO regional committees had undertaken discussions on 
Technical Cooperation among Developing Countries (TCDC) and that in some regions panels of 
nationals had been set up with a view to formulating strategies for more effective technical 
cooperation. Ihese strategies would of necessity be different in the various regions as 
exemplified in the health charters for the Americas and the South-East Asia Region. The 
Board would have the opportunity at a -future date to study these various efforts as a means 
not only of monitoring their further development, but also of providing useful lessons for 
the development and implementation of strategies for health for all by the year 2000. 

7. The implications for WHO's programme of work of the United Nations Conference on Technical 
Cooperation among Developing Countries, held in Buenos Aires in 1978, are discussed in 
paragraph 33 below, in connexion with external coordination for health and socioeconomic 
development. 

8. The greater involvement of nationals in the work of WHO was an important feature of the 
reorientation of the Organization's activities to ensure the social relevance of its work. 
Nationals usually had a better first-hand experience of local conditions than international 
staff. The mechanisms being tried out in different WHO regions included: task forces made 
up of nationals to study documentation for WHO meetings, including sessions of the 
Executive Board and the World Health Assembly so as to widen the briefing of those who actually 
attended those meetings; national programme coordinators at country level; national 
programme managers; the strengthening of international health offices in ministries of 
health and of universities; regional advisory committees on medical research; national 
health advisory councils; national health coordinating committees; and regional panels of 
experts. While it was perhaps too early to evaluate the impact of these mechanisms, the 
Board concluded that WHO could learn useful lessons both from successes and from failures. 

9. The Board confirmed the finding of its Programme Committee that the overall programme 
budget reorientation and the shift of resources towards increased technical cooperation in 
1980-1981 were being carried out in accordance with the approved programme budget strategy 
for 1978-1981; and that the 60% technical cooperation target set in resolution WHA29.48 was 
being met in real terms. 

10. The Board expressed concern at the debate which had occurred in some countries and 
forums and had questioned the appropriateness of technical cooperation forming any part of 
the regular budgets of the United Nations and specialized agencies, including WHO. This had 
taken the form of calls for completely centralized pooling of the technical cooperation 
resources in the United Nations system, or for the withholding or the attaching of 
conditions to the use of Member States' contributions to the WHO regular budget. These 
debates were an indication that the concept of technical cooperation and WHO's unique role 
in the United Nations system were not universally understood. It was necessary to clarify 
and make widely known what WHO meant by technical cooperation, and the latter's relationship 
to the Organization's constitutional coordinating role in international health work. The 
Board also stressed that the withholding of, or attachment of conditions to, all or part of 
the assessed contributions to the Organization's budget would clearly violate the inter-
national legal obligations which every Member State contracted when it joined the 
Organization and formally accepted its Constitution. 

Provisional agenda of the Thirty-second World Health Assembly, item 2.6. 



CHAPTER II: PROGRAMME REVIEW 

1. The information contained in the following paragraphs is presented in the order in which 
the estimates appear in Official Records No. 250. Page references to the relevant estimates 
and their supporting texts are given in the main headings. Figures in parenthesis represent 
decreases• 

2. The new form of presentation of the Organization's programme budget document has evolved 
as a result of a number of decisions taken by the Board and the Health Assembly during recent 
years ； it also takes account of the expressed desire by governments for comparability of 
presentation of programme budget documents of the organizations in the United Nations system. 
Although budget estimates are presented by programme, in several instances (e.g. Research 
Promotion and Development, Primary Health Care) the scope of the activities carried out by the 
Organization is in reality much broader than the resources shown under the "prograirane" in the 
budget document. Several other aspects, such as the availability of extrabudgetary resources 
and the method of budgeting for regional and country programmes, contributed to the complexity 
of the programme budget presentation. Consequently the Director-General will review the form 
of presentation of the programme budget and submit his proposals to the Programme Committee of 
the Executive Board with a view to improving the presentation for 1982-1983 . He will also 
consider what additional guidance and assistance could be given to Board members to facilitate 
their review of the programme budget. The aid of WHO programme coordinators could also be 
enlisted in briefing Executive Board members prior to Board sessions. 

» 
3. In the review of the proposed programme budget for 1980-1981 (Official Records No. 250) 
the following points should be borne in mind : 

(a) All figures for sources of funds other than the regular budget are tentative and 
do not fully reflect the extrabudgetary resources which will eventually become available• 
In most cases the 1980-1981 figures should not be compared with those for 1978-1979, 
which in the proposed programme budget for 1978-1979 submitted to the Board in 
January 1977 were about 40% lower than those estimated for the same period in the present 
document• 

(b) The estimated expenditures in the regions under the same programmes are not always 
comparable since the regions have applied the Organization's programme classification 
structure in different ways. 

(c) The budgetary tables in support of specific programmes， 
and Development and Primary Health Care do not always include 
resources being devoted to all elements of such programmes, 
out in the commentary below. 

such as Research Promotion 
the total budgetary 
The main links are brought 

1. POLICY ORGANS 

1 Л World Health Assembly (Official Records No. 250，page 95) 

4, The estimated obligations cover two meetings of the Health Assembly, including the cost 
of holding technical discussions during the Health Assembly. 

1978-1979 1980-1981 Increase over 
~1978-1979~ 

US $ US $ US $ 

Estimated obligations 4 357 600 5 62 7 400 1 269 800 



5. The increase of $ 1 269 800 in 1980-1981 over 1978-1979 is the result of: 

- an increase for Arabic as a working language, for which provision 
had been made in the regular budget only as from 1979 

- savings in the printing programme due to the issue in non-serial 
form of volumes which are at present issued as Official Records . 

- an expected increase in the printing cost of publications . . . . 
- an adjustment in the rate of exchange for Swiss franc 

expenditure 

109 300 

(135 500) 
38 900 

257 100 

1 269 800 

6. The increase for this major programme for 1980-1981 as compared with 1978-1979 is 
29.14%, of which 0.60% is for real decreases and 29.74% for cost increases. 

1.2 Executive Board (Official Records No. 250， page 96) 

7• The estimated obligations cover the cost of two regular Executive Board meetings each 
year； in addition provision is made for an annual meeting of the Board's Programme Committee, 
as well as for meetings of working groups of the Board. Any additional meetings of the 
Board and its subcommittees would have to be met from savings from other parts of the budget. 

1978-1979 

$
 s

 
и
 

Estimated obligations 

8. The increase of $ 989 400 in 

2 723 400 

1980-1981 over 1978-1979 is in 

1980-1981 

US $ 

3 712 800 

respect of: 

additional provision 
Working Group on the 

for a meeting of the Executive Board's 
Seventh General Programme of Work . . • • 

an increase for use of Arabic as a working language, for which 
provision had been made in the regular budget only as from 1979 
an expected increase in the printing cost of publications . . . 
an adjustment in the rate of exchange for Swiss franc 
expenditure 

Increase over 
1978-1979 

US $ 

989 400 

35 500 

109 800 
11 600 

832 500 

989 400 

9. The increase for this major programme for 1980-1981 as compared with 1978-1979 is 36.33%, 
of which 5.34% is for real increases and 30.99% for cost increases. 

1.3 Regional Committees (Official Records No. 250， page 97) 

10. The estimates under this programme take into account the places of meetings in 1980-1981 
as decided by the various regional committees. 

1978-1979 1980-1981 

US $ us $ us $ 

Estimated obligations 714 600 788 400 73 800 

11. The net increase of $ 73 800 includes also provision in respect of the consultative group 
for programme development and budgetary questions at the Regional Office for Europe. 



12. The increase for this major programne for 1980-1981 as compared with 1978-1979 is 10.33%, 
of which 10.13% is for real increases and 0.20% for cost increases. 

2. GENERAL PROGRAMME DEVELOPMENT，MANAGEMENT AND COORDINATION 

2 Л Executive Management (Official Records No. 250，pages 98 and 99) 

13. This major programme covers the offices of the Director-General, the Assistant Directors-
General and the Regional Directors, and also includes the activities of secretariat programme 
committees. 

1978-1979 1980-1981 

US $ US $ 

Estimated obligations 5 089 800 6 446 600 

14. The increase of $ 1 356 800 in 1980-1981 is in respect of: 

the regions , 
headquarters 

Increase over 
1978-1979 

US $ 

1 356 800 

211 300 
145 500 

1 356 800 

15. The increase of $ 211 300 in the regions is in respect of statutory staff costs. 

16. At headquarters the increase of $ 1 145 500 in 1980-1981 is in respect of an adjustment 
to the exchange rate for the Swiss franc, $ 1 055 500 ； statutory staff costs, $ 6000 ； and 
consultants, $ 84 000. 

17. The increase for this major programme for 1980-1981 as compared with 1978-1979 is 26.66%, 
of which 1.80% is for real increases and 24.86% for cost increases. 

2.2 General Programme Development and Management (Official Records No. 250, pages 100-106) 

18. It was noted that programme 2.2.2， Country Health Programming, fell squarely within the 
pragmatic definition of technical cooperation activities in the spirit of resolution WHA29 e48. 

19. In discussing programme 2,2.3, Information Systems Programme, it was noted that there 
were several programmes within the Organization concerned with information； namely: the 
information systems programme； health statistics； health and biomedical information； and 
health information of the public. These programmes were distinct entities within the 
programme classification structure； they had established strong links, particularly through 
the Standing Committee on Information, of which the managers of these programmes were members. 
Although there was no question of these programmes being amalgamated, it should be borne in 
mind that they were part of a single system and, as such, should develop in harmony• 

20. A correct balance in the activities of the Information Systems Programme was important 
and, where centralization was more efficient, effective and economical, it should not be 
discouraged. Nevertheless, when appropriate, various functions of the information systems 
programme would progressively be transferred to the regions, which already placed great 
emphasis on this programme and devoted increasing resources to it. In the period covered 
by the budget most of the funds for this programme were concentrated at headquarters, with 
only small amounts being allocated to the regions. This was an appropriate degree of 
decentralization in the developmental stage. Electronic data-processing facilities 
(extensively used by technical programmes and by the administrative and financial services) 
were largely centralized at headquarters and particularly in the International Computing 
Centre, which was located at WHO headquarters and to which WHO paid a substantial 
contribution. It was, however, expected that a degree of transfer to the regions might 
take place in the future, particularly with the new trend towards minicomputers. 



21. There was a sharp increase in funds allotted to this programme in 1980-1981 as 
compared with 1978-1979, which at headquarters under the regular budget could be attributed 
primarily to the rate of exchange adjustments. The increases in the regional allocations 
were real and reflected the interest of the regions in establishing viable and dynamic 
information systems programmes. 

22. All six regions had active information systems programmes, with the emphasis mainly on 
intensified collaboration with countries in the development of national health information 
systems. The training of national personnel was considered of paramount importance, and 
most regions had made provision for seminars and workshops to attain this objective. 
Increased automation was anticipated in some regional offices, especially with the 
availability on the market of data-processing equipment at reasonable cost. 

23. Key elements in the WHO information system were the country and programme profiles. 
The Board urged that a unified approach to their preparation and use should be promoted as 
early as possible. A common philosophy was necessary to ensure that countries, regional 
offices and headquarters shared the same conceptual view of these profiles. 

24. Since this programme had global importance in support of the Organization's work, the 
Board considered that the Director-General should closely monitor its development in order to 
ensure that it continued to reflect the needs both of Member States and of the Secretariat. 

25. The estimated obligations for this major programme are as follows : 

1978-1979 1980-1981 
US $ US $ 

Estimated obligations 23 944 600 29 807 900 

The increase of $ 5 863 300 in 1980-1981 is in respect of: 

Increase over 
~1978-1979 

US $ 

5 863 300 

the regions 3 579 500 
global and interregional activities 116 500 
headquarters 2 167 300 

5 863 300 

26. In the regions, increases in respect of the WHO programme coordinators account for 
$ 2 228 700， whereas the development of health information systems results in an increase of 
$ 953 300. The balance of the increase, $ 397 500, covers general programme development 
activities. 

27. The increase of $ 116 500 for global and interregional activities is in respect of 
provision for development of national health programmes and research on the development of 
health indicators. 

28. The net increase of $ 2 167 300 at headquarters is for an adjustment in the exchange 
rate, $ 2 282 100; statutory staff costs, $ 26 200; a programme increase of $ 20 400 for the 
information systems development programme； and an increase for general programme development 
of $ 28 000; offset by reductions in consultants, $ 28 000; duty travel, $ 106 300; other 
services, $ 10 200; and the abolition of a post as from 1979，$ 44 900. 

29. The increase for this major programme for 1980-1981 as compared with 1978-1979 is 
24.49%，of which 5.467o is for real increases and 19.03% for cost increases. 

2•3 External coordination for health and socioeconomic development (Official Records 
No. 250, pp. 107-113) — 

30. A substantial proportion of funds under this major programme appeared to be allocated to 
ensuring collaboration within the United Nations system; consequently，• funds to ensure the 



coordination of activities between countries, and between WHO and countries, were less 
significant. Nevertheless, it was necessary to maintain a proper balance between these 
activities in order to reflect the importance of both types of coordination. In this 
connexion, substantial extrabudgetary resources were in fact being generated to support 
coordination activities with countries, particularly for emergency relief operations (see also 
paragraph 37). 

31. Under the programme 2.3.1, Collaboration with the United Nations system and other 
organizations， it was noted how the restructuring of the United Nations economic and social 
sectors in consequence of resolution 32/197 of the United Nations General Assembly would 
affect the Organization in the future. The Economic and Social Council would play a more 
important role at the highest organizational levels; it would organize its work better and in 
this connexion would be supported by the other organizations of the United Nations system, 
including, of course, WHO. At regional level, cooperation with the regional economic 
commissions would be intensified. 

32. The impact of this restructuring for WHO would perhaps be greatest at national level. 
Here, the intention was to strengthen the representation of the United Nations system at 
country level with the objective of a multidisciplinary dimension in sectoral development 
assistance programmes. This new approach would be of great advantage to WHO as it would 
facilitate the integration of health into the social and economic sectors, an issue v̂ iich over 
the years had posed many problems for the Organization. 

33. The concept of technical cooperation among developing countries and economic cooperation 
between developing countries had been reinforced through the United Nations Conference on 
Technical Cooperation among Developing Countries, held in Buenos Aires in 1978. The Plan of 
Action adopted by the Conference and the principal document which was the basis of this plan, 
had underlined the importance of health. Special emphasis had been placed on the role and 
responsibilities of the organizations in the United Nations system, including WHO, in 
technical cooperation among developing countries (TCDC). As WHO was already active in the 
area of TCDC, it would therefore in the future only need to intensify further its actions in 
the light of its priorities. 

34. Under the programme 2.3.2, Collaboration with Multilateral and Bilateral Programmes， the 
newly established catalogue of health programmes for financing from extrabudgetary sources 
was noted. This catalogue had received wide distribution with a view to stimulating the 
interest of prospective sources of support for health activities. All agencies, foundations 
and other donors contributing to WHO's Voluntary Fund for Health Promotion in recent years 
were on the mailing list and, in addition, copies could be made available on request. The 
programmes listed originated from countries, the regional offices, and from within 
headquarters； these were screened at the various levels as appropriate and selected on the 
basis of their relevance to priority programmes. The programme proposals, which were 
elaborated according to a standard form acceptable to the development agencies, were comple-
mentary to the programmes approved for funding under the regular budget by the regional 
committees and the Health Assembly. As donors sometimes negotiated implementation directly 
with the interested countries, a financial assessment as a means of measuring the usefulness 
of the catalogue could not easily be made. The clear impression, confirmed at regional 
level, was that the catalogue^- did in fact constitute a valuable tool to promote concrete 
support for different types of health activities. 

35. Requests for assistance from the World Food Programme were often made by other ministries 
than the ministries of health； in certain cases ministries of health did not, in fact, make 
sufficient use of the facilities offered by the Programme. 

36. Collaboration with the World Food Programme was maintained under this programme, and all 
the projects of that Programme - not only those that had a direct bearing on health - were 
examined by the headquarters unit of WHO with regard to their public health aspects. Close 
contact was also maintained with counterparts at regional and country level. 

Document CPD/78.4. 



37. Under the programme 2.3.3 , Emergency Relief Operations, the regular budget funds 
allocated to this programme were minimal, i.e. about US$ 300 000. During the first six months 
of 1978 these funds had been supplemented by extrabudgetary funds to the extent of approxi-
mately US$ 7 million, and it was confidently expected that these extrabudgetary resources 
would continue to increase. In addition to the regular budget funds mentioned in the table 
on page 114 of Official Records No. 250， there were three other sources of funds for emergency 
relief: an interregional project for assistance in epidemics, for which US$ 100 000 was 
proposed for 1980-1981;1 an Executive Board Special Fund set up under resolution WHA7.24 in 
the amount of US$ 100 000; and a Special Account for Disasters and Natural Catastrophes, 
created in 1975, in which a balance of over US$ 300 000 was unobligated at the present time. 

38. Further important sources of funding in emergencies were the Director-General's and 
Regional Directors' development programmes, and it was mainly from these programmes that the 
regional offices dealt with emergency relief. For this reason no allocations had been made 
for the regions under the Emergency Relief Operations programme except in the case of the 
Region of the Americas. The latter funds were for a disaster relief programme which included 
an office to give aid to disaster-prone comrtries of the Region and provision to train 
national personnel. This programme operated in close collaboration with the Emergency Relief 
Operations programme atf headquarters• 

39. The programme statement showed that arrangements had been made "for research in 
disaster epidemiology at the Catholic University of Louvain， Brussels, to train WHO fellows 
from disaster-prone countries in disaster science11. In this connexion, the Programme 
Committee thought there was no need for the new term "disaster science". It noted that the 
WHO fellows for training in Louvain were selected according to the normal WHO fellowship 
procedures. It might also be more appropriate to establish centres for dealing with disaster 
preparedness in disaster-prone areas. 

40. Disaster preparedness should be a major point of concern for the governments of 
disaster-prone areas - in developed and developing countries - as this could mitigate the 
catastrophic effects of disasters and facilitate rehabilitation. It was hoped to appoint 
key persons in disaster-prone countries, possibly in the ministry of health, who could 
generate knowledge of how to deal with emergencies; this would help to solve the problem in 
many developing countries where there was not sufficient knowledge of disaster relief 
mechanisms• 

41. The Emergency Relief Operations programme was also concerned with the health aspects of 
national liberation movements, of refugees and of newly independent States; support to these 
was mainly provided through extrabudgetary funds. The funds available to the Organization 
had always been allocated in a way which would be strictly acceptable to all Member States. 
This implied that the governing bodies had to decide on the level of support they wished to 
give to such activities, funded through extrabudgetary resources, while still preserving the 
basic orientation of the Organization's programme. There were many dangers inherent in 
allocating funds to health activities which were not of equal appeal to all Member States, 
and the matter should be seen in the perspective of the total membership of the Organization. 

42. The Emergency Relief Operations programme provided an excellent example of the fact that 
the Organization was operating within very tight budgetary constraints, particularly when its 
resources were compared with the amounts spent on health services in some individual Member 
States. A balance had to be struck therefore between high ambitions and the willingness to 
make available the resources to achieve them. 

1 see PPC 002, under programme 4.1.0, Official Records No. 250， page 172. 



43. The estimated obligations under this major programme are: 
Increase over 

1978-1979 1980-1981 1978-1979 
US $ US $ US $ 

Estimated obligations 4 728 800 5 213 900 485 100 

The increase is in respect of: 

the regions 
global and interregional activities 
headquarters 

(4 200) 
115 400 
373 900 

485 100 

44. In the regions there is a decrease in the provision for collaboration with the United 
Nations system and other organizations , in particular for the Liaison Office with ESCAP, in 
the South-East Asia Region - mostly offset by an increase for collaboration with multilateral 
and bilateral programmes. 

45. The increase of $ 115 400 for global and interregional activities is for an adjustment 
in the exchange rate, $ 53 400; for statutory staff costs, $ 1500; for temporary staff, 
$ 60 000; and for other services, $ 500. 

46. The net increase of $ 373 900 at headquarters is for an adjustment in the exchange rate, 
$ 661 700; statutory staff costs, $ 7900; and a provision of $ 77 000 for WHO programmes on 
women in health and.development; offset by the abolition of four posts as from 1979， 

$ 160 700; and of three posts as from 1980, $ 212 000. 

47. The increase for this major programme in 1980-1981 as compared with 1978-1979 is 10.26%, 
of which 8.23% is for real decreases and 18.49% for cost increases. 

2.4 Research Promotion and Development (Official Records No. 250, pages 115-116) 

48. The reorientation of WHO'S research activities, which were formerly carried out almost 
exclusively by headquarters, involves growing and already substantial participation on the 
part of the regions. A new plan for the management of WHO research was being implemented on 
a trial basis; the necessity was stressed of having management and coordination mechanisms, 
both vertical and horizontal, as clear-cut as possible in order to facilitate the identifica-
tion of trends in research and progress in implementation. It therefore requested that, at 
the appropriate time, it should be presented with the results of this experiment. 

49. In this programme, activities are concentrated on three areas, which are: the implemen-
tation of actual research projects; the strengthening of national research capabilities; and 
the identification of research priorities and their planning and coordination. A proper 
balance needed to be maintained between these activities, as well as in the apportionment of 
fund s. The strengthening of research capabilities in Member States was rightly attracting 
increasing attention and would need all possible support; it was important to obtain the 
participation of nationals as well as support from regional advisory committees on medical 
research. 

50. The need was stressed for relating research to the health services, including at the 
planning stage, for only in this way would it be possible to get increased support for research 
priorities. Health services research (see paragraphs 79 to 82) would be a fundamental area of 
concern for WHO in the future, and the Organization, which in the past had been criticized by 
Member States for not having a strong programme in health services research, had devoted some 

1 See documents ЕВБЗДЗ,annexed to this report, RPD/79. 1 and presentation of the Chairman 
of the Global Advisory Committee on Biomedical Research as reflected in the Summary Records. 



time to crystallizing its ideas in this field. Several WHO programmes already had a large 
component devoted to health services research, for example, the Special Programme on Human 
Reproduction, the Special Programme on Research and Training in Tropical Diseases, the Expanded 
Programme on Immunization, and the programme for control of diarrhoeal diseases. The regions 
and Member States themselves were trying to determine a clearer concept of health services 
research, so that the technical and financial research efforts of WHO could eventually be 
harnessed to develop with countries adequate programmes for health services research. This 
could be greatly facilitated and accelerated if countries, when they elaborated plans of 
action based on the Declaration of Alma-Ata on Primary Health Care included an element of 
health services research, for which a substantial increase in resources would need to be 
mobilized. 

51. As indicated in the report of the Programme Committee 011 the monitoring of the implemen-
tation of programme budget policy and strategy,1 research should be more practical, more 
fieId-oriented, and have early applicability. It was also advisable to have a more clearly 
defined terminology, and it was suggested that further efforts by the Organization in this 
direction were desirable. 

52. The scientific community ought seriously to consider ways and means of alleviating the 
suffering of animals and of limiting the scale of experimentation to a level that was 
scientifically and ethically acceptable. 

53. The presentation of information in the programme budget regarding the varied research 
activities of the Organization did not allow for a comprehensive overview, for the reasons 
stated in paragraph 2 above. While it was considered helpful to have the tables for global 
and interregional research activities summarized by major programme, programme arid source of 
funds (Official Records No. 250， pages 66-69) they might preferably have been included under 
programme 2.4. It was recognized that the regional and country projects for research 
activities would be developed only at a subsequent stage, and that it would' be necessary for 
the Director-General and the Regional Directors to ensure at that time that there was proper 
coordination to avoid overlapping and duplication. 

54. The estimated obligations under this major programme are as follows : 
1978-1979 1980-1981 Increase over 

1978-1979 
US $ US $ US $ 

Estimated obligations 6 059 600 7 013 900 954 300 

The increase of $ ,954 300 relates to: 
- t h e regions 766 500 
- global and interregional activities 12 400 
- headquarters 175 4qo 

954 300 

55. The collaboration in biomedical research and health services research being developed in 
the South-East Asia Region results in an increase of $ 922 700， offset by changes in activities 
for other regions under this heading. 

56. The increase of $ 12 400 for global and interregional activities is to cover the additio-
nal requirements for the Advisory Committee on Medical Research. 

57. The amount of $ 175 400 for headquarters is for an adjustment in the rate of exchange, 
$ 183 900; statutory staff costs, $ 3900; and for duty travel, $ 1600; offset by a reduction 
in the provision for consultants, $ 14 000. 

58. The increase for this major programme for 1980-1981 as compared with 1978-1979 is 15.75%， 
of which 3.43% is for real increases and 12.32% for cost increases. 

1 Document ЕВбз/7 “ 1 0 



2.5 Director-General's and Regional Directors1 Development Programmes (Official Records, 
No. 250, pp. 117-118)~—^ — - - — 

59. Under this programme funds were set aside to give the Director-General and the Regional 
Directors flexibility to meet unforeseeable programme needs or activities, in conformity with 
the pragmatic identification of technical cooperation contained in resolution WHA29.48.1 
Funds under this programme could be used for emergencies or to launch innovative activities, 
as in the case, for example, of the starting of the Special Programme for Research and Training 
in Tropical Diseases, and of activities in appropriate technology for health. Consequently, 
activities for any given biennium could not be pre-programmed. The Board retrospectively 
reviewed and endorsed the utilization of the funds under this programme (see Financial Report 
for 1978).2 

60. The Region of the Americas had no funds allocated to the Regional Director's Development 
Programme as such, since the Regional Committee had made a practice of allocating these funds 
to specific programmes. Nevertheless, the РАНО budget contained the flexibility to meet 
emergency situations through a specific emergency fund of US$ 100 000, together with the use of 
savings to meet unforeseen needs. 

61. Major programme 2.5 could also be used to cover the essential costs of consultants and 
duty travel in support of technical cooperation programmes whose budgets had been drastically 
reduced. In this connexion the effect of implementing resolution WHA29.48 had been a sharp 
decrease in manpower in most of the headquarters programmes, and the Development Programmes 
were used to enable the Organization to respond readily to the requests of Member States for 
technical support. 

62 The estimates for this major programme are as follows : 

1978-1979 

Estimated obligations 

US $ 

6 249 000 

1980-1981 

US $ 

7 543 600 

Increase over 
1978-1979 

US $ 

1 294 600 

The increase of $ 1 294 600 in 1980-1981 relates to the regions, 

1978-1979 

US $ 

as summarized 

1980-1981 

US $ 

below: 
Increase over 

1978-1979 
US $ 

Africa 1 192 000 
South-East Asia 200 000 
Europe 57 000 
Eastern Mediterranean 200 000 
Western Pacific 

1 649 000 

1 200 000 
200 000 
100 000 
800 000 
643 600 

2 943 600 

8 000 

43 000 
600 000 
643 600 

1 294 600 

63. The increase for this major programme in 1980-1981 as compared with 1978-1979 is 20.72%, 
for real increases. 

1 WHO Official Records, No. 233, 1976, p. 30. 
2 To be published in the А32/…document series. 



3.1 Health Services Development (Official Records No. 250， pp. 119-139) 

64. Under 3.1.0, Programme Planning and General Activities， the budgetary provision for the 
1980-1981 biennium differed from that for the previous biennium because of reductions in 
headquarters pursuant to resolution WHA29.48; reorientation of programmes and a new programme 
classification; and the fact that the sum budgeted for the International Conference on Primary 
Health Care in 1978 would riot recur in the 1980-1981 biennium. There had been a promising 
increase in extrabudgetary funds in the previous two years and this would be stimulated by the 
recommendations of the International Conference. The conclusion could not be drawn from the 
programme budget that there was a decline in activities relating to Health Services Development; 
in fact the reverse was true. 

65# The proposed collaborating centres woùld mostly be concerned with activities at the 
country level, whereas other regional and subregiorial centres would be concerned with such 
matters as training and management. 

66. Under 3.1.1, Health Services Planning and Management, a proper balance was needed between 
the planning and coordination of services on the one hand and facilities and mechanisms for 
providing services on the other. 

67. The relationship between country health programming and the programme of health services 
planning and management was clarified: while country health programming was concerned with 
broad programming in health and health-related sectors and with the elaboration of priorities, 
health services planning and management was concerned more with the execution of programmes 
after priorities had been decided. For organizational purposes, these two activities were 
budgeted for separately but were coordinated in operation. Country health programming was a 
methodology based on systems analysis that informed Member States of the political, economic 
and intersectoral problems of programming with a view to determining priorities. By far the 
greater proportion of funds was being spent at country level for the implementation of programme 
activities as opposed to planning. Allocation of such funds was a country decision, but the 
progress made in the provision of services must depend upon proper planning and management. 

68. Under 3.1.2， Primary Health Care, because the subject was bound up with such a wide range 
of programmes, the programme budget might in presentation give an appearance of being 
fragmented - but from the conceptual point of view there was no such fragmentation and the 
efforts of the Secretariat were coordinated to provide concrete action in this field. A paper 
on this subject would be provided for consideration by the Programme Committee of the Board. 
The success of primary health care must depend on full community participation. 

69. The need was emphasized for the governments of countries interested in the use of systems 
of traditional medicine to give adequate support to engaging traditional medical practitioners 
for primary health care teams as and when appropriate and to utilizing appropriate technology 
in traditional medical practices. Adequate measures should be taken for the effective 
regulation and control of these practices• It was recognized that the success of the 
traditional medicine programme would depend on the active involvement of all Member States 
concerned. Efforts should be intensified to promote such involvement in the further develop-
ment and implementation of the programme. Interested governments should be helped to develop 
more realistic and flexible approaches to traditional medicine through health care programmes 
adapted to different socioeconomic conditions. Further guidelines in this area should be 
developed, including guidelines on the use of valuable traditional health care practices, as 
and when appropriate. A resolution1 to this effect was adopted. 

70. Because of its direct relationships with cultural factors, traditional medicine should 
form part of primary health care in most developing countries. It should however be subject 
to scientific analysis and research wherever appropriate but it was for each country to 
determine the extent to which it could incorporate traditional medicine into its health 
services. 

1 Resolution EB63.R4. 



71. With regard to 3.1.3, Workers' Health, environmental factors played a role in the 
physical and mental health of workers, and a study was being planned to look more closely 
into these iterrelationships. Coordination in areas of mutual interest to WHO and ILO was 
effected at a high level, as exemplified by a recent meeting of the two Directors-General. 
Both organizations were concerned with the protection and promotion of workers' health, due 
care being taken to ensure that these activities were complementary and to avoid duplication 
of effort. Cost should never be used as an excuse for not taking protective measures in 
workplaces; indeed, the cost of such measures was frequently low. 

72. The increasing number of migrant workers in many parts of the world presented significant 
health problems, and the Organization would soon be providing guidelines on health education 
in relation to such workers that were also relevant to the mental health programme. A high 
proportion of the world's working population was engaged in agriculture and subject to natural 
as well as mechanical and chemical hazards; in March 1979 there would be a workshop on 
occupational health care in agriculture, following which a document would be prepared. 

73# Research into the health problems of workers in small industries was being carried out in 
27 countries, and projects had been started to develop occupational health centres dealing 
with these related problems. Particular attention should also be paid to workers1 health 
facilities in new premises and industries. This point was of interest to UNIDO, ILO and 
WHO, and a joint exercise was under way to develop guidelines for particular industries. 

74. Under 3.1.4, Care of the Aged， Disability Prevention and Rehabilitation (including 
prevention of road traffic accidents), it was noted that an International Year for Disabled 
Persons was planned for 1981 and that WHO had set up a steering committee whose report would 
be presented to the Board in 1980. Also, an international programme was being planned for a 
proposed World Assembly on the Elderly in 1982. In view of their relevance to the Region, 
the Regional Office for Europe had assumed responsibility for the two global programmes 
concerned with care of the aged and prevention of road traffic accidents. These programmes 
were being coordinated with headquarters, with the other regional offices, and with other 
United Nations agencies. 

75. In all countries, both developed and developing, the population of elderly people was 
increasing. Although this presented no great problem in developing countries, they would 
in due course be increasingly affected. It was felt that many developing countries were, 
for cultural reasons, in a better position than industrialized countries to care for their 
elderly populations because of the extended family system. In all countries ways should 
be found to promote the use of family and community methods, of caring for the elderly and 
disabled, including day centres, as opposed to State systems depending mainly on residential 
care. In the case of State systems, it was important to remember that the matter 
concerned not only the health services but also the social welfare services, which in many 
countries operated quite independently of the health services. Similarly, the prevention 
of road accidents, which had many interrelated causes, must be coordinated not only within 
the health services but also with such sectors as those concerned with alcoholism and the 
roadworthiness of vehicles. 

76. Priorities in 3.1.5, Appropriate Technology for Health, could be redefined by countries 
at a later stage in the programme budgeting cycle. The Director-General's and Regional 
Directors' Development Programmes were available to assist governments which had identified 
appropriate technology for health as a high priority. In addition, extrabudgetary resources 
would be sought for the support of viable programmes in that area. 

77. The concept of appropriate technology for health had met with resistance to change, both 
on the part of communities and from professional health workers. This matter was under study, 
and task forces were to be set up. Medical education was relevant here, particularly with regard 
to the need to discourage the use of unnecessarily sophisticated technology. 

78. On the basis of replies to a questionnaire, a directory1 had been compiled, listing 
relevant organizations, institutions, groups and individuals. In addition, a data bank on 

1 Appropriate Technology for Health Directory, December 1978 (WHO document АТн/78.2). 



appropriate technology for health had been set up in the African Region, in close cooperation 
with headquarters, for the collation and distribution of reference texts on available 
techniques to resolve health problems in developing countries, 

79. Health Services Research had to be directed during the formulation of countries' 
programmes, to ensuring the relevance of such research to service priorities and the early 
applicability of research findings. At the international level, the urgent need was for the 
transfer of information that would be of use to the developing countries. 

80. The correlation of the collective decisions of the advisory committees on medical 
research with the research activities taking place in countries was of the utmost importance. 
Health services research had to address itself to issues that cut across programme boundaries 
and here the ACMRs had a key role to play. 

81. The constant problem confronting all countries was to find the appropriate balance among 
types, quality, and costs of health care services. It was necessary continually to look for 
alternative approaches which could better resolve the existing contradiction between under-
utilization of health services on the one hand and underserved populations on the other. 

82. Another important constraint in this programme， particularly in developing countries, was 
the frequent lack of dialogue between policy-makers and research workers. Where ministries 
of health found it difficult to undertake the necessary coordination, WHO could play a very 
useful catalytic and intermediary role. 

3.1 Health Services Development 
Increase over 

1978-1979 1980-1981 1978-1979 

US $ US $ us $ 

Estimated obligations 48 274 200 51 516 700 3 242 500 

83 . The increase of $ 3 242 500 relates to: 

-the regions 4 481 100 
-global and interregional activities (1 476 300) 
-headquarters 237 700 

. 3 242 500 

84. In the regions , the emphasis given to primary health care results in an overall 
increase of $ 2 317 700. Other increases - mainly to cover statutory costs in 
programme planning and general activities, $ 1 571 600 ； workers' health, $ 369 500 ； 

care of the aged, $ 445 300 ； and appropriate technology for health, $ 812 300 - are 
offset by a decrease in the activities relating to planning and management, $ 1 035 100 ； 

and research, $ 200. 

85. The decrease of $ 1 476 300 for global and interregional activities is mainly due to 
the fact that the provision of $ 1 703 000 in 1978 for the International Conference on 
Primary Health Care will not recur in 1980-1981 ； it is offset by provision of $ 226 700 
for new activities or adjustments to existing activities . 

86. The net increase of $ 237 700 shown for headquarters is required to meet an 
adjustment in the rate of exchange, $ 1 220 600 ； statutory staff costs , $ 30 100 ； duty 
travel, $ 8000 ； and other costs, $ 6000. These increases, totalling $ 1 264 700，are 
offset by reductions of $ 1 027 000 as a result of the abolition of seven posts in 1979， 

$ 304 100 ； of 10 posts in 1980 and 1981，$ 575 900; and a reduction in the provision for 
consultants, $ 147 000. 

87 . The increase for this major programme for 1980-1981 as compared with 1978-1979 is 
6 .72%, of which 6.87% is for real decreases and 13.59% for cost increases . 



3.2 Family Health (Official Records No. 250, pp. 140-154) 

88 . The clear presentation of the Family health programme stressed its great significance 
and priority, both for countries and for the Organization, in order to achieve the goal of 
"Health for all by the year 2000м. This was particularly true in view of the fact that 
almost 40% of the world's population in the year 2000 was not yet born, and that this fact 
had importance for socioeconomic development. 

89. Family health covered all members of the family, young and old . Although the 
structure and functioning of families varied in different parts of the world, the approach 
to family health consistently emphasized the importance of family interaction for health. 

90. The multisectoral approach referred to in the programme statement included activities 
concerned with education, organization of day-care, health education in primary schools, 
legislation on maternity and parental leave and the status of women, including support to 
working mothers • This was fully in line with the primary health care approach and the 
recommendations of Alma-Ata. 

91. Under the programme 3.2.1, Maternal and Child Health, the importance of planning for 
maternal and child health as part of primary health care was stressed. As part of 
activities related to growth and development, collaborating centres had been established 
in three regions (Africa, the Americas and Europe) and three additional centres were 
planned for the 1980-1981 biennium. Growth and development were understood to include 
the psychosocial as well as the physical development of children and provided a valuable 
positive indicator of health. Low birth-weight was one of the most important indicators 
for planning and evaluating maternal and child health as part of primary health care, as 
well as being a possible indicator of social development• While in the past low 
birth-weight had been considered to be related to ethnic characteristics , evidence now 
showed its direct relationship to long-term environmental factors and socioeconomic status. 
Low birth-weight data reflected both the past and future health status of the mother as 
well as the child. Some of the presently known causal factors could be corrected during 
pregnancy, while others had to be corrected over the longer term through preventive action 
from childhood onwards, in order to break what might be described as a vicious cycle . 

92. A separate category of MCH workers was no longer promoted - maternity and child health 
being an important activity of all health workers . It had thus to be incorporated as a 
major part of basic and postbasic training programmes of all health workers, especially of 
the multipurpose workers at the primary level. The teacher-training programme in maternal 
and child health reflected this trend and promoted an innovative approach, with emphasis on 
the development of national capabilities. The curriculum for this training was formulated 
from the results of studies of health problems and sociocultural patterns at field level. 
Mexico, Papua New Guinea and Sudan were participating in the programme and three additional 
countries would join in 1980-1981. 

93 . With the number of schoolchildren increasing throughout the world , school health was 
now seen as having an important potential role in the development of primary health care . 
In contrast to the former concept of routine school health examinations, which had had little 
impact on health status， the new approach to school health included the education of 
children to take responsibility for their own health, the involvement of schoolchildren in 
community health efforts， and the preparation of teachers for their participation in the 
development of primary health care. 

94. Other activities which might be included in the maternal and child health programme 
were the detection of breast and cervical cancers • In view of the reduction in the number 
of children receiving full immunization in three separate vaccination sessions， the 
development of vaccine combinations that would fully immunize a child in one session should 
be a priority area of research. 

95. In discussing the Nutrition programme, Health Assembly resolution WHA30.51,1 and 
relevant sections of the report of the Board’s Programme Committee were noted. The importance 

1 Official Records, No. 240, 1977, p. 31. 



of nutrition, the close interrelationship between health and nutrition, and the important role 
of the health sector in the field of nutrition were mentioned. 

96. The new orientation of the WHO nutrition programme was endorsed, and particularly the 
concentration of effort on the crucial period of pregnancy and the first years of life. 
Particular attention was directed to the problems of the increased use of artificial feeding 
during infancy in developing countries. In this regard, the Organization could play a key 
role in the promotion of breast-feeding particularly in the first six months. Another equally 
important problem that needed to be tackled was the harmful effects of prolonged breast-feeding 
and inadequate nutrition after weaning. Studies showed that it might be possible, even with 
limited food available to the family, to reduce the severity of malnutrition in young children 
by increasing their share of the family food. 

97. In discussing the complexity of the causes of malnutrition, it was recognized that a 
major factor was that large segments of the world's population simply could not obtain the 
foods they needed. In most countries there was enough food to cover the needs of the total 
population if it was fairly distributed, efficiently used arid adequately stored - a 
responsibility of FAO. Lack of knowledge about good nutrition and eating habits largely 
contributed to malnutrition, and education on this should be part of primary health care. 

98. Another important component of the programme would be the strengthening of the research 
capability in nutritional programmes with priority in the developing countries. This 
strategy would be supported by a global coordinated research and development programme in 
nutrition which had been approved by the Advisory Committee on Medical Research. 

99. Interagency cooperation was proceeding in accordance with the Economic and Social 
Council resolution 2107 (LXIII) adopted in August 1977，and an AC С Sub-Commit tee on Nutrition 
was working towards the harmonization of policies and programmes of various agencies in 
support of national efforts in this field. Multisectoral approaches were needed to 
nutrition programmes, to link agricultural, monetary and other policies with the nutritional 
needs of the population, 

100. Ministries of health could play an important leadership role in promoting nutrition, 
including providing the necessary information on health problems which were related to 
nutrition and giving the impetus to establishing cross-sectoral national nutrition boards. 
WHO should prepare guidelines for ministries of health on how to carry out this work. 

101. With regard to the Special Programme of Research, Development and Research Training in 
Human Reproduction the Thirty-first World Health Assembly, in resolution WHA31.37, had 
recommended that the research aspects of family planning as part of primary health care should 
be intensified, and that cooperation between the Organization and the pharmaceutical industry 
should be intensified. 

102. The balance of participation between developing and developed countries had contributed 
greatly to the development of national research capabilities in this field, and had also 
ensured that research was carried out in the appropriate social and cultural setting. For 
example, the study of the safety of contraceptives was being carried out under conditions 
relevant to developing countries, e.g. prevalence of malnutrition and parasitic infections. 

103. Results from the research programme on new intrauterine devices and drugs for the 
termination of pregnancy were expected to be available within the next three to five years. 
For the other new contraceptive methods currently being studied, results could be expected 
only within the next five to ten years. The development of contraceptives was a long-term 
endeavour, since testing requirements were even more stringent than for other drugs because 
contraceptives were used by healthy women and men. 

Ю4. In collaboration with the Division of Mental Health, the programme was conducting 
studies on the psychological sequelae of sterilization in women. Another important area of 
study related to problems of infertility. 

105. With regard to the use of traditional methods for fertility regulation, many plants with 
alleged fertility-regulating properties had been identified. Following a critical and 



systematic review of all available data, studies had been initiated on a number of more 
promising plants in several countries. One of the dangers in using plants for fertility 
regulation, as well as for therapeutic purposes, was that although some plants might be 
effective, some might also be toxic or carcinogenic. 

106. Births resulting from in vitro fertilization represented a great technical achievement 
although the subject had only a limited public health application. In 1972, the global 
Advisory Committee on Medical Research had recommended that the Organization should not support 
such research. There was also the question of embryo transfer, which was not in any way a 
priority in public health but nevertheless had implications to be studied. 

107• Health Education was a component of all programmes, although it was not always 
specifically described in all programme statements. A great deal had been achieved, with WHO 
playing essentially a catalytic role. When health education activities were geared to 
achieving specific objectives, e.g. , immunization, they tended to be more successful. Health 
education was a part of the tasks of all health workers, at all levels, and not only the concern 
of health education specialists. For this reason, WHO promoted the concept of the essential 
role of the health education specialists in guiding health staff and workers in other sectors. 
The need for strengthening the training of health personnel in health education was stressed. 

108. Successful health education involved not only the transfer of knowledge or information, 
but also changes in behaviour. It was particularly important to counteract the adverse 
factors influencing people's behaviour within society, which could not be changed or controlled 
by the health system alone ； health education regarding smoking was a good example. Efforts 
were required in all sectors of society, and the formation of national muItisectoral committees -
comprising representatives from ministries of education, communications and others - could be an 
effective mechanism. Collaboration with religious groups as well as nongovernmental 
organizations was also considered valuable. WHO should prepare guidelines for the activities 
of national health education bureaux, particularly in their role as promoters of health 
consciousness in other sectors. 

109. Advantage should be taken of patient receptiveness to health education at the times 
When they were ill - both in acute episodes of illness and during rehabilitation 
after chronic illnesses. Advantage should also be taken of the family to encourage self-
reliance. Schoolteachers could also play an important role in health education； WHO'S 
collaboration with UNESCO in this programme area was noted. 

HO. The estimated obligations for major programme 3.2 are as follows: 

… m Increase over 1978-1979 1980-1981 1 9 7 8_ 1 9 7 9 

US $ US $ us $ 

Estimated obligations 9 897 300 12 990 000 3 092 700 

The increase under this major programme is in respect of: 

-the regions 
-global and interregional activities 
-headquarters 

3 092 700 

2 960 100 
(97 600) 
230 200 

111. In the regions, the largest amounts for increased activities are found in South-East 
Asia and the Eastern Mediterranean and are for maternal and child health; in Africa for 
nutrition; and in South-East Asia and the Western Pacific for health education. 

112. Under global and interregional activities, the net decrease of $ 97 600 results from 
the'deletion of one post as from 1979, $ 27 000; and of another post as from 1980， $ 126 100; 
the non-recurrence of a study group on the strengthening of resources in developing countries 
for research in human reproduction, $ 27 000, and of a scientific group on recent advances in 



research 011 methods of fertility regulation, $ 23 600. These reductions, totalling 
$ 203 700， are offset by increases of $ 106 100 resulting from the provision for a scientific 
group on research on the menopause, $ 27 000; and from changes in the project provisions 
under this major programme, $ 79 100. 

113. The increase of $ 230 200 shown above for headquarters in 1980-1981 is required for an 
adjustment in the rate of exchange, $ 406 300; and for statutory staff costs, $ 11 800. 
These are offset by reductions resulting from the abolition of four posts in 1980 and 1981, 
$ 176 900; in the provision for short-term consultants, $ 7000; and in duty travel, $ 4000. 

114. The increase for this major programme for 1980-1981 as compared with 1978-1979 is 
31.25%， of which 15.86% is for real increases and 15.39% for cost increases. 

3.3 Mental Health 

115. The Mental Health programme properly reflected a broadening of interest, emphasizing 
the integration of mental health into general health services - from a hospital-based to a 
community-based approach, and with the active participation of the patient and the family 
in treatment. 

116. There was some disagreement with the suggestion that mental disorders would become 
increasingly prevalent over the next few decades； and it was noted that the projections were 
based on increases of mental disorders because of greater life expectancy； a higher survival 
rate of children with incapacitating conditions； increased disorders from stress； and brain 
trauma due to road traffic accidents. Many of these disorders were potentially preventable. 

117. There were also objections to the assertion that social action and rapid socioeconomic 
change must necessarily result in increased psychosocial problems. It was agreed that a 
balance needed to be struck when discussing the effects of social change on mental health with 
appropriate emphasis on the potential beneficial effects of such change. WHO was engaged 
in developing programmes concerned with the quality of life, including the development of 
indicators that reflected positive aspects of development. 

118. There was interest in the problem of suicide, and WHO was collaborating with 
nongovernmental organizations on this subject. The major focal point was in the Regional 
Office for Europe； and there had been publications, meetings and research activities, 
particularly on the recent reduction of suicide rates noted in a country of the Region. WHO 
had also collaborated in United Nations activities directed towards the prevention of crime, 
particularly with the United Nations Social Defence Research Institute in a survey of country 
programmes in the area of juvenile delinquency. 

119. In addition, WHO was involved in work on the neurosciences and biological studies 
involving 15 national centres； on the psychosocial effects of urbanization and rural/urban 
migration； on the use of traditional practitioners in Africa and Asia; and on yoga, with a 
collaborating centre in India. There was interest in research being carried out in three 
countries on the community response to alcohol-related problems. 

120. A new focus of WHO'S work was on self-help groups and a survey of national experience 
in this field had already started. Clinical psychologists and other behavioural scientists 
were involved in the activities of this programme. The Organization had been active in 
encouraging faculties of medicine and health sciences to reorient their curricula to take full 
cognizance of WHO's new approach to mental health, and had developed courses on mental health 
in schools of public health. 



121. The estimated obligations for this major programme are as follows : 
1978-1979 

$
 

s
 

и
 

1980-1981 

$
 

s
 

и
 

Increase over 
1978-1979 
US $ 

Estimated obligations 

The increase is in respect of: 

077 000 831 300 754 300 

the regions 
global and interregional activities 
headquarters 

708 
(22 
68 

300 
600) 
600 

754 300 

122. In the regions, in particular in the Eastern Mediterranean and Western Pacific Regions, 
the promotion of programmes against alcoholism and drug abuse, as well as other project 
changes， results in a net increase of $ 708 300e 

123. Under global and interregional activities there is a decrease of $ 22 600 in 1980-1981 
as a result of various changes in the projects related to the programme. 

124. The net increase of $ 68 600 at headquarters is for the adjustment in the rate of 
exchange, $ 350 200; statutory staff costs, $ 5700; and temporary advisers, $ 2000. The 
increases, totalling $ 357 900, are offset by a reduction of $ 289 300 resulting from the 
abolition of one post as from 1979, $ 63 100; the abolition of four posts in 1980 and 1981, 
$ 215 800; and decreases in other costs, $ 10 400. 

125. The increase for this major programme for 1980-1981 as compared with 1978-1979 is 
18.507o，of which 4.42% is for real increases and 14.08% for cost increases. 

3 Л Prophylactic，Diagnostic and Therapeutic Substances (Official Records No. 250, 
pp. 162-169 and EB63/7 paragraphs 21-24) “ 

126. This major programme was among the priority concerns of Member States. Activities 
relating to the field of essential drugs were relevant to the needs of the developing world 
and were discussed under the relevant item of the Board's agenda. Implementation of the 
action programme on essential drugs would require additional financial resources. 

127. The focus of the programme was in keeping with the Organization's efforts to strengthen 
national capabilities. It was also an area of endeavour which provided excellent opportuni-
ties for technical cooperation among developing countries (TCDC), as an appropriate approach 
for formulating and implementing national, subregional and regional drug policies. 

128. Increasing dialogue was taking place with the pharmaceutical industry but the high cost 
of pharmaceutical preparations still constituted a major constraint to health care delivery in 
developing countries. Research on new drugs at present catered mainly for the needs of the 
developed countries where profits were higher; whereas the need of the developing countries 
was for a research effort directed towards drugs for the treatment of diseases such as parasitic diseases 

129. Many of the developing countries with small populations provided too small a market 
individually to be profitable for the drug manufacturers, and a collaborative approach through 
bulk purchases of drugs could help. Another strategy in the promotion of subregional and 
regional self-sufficiency was the fostering of the local production of drugs in the developing 
world. WHO could give better support to Member States in this area since it now had adequate 
experience in the planning and implementation of local production facilities in developing 
countries. 

130. Another concern of developing countries was to ensure that the drugs imported were of a 
high standard of quality, safety, and efficacy, particularly in tropical countries where 
pharmaceuticals could deteriorate rapidly during storage and transportation. The unique role 
WHO could play in developing international policies for quality control was recognized; the 
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Organization had already introduced a certification scheme, - in which 31 Member States, including 
some of the principal exporters of pharmaceuticals, had agreed to participate, on the quality 
of pharmaceutical products moving in international commerce. Drug control authorities of the 
participating countries would produce, on request, certificates on exported drugs. However, 
the onus was on the importing country to demand credentials on quality control. WHO hoped to 
make available by 1980 basic tests for checking the identity of pharmaceuticals and determining 
whether degradation had taken place at field levels. The bulletin entitled Drug Information, 
published by the Organization primarily for countries without highly developed drug regulatory 
authorities, was appreciated. 

131. As^part of the effort to promote regional self-reliance and in the light of resolution 
WHA31.33, a new focus of activities in this programme was the study of medicinal plants, in 
order to make the best use of local resources for health care. WHO had convened a meeting of 
specialists, who had identified about 300 commonly used medicinal plants divided, for thera-
peutic purposes, into three categories： (a) medicinal plants widely used in many countries, 
the efficacy of which had been proven and quality specifications for which had been described; 
(b) plants considered as medicinal which had been widely used in traditional medicine and 
which called for further research and development; and (c) plants from which valuable extracts 
could be made for use in the preparation of drugs of proven efficacy. A report would shortly 
be available. Increased research into the effective use of medicinal plants should be further 
encouraged and appropriate technology should be developed for their manufacture. 

132. The Organization intended to complement the lists of essential drugs by lists of essen-
tial items of medical and surgical supplies. WHO support to Member States in the purchase of 
medical and surgical supplies was provided under programme 8.1.3, Supply Services. 

133. The estimated obligations for this major programme were as follows: 

1978-1979 1980-1981 
US $ US $ 

Estimated obligations 7 097 700 8 656 100 

The increase of $ 1 558 400 in 1980-1981 relates to： 

-the regions 
-global and interregional activities 
-headquarters 

Increase over 
1978-1979 

US $ 

1 558 400 

107 400 
67 500 
383 500 

1 558 400 

134. In the regions, an increase of $ 143 400 is to cover statutory staff costs in programme 
planning and general activities, while the establishment of activities regarding policies for 
the production and control of drugs in several countries of the Western Pacific Region amounts 
to $ 903 200. Programme changes in other regions amount to $ 60 800• 

135. The net increase in the global and interregional activities of $ 67 500 is due to the 
provision for a second expert committee on biological standardization in the biennium 
1980-1981, $ 25 300； and for a new activity on international drug monitoring, $ 100 000; 
offset by various project changes resulting in a net decrease of $ 57 800. 

136. The net increase of $ 383 500 at headquarters is due to an adjustment in the rate of 
exchange, $ 771 600; and statutory staff costs, $ 11 000; offset by reductions resulting 
from the abolition of two posts as from 1979, $ 90 100， and of seven posts in 1980-1981, 
$ 309 000. 

1 Official Records, No. 247, 1978， p. 22. 



137. The increase for this major programme for 1980-1981 as compared with 1978-1979 is 
21.96%, of which 3.73% is for real increases and 18.23% for cost increases. 

4. DISEASE PREVENTION AND CONTROL 

4.1 Communicable Disease Prevention and Control 

138. The importance of Epidemiological Surveillance and containment measures was stressed, 
as exemplified in recent epidemics due to specific pathogens such as Lassa fever. Training 
in the use of epidemiological methods was to be encouraged； WHO would reinforce its training 
programmes in epidemiology, particularly at regional levels. National training institutions 
should become more effectively involved in the local problems of communicable diseases and in 
the relevant health care delivery systems. 

139. Cholera had been on the increase in Asia, Africa and Europe since 1961， the start of 
the sixth pandemic which resulted in major outbreaks and cholera became endemic in those areas 
where the incidence of acute diarrhoeal diseases was high and water supply and sanitation 
facilities inadequate. Concentration should be on basic sanitary measures rather than on 
mass immunization programmes. It was suggested that consideration should be given to the use 
of an alternative name for cholera, since this term tended to evoke panic reactions. When 
outbreaks of diseases occurred, it was incumbent upon Member States to inform the Organization 
of this event as soon as possible in conformity with the international health legislation. 

140. As a follow-up to resolution WHA31.45, on strategy for malaria control，1 a number of 
steps had been implemented by the Organization. Compared with the previous biennium, a 
higher priority had been given to the programme of Malaria and Other Parasitic Diseases in 
the proposed programme budget for 1980-1981 and it was expected that, through the mobilization 
of extrabudgetary resources, further financial support would be forthcoming for an action 
programme in malaria. 

141. Four basic conditions for a successful malaria programme had been identified in the 
strategy： national commitment to such a programme； government support for a malaria control 
programme on a long-term basis ； malaria control as an integral part of the health programme 
for a country； community participation at all levels. In the final analysis, the 
determination and political will of Member States to overcome this scourge, combined with 
appropriate technology, would be the overriding factor in success. 

142. Through a redistribution of existing personnel and a mobilization of additional 
expertise within the Organization, a malaria action programme had been established at 
headquarters. Further, an advisory committee on malaria was to be established to advise the 
Director-General on general strategy, approaches and tactical measures with regard to technical 
and organizational aspects. The activities of this programme were also linked to those of 
the Special Programme for Research and Training in Tropical Diseases (where about 25% of 
available funds were being used for applied research on malaria) and to the Vector Biology 
and Control programme in the field of pesticides and insecticide resistance among important 
vectors of malaria. 

143. Drug resistance had been increasing over the last 20 years and, while the reasons for 
this were not yet fully understood, it was known that the continued administration of 
antimalaria drugs contributed to the spread of resistant plasmodia. This was a relatively 
slow process and the only way of dealing with the problem was the early detection of resistance 
so as to allow for prompt administration of alternative antimalaria drugs. As part of the 
activities in malaria training, therefore, courses had been designed to enable health services 
to monitor the susceptibility of P. falciparum to those drugs. The development of serological 
techniques for malaria had reached a stage where they could be utilized for the purpose of 
epidemiological evaluation. The enzyme-linked immunosorbent assay (ELISA) could be carried 
out in the field. Despite intensive research for the production of a malaria vaccine, no new 
developments could yet be reported. 

Official Records, No. 247， 1978, p. 32-



144. In order to prevent the resurgence of malaria in areas already free of the disease, 
surveillance had to be carefully ensured. Where malaria had been controlled, the required 
drugs were frequently not available for the treatment of isolated cases. 

145. The new generation of doctors required additional guidance in the treatment of severe 
cases of malaria. In this connexion, the Organization would, in 1979, publish a vade-mecum 
on the treatment of malaria, particularly on the clinical management of severe malaria. A 
second edition of the monograph'Chemotherapy of Malaria would include details on available 
drugs, their dosages and regimens for each age group. Such information should prove helpful 
to the medical profession in developing countries. 

146. In the review of Bacterial, Viral and Mycotic Diseases, the importance of the new 
programme on diarrhoeal disease control was highlighted. The primary cause of mortality 
from cholera and all other acute diarrhoeal diseases, whatever the causative agent, was 
severe dehydration. With the rapid administration of appropriate rehydration, mortality 
rates from cholera and other diarrhoeal diseases could be markedly reduced. The advantages 
of oral rehydration were that it could be delivered through health auxiliaries and by the 
family (after a short period of training), thus reducing the number of cases that would other-
wise have become worse and required hospitalization. The programme would also collaborate 
with other programmes for the improvement of water supply, sanitation, food and personal 
hygiene, and nutritional and health education as a means of further controlling this group 
of diseases. 

147. With regard to the Tuberculosis programme, it was confirmed that BCG vaccination 
remained the most powerful preventive weapon against the disease. However, it had proved 
to be effective only in individuals who were as yet uninfected, usually infants and children. 
It was therefore necessary to implement a case-finding programme integrated into the general 
health services to detect infected people with a view to carrying out an effective treatment 
programme. As with all communicable diseases, the environment played an important role in 
the susceptibility of individuals to tuberculosis, but nevertheless the currently available 
chemotherapy did not lose its therapeutic efficacy in undernourished people, provided it was 
administered regularly for an adequate period of time. As regards diagnosis, direct sputum 
microscopy was the cheapest and easiest method and there was no need to resort to more 
sophisticated technology in a tuberculosis control campaign. There was no provision in the 
1980-1981 programme budget for an expert committee on research into tuberculosis therapy but 
nonetheless, through the medium of consultations, intensive efforts would be made to provide 
guidance to Member States on the latest progress made in this field. 

148. The tentative target for acute respiratory infections was a substantial reduction of 
mortality from these infections to 50% of the current estimates by 1990. A note of caution 
was voiced since regional and global targets tended to be less relevant than national ones. 

149. The importance of the Veterinary Public Health programme was stressed and it was felt 
that a close relationship between the health and veterinary services should be fostered, 
particularly by establishing links between education and training in veterinary and medical 
schools. It was encouraging that this programme was giving importance to the setting up of 
a network of regional zoonoses centres, since in many countries there was an increase in 
infections due to zoonoses, e.g., bovine tuberculosis. 

150. Guidelines for the treatment of Sexually Transmitted Diseases would be welcomed by 
Member States， particularly in view of their current resurgence. It was confirmed that the 
Organization regularly updated treatment schedules in the light of experience gained, and 
that these guidelines were readily available to Member States. 

151. The eradication of yaws was not directly responsible for the increase in syphilis. 
Although caution should be exercised in the treatment of yaws, it was nevertheless felt that 
since yaws lesions in children rapidly led to complications, mass campaigns should continue, 
strengthened by teams for control of endemic treporiematoses and sexually transmitted diseases. 

152. On Leprosy, current opinion was that a change of name to "Hansen* s disease11 would have 
little effect on the psychological attitude of people towards the disease, although this 
matter could, if necessary, become the object of scientific study. In the treatment of this 



disease, increasing resistance to dapsone had been remarked and rifampicin, which was much 
more costly, had had to be used. The Organization had recommended that, in view of its use 
in the treatment of leprosy and tuberculosis, rifampicin should be included in the list of 
essential drugs. 

153. Concern was expressed about the gravity and increasing incidence of viral hepatitis 
in many countries, and it was asked whether there had been any progress in this field, 
particularly in the development of a vaccine. Three collaborating centres had been 
established, and scientific groups and an expert committee had recently been convened to 
encourage research and to translate its results into action programmes at the country level. 
At least four different types of vaccine against viral hepatitis В were under development. 

154. Dengue haemorrhagic fever was a priority concern for four regions (the Americas, 
South-East Asia, the Eastern Mediterranean and the Western Pacific), which were collaborating 
through joint meetings, the exchange of consultants, and the production of guidelines. The 
funds under the regular budget for headquarters were for coordination and collaboration. 

155. Virus influenza was a concern of the viral diseases programme, although close links 
were maintained with the programme of acute respiratory infections. The global influenza 
surveillance programme had proved successful and advice could always be given at very short 
notice on vaccines for prevailing strains. 

156. The success of the Smallpox Eradication programme, was reflected in the fact that more 
than a year had passed without the notification of cases of endemic smallpox, and that the main 
emphasis of the programme now lay in certifying that smallpox had been eradicated. Special 
certification procedures had been completed in 64 of the remaining 79 countries and global 
certification was planned ,for the end of 1979 . It was stressed that surveillance following 
eradication was of crucial importance in all countries and that there should be no slackening 
of effort in this respect. Care should be taken that the pool of expertise did not diminish, 
and that medical schools continued to provide training in the diagnosis of smallpox. 

157. No regular budget funds had been allocated to this programme in 1980-1981， but the 
activities planned for the biennium could be fully carried out through voluntary funds. If 
required, the Director-General would provide additional funds, from the regular budget and, 
in particular, his Development Programme. 

158• A major point of concern was the destruction and transfer of the stocks of variola 
virus. The laboratory outbreak of smallpox in the United Kingdom in 1978 was referred to, 
and it was noted that the report of the government inquiry would shortly be published. At 
the time of the meeting of the Programme Committee in November 1978, there were 12 laboratories 
retaining the variola virus and this number had since been reduced to nine, which indicated 
that national authorities were cooperating in the destruction of their stocks. The target' 
was to reduce the number to not more than four by 1980. The Global Commission for the 
Certification of Smallpox Eradication had recommended various measures to minimize the risks 
attached to the laboratory retention of virus stocks, and visits were expected to be organized 
to the laboratories concerned. The Director-General had decided to convene in April 19 79， a 
meeting of officials from these laboratories and from the national control authorities, to 
review the current status of laboratory safety measures and to work out future measures to 
reduce the risks to the minimum possible• WHO could not require countries to destroy the 
virus , but continued international cooperation was expected. Furthermore, in February 1979 
a special meeting would be organized to evaluate the justification for retaining the variola 
virus in laboratories during the post-eradication era. Although the Global Commission was 
of the opinion that research activities should continue, thus making it necessary to retain 
stocks of variola virus with full security measures, there were also experts who believed that 
all stocks should be destroyed so as to eliminate completely all possible risks. 

159. With regard to the possible transfer of the remaining virus stocks from the holding 
laboratories to other laboratories should it ever become necessary to undertake further 
intensive research, it was stressed that this would require the full agreement of Member States 
before the Global Commission could make appropriate recommendations. This point further 
served to underline the necessity for complete international cooperation on this vital issue• 



160. The Board adopted resolution EB63.R5， and attached importance to the recommendations of 
the Global Commission. 

161• When reviewing the Expanded Programme oil Immunization, the challenge that faced the 
Organization - to provide immunization services to all children of the world by 1990 - was 
underlined. This programme was particularly important for the achievement of health for all 
by the year 2000 and for strengthening the entire fabric of primary health care services. 
The ultimate success of such a programme would, of course, depend on the degree of political 
commitment of Member States themselves. The programme offered considerable scope for health 
services research. 

162• The production of new or improved products was now taking place or was planned in 
developing countries (Brazil, Ghana，Indonesia, Thailand and the Philippines) as well as in 
developed countries. For the vaccines required by this programme, the emphasis that was now 
being placed on quality control was considered appropriate, particularly with a view to ensuring 
that effective vaccines were made available， and that due cognizance was taken of the problems 
of storage under tropical conditions. Research and development in the field of the "cold 
chain" continued to have a high priority, and activities in this area formed part of the 
Organization's efforts in developing appropriate technologies for health and in the promotion 
of technical cooperation among developing countries. 

163. Poliomyelitis vaccination remained a highly effective weapon against this disease. 
Measles vaccine continued to provide long (probably life-long) protection. With regard to 
whooping cough, recent data had confirmed that adverse reactions to the pertussis vaccine were 
rare enough to continue placing a high priority on including it in immunization programmes in 
both developed and developing countries. There was reason to believe that within the next 
five years an improved pertussis vaccine would be available. , 

164. The Special Programme for Research and Training in Tropical Diseases was со-sponsored 
by UNDP, the World Bank and WHO, and in this connexion the role of the World Bank was clari-
fied : the World Bank had become a co-sponsor of the Programme and had agreed to manage the 
Programme 's Research Fund. 

165. The technical administrative structure of the Programme consisted of three bodies : 
the Joint Coordinating Board (JCB); the Standing Committee; and the Scientific and Technical 
Advisory Committee (STAC). The JCB included 12 government representatives selected by the 
contributors to the Special Programme and 12 government representatives selected by the WHO 
regional committees from among those countries directly affected by the diseases dealt with 
by the Programme, or from among those providing it with technical or scientific support. The 
scientists participating in the Scientific and Technical Advisory Committee were selected 
jointly by headquarters and the regional offices to allow for as wide a geographical distri-
bution as possible. Many of the initiatives and ideas for the activities of the Special 
Programme stemmed from the WHO regional offices, from the regional advisory committees on 
medical research and from scientists and institutes in Member States. 

166. Research and development activities were expanding rapidly : the number of projects in 
operation had reached 500 by the end of 1978, and it was expected that this number would rise 
significantly during the 1980-1981 biennium. These projects formed part of a network of 
activities being carried out on the basis of plans drawn up by the Programme's scientific 
working groups. It was hoped that the Programme would issue, through the medium of publi-
cations, regular information on the advances being made through its research efforts. 

167. Research capability strengthening was a stated aim of the Special Programme. It was 
noted that there was no rigid timetable in national institutes for the take-over of activities 
that had been strengthened; and that, in fact, the timetable for such take-over was the 
subject of negotiation with the national authorities. 

168. The development of a vaccine for African trypanosomiasis was not an area of research 
to which the Programme accorded high priority. Trypanosomiasis was a zoonosis and mass 
vaccination could therefore never be as radical as in the case of smallpox, since the effect 
on transmission would only be temporary. In addition, owing to the particular properties of 



the trypanosome itself, there were important technical obstacles making the outcome of such 
research dubious Л 

169• In the Prevention of Blindness programme, attention was drawn to the fact that no 
mention was made of glaucoma. Although glaucoma was mentioned in resolution WHA28.54 as a 
concern of the programme, it had not been accorded the same priority as trachoma, 
onchocerciasis, xerophthalmia and cataract. Preventable blindness resulting from accidents 
was among the concerns of the programme and attention was being given to the management of eye 
injuries and to reducing the interval between injury and the provision of adequate attention. 
With regard to guidelines on the means of combating vitamin A deficiency, attention was drawn 
to a recent WHO publication on xerophthalmia.^ Partial blindness was also a major handicap, 
both at work and in the home and, as pointed out by the Programme Committee, increased efforts 
should be made by providing cheap spectacles to reduce certain forms of the disability. 
Blindness was a major problem in the Eastern Mediterranean Region where it was estimated that 
approximately one-half of the blind people in the world were located. Special attention was 
therefore given to this programme in the region and two Committees had been set up to formulate 
a strategy for the control of blindness in the region. 

170. Vector Biology and Control was essentially a supporting service to other programmes 
in the field of communicable diseases. The Organization had, in 1978, convened a meeting of 
specialists on pesticides. Areas of possible action for WHO had been identified, taking 
into consideration that new insecticides for use in public health were diminishing. These 
areas included the better use of available substances through increased applied research in 
the field of the ecology of vectors; the method of application; the formulation of 
pesticides; and the strengthening of national entomological expertise in the countries 
concerned with vectorborne diseases. 

171. National expertise in this field was essential to make better use of available 
insecticides and for effectively integrating the fight against vectors into primary health 
care. Consequently, efforts were being made to reorient and strengthen basic and operational 
research and to train national personnel in these fields. High priority was being given to 
activities relating to vectors of malaria; but at the same time serious attention was being 
given to the vectors of dengue haemorrhagic fever, yellow fever, plague, onchocerciasis and 
Chagas* disease. In the spirit of technical cooperation among developing countries, the 
strengthening or establishment of centres for post-university training in medical entomology, 
either on a regional or subregional basis, was being promoted. 

172. Vector resistance to pesticides continued to increase but more slowly than in the past, 
and an expert committee meeting to review the situation was planned for 1980. The Organizatioi 
was studying the operational and biochemical aspects of this problem. Although no 
definitive solution had yet been found, studies had led to improvements in surveillance methods 
and in predicting the development of cross-resistance. 

173. The estimated obligations for major programme 4.1 are as follows : 

Increase over 
1978-1979 1980-1981 1978-1979 

US $ US $ US $ 

Estimated obligations 54 659 700 66 020 100 11 360 400 

The increase of $ 11 360 400 relates to: 

- t h e regions * 9 210 600 
- global and interregional activities 226 100 
-headquarters 1 923 700 

11 360 400 

1 Bulletin of the World Health Organization, 55(6): 703-713 (1977). 
2 . 
A. Sommer, Field guide to the detection and control of xerophthalmia， Geneva, 

World Health Organization, 1978. _ _ ^ — ^ ^ ~ ^ 



174. In the regions the increase of $ 9 210 600 is to cover statutory and other increases in 
programme planning and general activities, $ 443 400; epidemiological surveillance, in 
particular in the African Region, where centres have been established, $ 2 203 800; project 
changes in activities related to malaria and other parasitic diseases, $ 1 464 400, and 
bacterial, viral and mycotic diseases, $ 1 013 000; an expanded programme on immunization, in 
particular in the African Region, $ 3 098 600; research and training in tropical diseases in 
the African Region, $ 201 000; arid vector biology and control, $ 948 100; offset by a 
reduction in the programmes for smallpox eradication, $ 137 900, and the prevention of 
blindness, $ 23 800. 

175. Global and interregional activities show a net increase of $ 226 100 for 1980-1981 
related to the provision for an expert committee on resistance to pesticides, $ 27 000; an 
expert committee on biological control of vectors, $ 27 000; scientific groups on intestinal 
parasitoses, $ 30 400; viral and bacterial infections, $ 23 600; and treponemal infections, 
$ 27 000; increases in technical cooperation activities under the expanded programme on 
immunization, $ 680 000; and! the programme for prevention of blindness, $ 307 700; adjustment 
to the rate of exchange, $ 885 200; and statutory staff costs, $ 18 900. The increases -
totalling $ 2 026 800 - are offset by a reduction of $ 1 800 700 resulting from the 
discontinuation of the project on surveillance and prevention of influenza, $ 323 400, and 
the special studies on virology, $ 355 000; a decrease in the regular budget contribution to 
the special programme for research and training in tropical diseases, $ 1 ООО 000; and 
various other project changes, $ 122 300. 

176. The net increase of $ 1 923 700 at headquarters is required for the adjustment to the 
rate of exchange, $ 2 728 700; statutory staff costs, $ 67 700; consultants, $ 28 000; 
temporary advisers, $ 6000; duty travel, $ 26 600; and other costs, $ 3400. The increases -
totalling $ 2 860 400 - are offset by decreases amounting to $ 936 700 resulting from the 
abolition of seven posts as from 1979， $ 333 400; and of six posts in 1980-1981， $ 603 300. 

177• The increase for this major programme for 1980-1981 as compared with 1978-1979 is 
20.78%, of which 5#45% is for real increases and 15.33% for cost increases. 

4.2 Noncommunicab le Disease Prevention and Control (Official Records No. 250， 
pages 202-219) 

178. Noncommunicable diseases were the most important health problems in developed countries, 
and were of increasing importance in the developing countries. Research should be directed 
more towards prevention and control in developing countries, since the problems did not always 
present themselves in the same way as developed countries• The disabling con^lications in 
young adults in developing countries might, for example, give a greater scope for primary 
prevention. 

179. The problem of smoking cut across many areas within this major programme. Conside-
ration should be given to making this a specific programme area in itself, giving support 
to a wide range of activities. 

180. With regard to the programme of the European Region, the budgetary allocations 
did not reflect the priority given to this programme in the Region. The European Region had, 
in fact, a disease control and prevention programme comprising both communicable and 
noncommunicable disease, of which noncommunicable was the major part. This programme was 
being developed through the cooperative work of national institutions rather than through 
use of the WHO regular budget. 

181. The objectives of the Cancer programme were supported and it was agreed that although 
no single global programme was possible, WHO was formulating common guidelines for national 
cancer policies within the framework of general health services. 

182. A considerable amount of knowledge was available on the causative factors of certain 
cancers, including drinking, smoking, sunlight and diets, and this knowledge could be used 
in prevention programmes. 



183 . The programme collaborated with a number of other agencies and nongovernmental 
organizations, i.e. the International Union against Cancer and the Association for Cancer 
Registries, as well as the European Organization for Research on Treatment of Cancer and 
the Oncology Group of the Council for Mutual Economic Aid. 

184. The International Agency for Cancer Research was set up by the Eighteenth World 
Health Assembly, the Director -General being an ex officio member of its Governing Council • 
The Agency had its own specific Member States and its own managerial and scientific structure. 
The interrelationship of the Agency and WHO at the working level had been developed effectively 
over the years and a Director-General•s coordinating committee had been set up in 1978. 

185. It was the Agency's policy to establish collaborating centres around specific research 
programmes, and not on a regional or geographical basis. Programmes were developed where 
they could be most effectively carried out. Thus, liver cancer and its relation to 
aflatoxin and hepatitis had been studied in Africa, and successful results there would be 
important in solving the problem elsewhere. 

186. Under the programme of Cardiovascular Diseases it was emphasized that research should be 
geared to strengthening primary prevention, in the context of primary health care. 
Collaborating centres in several countries in Africa and Asia were working on the control of 
cardiovascular diseases as an integral part of the primary health care approach. There was 
a need for more work on the epidemiology of hypertension and other cardiovascular diseases, 
particularly in developing countries. With regard to rehabilitation, it was noted that 
considerable information existed in WHO, especially within the European Region. 

187 • The need to strengthen the application of simple and low-cost methods for secondary 
prevention was also supported. In this regard, drugs for the control of cardiovascular 
diseases were included in the discussions going on with the pharmaceutical industry to secure 
the supply of drugs at favourable prices. 

188. The study of trends in cardiovascular diseases had shown that more attention should be 
given to the experience of certain countries in which prevalence had declined. Current 
information indicated that rheumatic heart diseases declined when socioeconomic conditions 
improved. More efforts were needed in developing a monitoring system for the incidence of 
different cardiovascular diseases. 

— 2 
189. The Report of the WHO Expert Committee on Hypertension stressed the importance of 
early detection, prevention and education. 

190. With regard to the Oral Health Programme， WHO'S policy of priority for preventive 
action, with fluoridation of community water supplies as the mainstay of that action, was 
reaffirmed. In areas where community water supply was not yet available, other types of 
preventive action were being promoted. The deleterious effects of excess fluoride intake 
were being studied through a network of collaborating centres. 

191. The role of the individual, of the family, and of schoolteachers in carrying out primary 
prevention, was underscored; this action was important for prevention and was not costly. 
Studies of oral epidemiology had been most useful in clearly defining trends in the prevalence 
of dental caries and in providing clear indications for action. Specialists in oral health 
were scarce, and it was therefore necessary to train auxiliaries. 

192. The programme of Other Noneommunicable Diseases had been reoriented to promote areas 
of particular interest to developing countries. Collaboration might be provided by the 
countries most concerned at present and could take the form of secondment of staff, financing 
of meetings, or placing of scientific institutions at the disposal of the programme - a line of 
action which would be beneficial to both developed and developing countries. The programme 
was geared towards development of comprehensive control programmes integrated into the general 

1 Resolution WHA18.44, WHO Handbook of Resolutions and Decisions, Vol. I, 1973, page 112. 
2 WHO Technical Report Series, No. 628， 1978. 



health services, since certain associated or causative factors were related to a number of non 
communicable diseases, for example, smoking. The importance of education of the patient in 
noncommunicable diseases was emphasized. 

193. Diabetes mellitus was an important problem for both developed and developing countries： 
data for example from certain African communities had shown that the prevalence of the disease 
was as high as in developed countries, A programme was being developed for community control 
of this disease. 

194. In human genetics, activities had been reoriented to cope with the needs of developing 
countries. Attention would be given to the study of genetic predisposition to certain 
infectious and tropical diseases. The Organization's efforts would concentrate on detection 
of carriers of harmful genes. The Organization was preparing a review of genetic counselling 
experiences in a number of countries. 

195. Training in Immunology was considered important to solve public health problems, and 
it was noted that a network of immunology research and training centres had been set up in 
different parts of the world. The programme contributed substantially to the work of 
research programmes, such as the Special Programme for Research and Training in Tropical 
Diseases and the Special Programme for Research, Development and Research Training in Human 
Reproduction. 

196. In reviewing other non communicable diseases, snakebites were considered to be of 
substantial public health importance, the majority of the world's deaths occurring in South-
East Asia, where surveillance, prevention and control had been recommended as a regional 
programme. The Organization had been collecting background material for the initiation of a 
programme on this subject, including the designation of WHO collaborating centres in the areas 
most affected. 

197• The estimated obligations under Noncommunicable Disease Prevention and Control are as 
follows : 

Estimated obligations 

The increase of $ 2 578 800 is for: 

197 8-1979 
US $ 

8 207 700 

1980-1981 
US $ 

10 786 500 

Increase over 
1978-1979~ 

US $ 

2 578 800 

- the regions 
-global and interregional activities 
-headquarters 

2 57 8 800 

2 024 100 
24 100 
530 600 

198. The increase of $ 2 024 100 in the regions is to cover project changes in activities 
planned under the different programmes of this section: $ 284 800 for programme planning, 
$ 415 300 for cancer, $ 397 000 for cardiovascular diseases, $ 520 700 for oral health, 
$ 365 400 for other noncommunicable diseases and $ 40 900 for immunology. 

199. For global and interregional activities the net increase of $ 24 100 is due to an 
adjustment in the rate of exchange, $ 30 700 ； statutory staff costs, $ 600; and various 
other project changes, $ 75‘500. The increases of $ 106 800 are offset by decreases 
totalling $ 82 700 resulting from reductions in the provision for expert committee meetings, 
$ 23 600; for a study group, $ 30 400; and for a scientific group, $ 28 700. 

200. The net increase of $ 530 600 for headquarters is to cover requirements resulting from 
an adjustment in the rate of exchange, $ 789 300; other statutory costs, $ 12 400; 
consultants, $ 3500; the increases - totalling $ 805 200 - are offset by the abolition of 
five posts in 1980-1981, $ 242 900; decreases in duty travel, $ 1600; and in other costs, 
$ 30 100. oo 



201. The increase for this major programme for 1980-1981 as compared with 1978-1979 is 
31.42%, of which 13.85% is for real increases and 17.57% for cost increases• 

5. PROMOTION OF ENVIRONMENTAL HEALTH 

5.1 Promotion of Environmental Health (Official Records No. 250， pages 220-233) 

202. A medium-term programme for environmental health had recently been completed, which 
highlighted the ways in which collaboration would take place with Member States and which 
would periodically be adjusted to take account of changing national priorities. 

203. Environmental health continued to be a growing problem in developing countries where 
socioeconomic development was often uncoordinated and led to the creation of avoidable 
environmental hazards and to increased susceptibility to communicable and chronic diseases* 
The root causes of ill-health often lay in the environment, and resources should therefore be 
devoted to improving the environment instead of concentrating all the resources on curative 
medicine. Stress was laid on the strengthening of national capabilities, not only within 
ministries of health, but also within other ministries, agencies and institutions concerned 
with problems of the environment. 

204. The programme was multisectoral and therefore needed multi-agency support® It was 
noted that the links with the United Nations Environment Programme were strong and that many 
joint programmes existed. The new environment agencies took health into account as a major 
factor when their programmes were planned and implemented• However, mechanisms for 
multi-agency collaboration needed to be defined at regional and country levels. 

205. In the light of the objectives of the Sixth General Programme of Work and the 
resolutions of the World Health Assembly, a high proportion of the resources available to this 
major programme had been allocated to basic sanitary measures and, in particular, to water 
supply and sanitation. This reflected the priority needs of the developing world, but in no 
way diminished the worldwide importance to be accorded to the protection of man from 
environmental hazards and food contaminants. 

206. WHO'S resources were minor compared with the total international funds devoted to 
environment programmes and, as highlighted by the title of this programme, the Organization 
now focused on acting as a promoter and catalyst to initiate programmes which responded to the 
needs of Member States, particularly in the area of cooperation with governments in the 
development of national plans and programmes. 

207. It was stressed that research should be an important element of the programme, though 
the funds allocated were not high, and should be focused on the development of appropriate 
technologies - for instance simple installations for clean water and excreta disposal - and 
on the evaluation of environmental conditions on health. Training in environmental health 
should, if possible, be undertaken in areas where the problems were most acute; this would 
help reduce the tendency to apply inappropriate and over-sophisticated technology in countries 
with limited resources. 

208. One of the key elements around which the Basic Sanitary Measures programme had been 
formulated was the International Drinking Water Supply and Sanitation Decade (1980-1990)， 
which had been recommended by the United Nations Water Conference held in 1977 and endorsed 
by the United Nations.1 With a view to achieving the Decade's goal of providing safe 
drinking-water and adequate sanitation for all by 1990， the Organization would promote the 
adoption of national programmes based on realistic standards for quality and quantity. As 
from 1978，approximately US$ 1500 million had been invested in water and sanitation each 
year by the international community but, in view of the 1990 target, this amount would have 
to be increased. The monitoring of progress towards the achievement of the Decade's goal 
would provide WHO with a useful milestone to measure progress towards achievement of its own 
goal of health for all by the year 2000. The obstacles encountered would also provide scope foi 
health services research. 

1 Resolution 32/l58. 



209. Currently some 77% of the urban population in developing countries had access to what 
might be termed a reasonable water supply, although quality and continuity of service often 
left much to be desired; whereas the analogous figure for rural population was only about 
20%. While the provision of basic sanitary measures for urban areas was often given a great 
deal of emphasis, it was felt that rural areas with their particular problems deserved more 
attention. The situation was similar with respect to sanitation. One of the most important 
results for the developing world of a widespread improvement in water supply and sanitation 
would be a reduction in morbidity and mortality from parasitic and diarrhoeal diseases. 

210. The programme had established a broad network of collaborating centres for research 
in water supply and waste disposal and efforts were being made to ensure their maximum 
participation in the Water Decade. This network was strengthened by two regional centres 
(in the Region of the Americas and in the Western Pacific Region) and it was planned that one 
would be established in the Eastern Mediterranean Region and one, or perhaps two, in the 
African Region. 

211. It was stressed that the research component of this programme should concentrate on 
investigations into simple, cheap and culturally acceptable measures without too great an 
insistence on high standards. An example cited was research into water pumps not requiring 
electricity supply. In this connexion, the importance of the maintenance of equipment was 
underlined. A further subject to be explored more fully was the safe use of wastewater for 
irrigation purposes. 

212. The challenge to the Organization was to apply, in this Basic Sanitary Measures 
programme, the principles of primary health care. Health education was an important 
component of this and a guide to the integration of health education in environmental 
health programmes had been published in 1975. Health education would also be the subject 
for study at the forthcoming session of the UNICEF/WHO Joint Committee on Health Policy, 
which dealt with the water supply and sanitation components of primary health care. 

213. The programmes of Recognition and Control of Environmental Hazards and the Food Safety 
Programme were closely linked to research into the man/environment relationship. These two 
programmes aimed at evaluating the effects on health of environmental conditions and hazards, 
and of food additives, food contaminants and pesticide residues. The programmes would 
provide standards to enable developing countries to establish adequate legislation for the 
protection of the population from environmental and other hazards. 

214. Work on the evaluation of the effects of chemicals on health would be greatly intensified 
and all types of chemical exposure would be covered, including those arising from the application 
of chemicals in industry, agriculture, the home, food technology, and public health. Research 
into the effect of chemicals used in vector control should be energetically pursued since 
no criteria or standards existed. More emphasis should also be laid on biological research 
into the effects on man of all types of pollution. 

215. The Organization was cooperating with FAO and the Codex Alimentarius Commission to 
explore how its standards could be further simplified in order to increase the chance of their 
being applied in developing countries. It was suggested that since the General Agreement on 
Tariffs and Trade was also dealing with one aspect of the Commission's work, i.e. ensuring 
fair practice in the food trade, WHO should seek representation in any relevant discussions. 



216. The estimated obligations for the major programme of Promotion of Environmental Health 
are: 

Increase over 
1978-1979 1980-1981 1978-1979 

US $ US $ us $ 

Estimated obligations 18 752 200 26 157 000 7 404 800 

The increase of $ 7 404 800 is for: 
- the regions 6 486 600 
- global and interregional activities 14 200 
-headquarters 904 000 

7 404 800 

217. In the regions, the increase of $ 6 486 600 includes $ 3 137 200 for activities planned 
under the programme for basic sanitary measures, in particular in the African Region, where 
the development of national plans as well as pre-investment projects will be intensified. 
The balance of the increase - $ 3 349 400 - is to cover project changes in other programmes -
$ 747 200 for programme planning, $ 780 600 for environmental health planning and management, 
$ 1 360 000 for recognition and control of environmental hazards (with special emphasis on 
activities in environmental pollution monitoring and control in the Eastern Mediterranean 
Region) , and $ 461 600 for food safety. 

218. For global and interregional activities the net increase of $ 14 200 is due to an 
adjustment in the rate of exchange, $ 30 700； and cost increases, $ 50 600 ； offset by 
various individual project changes, $ 67 100. 

219. The increase at headquarters is due to an adjustment in the rate of exchange, $ 1 326 800 ； 
statutory staff costs, $ 27 300; duty travel, $ 3700: offset by decreases resulting from the 
abolition of one post as from 1979, $ 63 100； of five posts in 1980-1981, $ 387 200 ； and a 
reduction in the provision for consultants, $ 3500. 

220. The increase for this major programme for 1980-1981 as compared with 1978-1979 is 
39.497o, of which 21.78% is for real increases and 17.71% for cost increases. 

6. HEALTH MANPOWER DEVELOPMENT (Official Records No. 250, pages 234-242) 

221. Both the Board and the Health Assembly had discussed fully the principles and 
approaches guiding the development of the programme of Health Manpower Development, as 
described in the programme statement• The programme was being pursued in accordance with 
World Health Assembly resolution WHA29.72 - Health Manpower Development - which had served as 
the basis for preparation of the medium-term programme. The orientation of the programme 
towards meeting national health manpower needs for primary health care called for the training 
of health workers at the community level. The development of mechanisms to ensure the 
integration of health manpower development into the framework of national health services on 
the one hand, and into the educational services on the other, was important. 

222. The approaches of the programme should be vigorously promoted by the Organization, 
both at international and country levels. Reference was made to the importance of WHO'S 
coordinating role in this field and also to the specific opportunity the World Conference on 
Education and Health Care (1980) would offer by focusing attention on the subject. 

223. Concern was expressed about the current status of health manpower development in 
countries, and on whether the major obstacle of insufficient qualified health manpower could 
be overcome. The numbers of trained personnel were increasing in developing countries, 
though such numbers alone might not reveal the true situation since maldistribution existed; 
the trends would therefore have to be closely followed to ensure timely remedial action. 



224. The importance of training intermediate level health workers, especially in management 
and supervision, was highlighted, and, in this regard, a WHO manual on management for middle-
level personnel was in preparation. The promotion of training of traditional birth atten-
dants was already being pursued by the Programme. It was further suggested that traditional 
medicine be included in the training of appropriate health personnel. The development of 
health teams would have to be reconsidered in the context of primary health care, and the 
concept of those health teams, as set out in resolution WHA29.72, would need to be further 
promoted by the Organization. Other categories of associated health workers, such as 
personnel involved in equipment maintenance and repair, should also be included in training 
programmes. The Organization had recently held a meeting of an Expert Committee on the 
Training and Utilization of Auxiliary Personnel for Rural Health Teams in Developing 
Countries, the report of which would be published in the course of 1979. 

225. The WHO multinational study on the migration of physicians and nurses had been 
completed. As the migration of professionals to other countries remained a subject of 
significant concern in some parts of the world, that WHO should undertake continuous 
monitoring of the situation so that Member States could take appropriate measures as 
required. The factors affecting migration were complex and included overall national 
health and social policies, the working conditions of health workers, the career structure, 
and the nature of the training given to these workers. Moreover, in certain cases, migration 
needed to be promoted to those countries with insufficient health personnel. Within countries, 
the redistribution of health manpower had to be encouraged to ensure a more equitable access 
to health facilities. 

226. The attitudes of health professionals, particularly specialists, posed, in many cases, 
major constraints to change. More attention needed to be paid to ensuring that their 
training was geared to the needs of communities, and it was recommended that such training 
was best undertaken, to the extent feasible, in the country of origin. This aspect 
should also be taken into account in the development of WHO-supported postgraduate 
educational activities and the fellowships programme. 

227. Mutual recognition of qualifications and diplomas was a long-standing area of concern 
for WHO and UNESCO. Conventions had been ratified for countries bordering the Caribbean 
and the Mediterranean, and other conventions were being prepared for Arab as well as for 
all European and African countries. UNESCO and WHO were also collaborating on a study of 
possible mechanisms which countries could employ to further mutual recognition of 
qualifications and diplomas in the health field. 

228. With regard to working conditions of health personnel, an IL0 Convention on the 
Empolyment and Conditions of Work and Life of Nursing Personnel, following the study carried 
out by IL0 and WHO, had been ratified by various Member States of IL0. It was planned to 
study the working conditions of primary health workers and sanitarians. 

229. The estimated obligations for this major programme were as follows: 

1978-1979 

$
 s
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1980-1981 

$
 

Increase over 
1978-1979 
US $ 

Estimated obligations 

The increase of $ 7 451 400 relates to： 

44 911 100 52 362 500 7 451 400 

the regions • 
headquarters 

7 184 300 
267 100 

7 451 400 



230. Of the increase of $ 7 184 300 in the regions, $ 3 049 300 relates to the African 
Region (in particular promotion of training), $ 1 482 600 to the South-East Asia Region, and 
$ 1 967 400 to the Eastern Mediterranean Region (mainly related to promotion of training). 
The balance of the increase $ 685 000 - is in the Region of the Americas, $ 634 500; and 
Europe, $ 312 500; offset by a reduction in t;he Western Pacific Region of $ 262 000. 

231. The net increase of $ 267 100 at headquarters is accounted for by an adjustment in the 
rate of exchange, $ 592 700; and statutory staff costs, $ 12 500; these increases are offset 
by the abolition of four posts in 1980-1981, $ 338 100. 

232. The increase for this major programme for 1980-1981 as compared with 1978-1979 is 16.59%, 
of which 3.61% is for real increases and 12.98% for cost increases. 

7. HEALTH INFORMATION (Official Records No. 250, pages 243-256) 

233. Proper health information was the basis of all sound health management and efforts to 
promote the attainment of a more reliable level of information were to be supported. Most of 
the Organization's programmes had a statistical component and the main role of the programme in 
Health Statistics was to ensure that correct statistical and research methodologies were 
applied in all technical programmes. At country level, the building or strengthening of 
statistical systems was being encouraged making maximum use of existing services in countries. 
The Organization was concentrating on the peripheral level of health services, which was based 
on information collection. One example cited was the recent WHO publication on lay reporting. 

234. Emphasis was laid on the fact that a multidisciplinary approach was required to 
elucidate the important indicators of health development and a multidivisional group had been 
formed within the Secretariat for this purpose. Socioeconomic and demographic information was 
assuming greater importance, including data from outside the health sector, for which there 
were consultative mechanisms within the United Nations system to ensure coordination of the 
statistical programmes of the various organizations. 

235. Important information emanating from WHO was frequently not absorbed, digested or put 
to use by Member States. Reports of expert committee meetings should, for instance, be 
followed up by similar national committees, which could provide feedback to WHO as part of the 
continuous communication between Member States and the Secretariat of the Organization. 
Distribution of relevant information to persons and institutions concerned, and follow-up and 
promotion at country level was the main role of WHO programme coordinators. 

236. Health information literature could play a major role in spreading public awareness in 
health issues. With the full cooperation of the regions, a policy of reorientation was being 
intensively pursued in the programmes of WHO Publications and Documents， Health Legislation 
and Health Literature Services， involving such means as the use of questionnaires, the visits 
of consultants and nationals to selected Member countries, arid the designation of regional 
and national centres. Here too, the accent was on socioeconomic information, as evidenced, 
for instance, by the content of WHO publications in recent years. Efforts were being made to 
create or support regional medical libraries. It was hoped that analysis of the laws of 
countries would become part of the information services of the Organization. A full report 
on the revision of the Health Legislation programme would be presented to the Board in 1980. 

237. The Health Information of the Public programme laid emphasis on mobilizing public 
opinion in favour of the major objectives of the Organization and Member States. WHO was 
working closely as a catalyst with nongovernmental organizations, including community groups 
concerned with health questions. 

Lay reporting of health information, Geneva, 1978. 



238. The estimated obligations for major programme 7.1 are as follows: 

^ I n c r e a s e over 1978-1979 1980-1981 1 9 7 8. 1 9 7 9 

US $ US $ US $ 

Estimated obligations 35 338 200 42 881 000 7 542 800 

The increase of $ 7 542 800 relates to: 

-the regions 2 434 000 
-global and interregional activities (228 900) 
-headquarters 5 337 700 

7 542 800 

239. Of the increase of $ 2 434 000 in the regions, the Region of the Americas shows an 
increase of $ 1 047 900， mainly to cover the costs of the joint PAH0/wH0 publications service 
established in Mexico. Changes in other regions cover statutory increases for established 
posts in regional offices in the units of publications, health literature services and health 
information of the public, as well.as project changes. 

240. The decrease of $ 228 900 under global and interregional activities is due to 
non-recurring expenditure in respect of an expert committee on cancer statistics, $ 21 900; 
a feasibility study on production of a new international journal of public health, $ 160 000 
and other project changes, $ 47 000. 

241. For headquarters the net increase of $ 5 337 700 results from an adjustment in the rate 
of exchange, $ 6 800 500; statutory staff costs requirements, $ 76 600; the addition of 
three new posts for Chinese language staff, $ 233 600; the continuing costs of three posts 
for Arabic language staff which were established as from 1979， $ 170 900; temporary advisers, 
$ 2900; duty travel, $ 13 400; and other increases, $ 480 300，as follows: 

$
 

s
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-expected cost increases in: 
printing of WHO publications 211 500 
printing of World Health magazine 62 500 
books for library 10 800 
external translation contracts 9 600 

- programme increase (net) in printing of publications 55 800 
-cost of printing Arabic publications, approved under the 

regular budget as from 1979 210 800 
-additional requirements in reference material due to 

increase in the number of working languages 16 300 

Less : reduction in the number of reports of expert committees, 
scientific groups and study groups to be printed (97 000) 

480 300 

242. These increases, totalling $ 7 778 200， are offset by decreases resulting from the 
abolition of six posts in 1979， $ 294 900; and of 25 posts in 1980-1981， $ 2 145 600. 

243. The increase for this major programme for 1980-1981 as compared with 1978-1979 is 
21.34%， of which 2.93% is for real decreases and 24.2770 for cost increases. 



8. GENERAL SERVICES AND SUPPORT PROGRAMMES 

8.1 General Services and Support Programmes (Official Records No 250， 

pages 257-266) 

244. The Health Assembly, in resolution WHA19.17, approved the establishment of a 
Revolving Fund for Teaching and Laboratory Equipment for Medical Education and Training. 
This fund enables Member States to purchase, through WHO's procurement facilities, teaching 
and laboratory equipment with national currencies. As this facility appeared to be used 
only to a limited extent, its existence should be brought to the attention of Member States. 

245. The estimated obligations for this major programme are as follows: 

Increase over 
1978-1979 1980-1981 1978-1979 

US $ US $ us $ 

Estimated obligations 69 247 500 84 934 300 15 686 800 

The increase of $ 15 686 800 is for 

-the regions 3 447 700 
-headquarters 12 239 100 

15 686 800 

246. The increase of $ 3 447 700 in the regions is required to cover statutory increases 
for established posts in the regional offices; provision for four new posts; duty travel; 
temporary staff; and common services requirements. 

247. The net increase of $ 12 239 100 for headquarters results from an adjustment in the 
rate of exchange, $ 15 043 600; statutory staff costs, $ 170 500; consultants, $ 52 500; 
duty travel, $ 10 400; temporary staff, $ 48 100; other costs, $ 6300; and four posts 
established as from 1979 for the Arabic language $ 122 200. The increases, totalling 
$ 15 453 600, are offset by decreases resulting from the abolition of 12 posts in 1979, 
$ 500 400; of 47 posts in 1980-1981, $ 2 304 000; and a net reduction under common services 
of $ 410 100, as detailed below: 

US $ US $ 

(1) Building management 
general maintenance savings due to rescheduling 
of maintenance and renovation programme . . 

utilities (water, electricity and f u e l ) . . . 
equipment (replacements, including 
maintenance) 

(2) Office services 
printing of forms: savings due to in-house 
printing 

other contractual services: increase 
(electronic data-processing, $ 2300, and 
audit fees, $ 41 700) 

rental and maintenance of equipment: savings 
as a result of cost/4>enefit analysis (some 
equipment bought instead of r e n t i n g ) . . . . 

communications (postage): savings following 
special arrangements with the Post Office 
for certain categories of printed material. 

(226 600) 
(21 900) 

74 300 

(41 300) 

44 000 

(48 900) 

(857 200) 

(214 200) 



miscellaneous expenses: increase in the 
provision for staff health insurance costs 
for retired staff members 

stationery and duplicating supplies . . . . 
miscellaneous supplies 
acquisition of office furniture and equipment： 

purchase of labour-saving equipment . . . 
other equipment: replacement of vehicles 
and printing equipment 

participation in joint activities with other 
organizations 

repayment of loans on headquarters building 

us $ 

90 700 
(241 700) 
(117 300) 

200 300 

59 300 

736 900 
(20 700) 

$
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(195 900) 

(410 100) 

248. The increase for this major programme for 1980-1981 as compared with 1978-1979 is 
22.65%，of which 4.3370 is for real decreases and 26.98% for cost increases. 

女 * * 

Regional activities (Official Records No. 250， pages 271 to 332) 

249. The Health Assembly, in resolution WHA30.23，1 requested 11 the Director-General to 
put the new programme budgeting procedure into effect for the forthcoming programme budget 
cycle and to introduce the corresponding format of budget presentation in the proposed 
programme budget for 1980 and 1981". This was the basis for the format used in Official 
Records NO. 250 in the presentation of regional activities. The regional documents were 
available to members of the Board and would similarly be made available to the World Health 
Assembly. 

250. Sub-committees of some regional committees had been set up for determining country 
planning figures using various criteria such as stage of development of the health services, 
the availability of health manpower, the gross national product per head of population; the 
infant mortality rate, and the classification of the country as a newly emerging State. 
Country planning figures were not in themselves a true reflection of the priority 
accorded to programmes by the countries themselves. Later in the programme budgeting cycle, 
the position might be different. Also countries had other means than the regular budget for 
funding their health programmes. 

251. The Organization was progressively moving towards the programme budget being built up 
from countries themselves within general policies defined by the governing bodies, with 
involvement of national authorities. 

252. The Board welcomed the involvement of the Organization, inter alia through regional 
committees and regional offices, in the national and regional efforts towards health promotion 
and development. 

1 Official Records No. 240, page 11. 



253. The total estimated obligations for regional activities under the regular budget in 
1980-1981 amount to $ 247 053 000, or $ 45 965 700 more than in 1978-1979. The level of 
activity in each of the six regions planned for 1978-1979 and proposed for 1980-1981, 
together with the relevant increases is as follows: 

1978-1979 

$
 s

 
и
 

1980-1981 

US $ 

Increase over 
1978-1979 
US $ 

Africa 409 500 68 133 000 12 723 500 
The Americas 260 000 37 457 000 7 197 000 
South-East Asia 203 200 44 991 000 8 787 800 

196 000 23 827 000 3 631 000 
Eastern Mediterranean 32 385 600 39 650 000 7 264 400 
Western Pacific 633 000 32 995 000 6 362 000 

201 087 300 247 053 000 45 965 700 

Africa (Official Records No. 250, pages 271 to 281) 

254. The Regional Cotnmittee had recommended the phased introduction of Portuguese as a working 
language of the Regional Office for Africa and the Director-General had included for this 
purpose the sum of US$ 173 000 in the programme budget proposals for 1980-1981. The Board 
endorsed the Regional Committee's recommendation and adopted resolution EB63.R6. 

255. The estimates for this Region show an increase of $ 12 723 500 in 1980-1981 as 
compared with 1978-1979, as follows: 

Country and intercountry activities 
Regional Office 
Regional Committee 

1978-1979 1980-1981 

Increase 
(decrease) 

compared with 
1978-1979 

US $ US $ US $ 

46 139 900 57 307 900 11 168 000 
8 991 600 10 605 100 1 613 500 
278 000 220 000 (58 000) 

55 409 500 68 133 000 12 723 500 

256. The increase of $ 11 168 000 for country and intercountry activities represents 
approximately 88% of the total increase, the estimates for country activities being increased 
by $ 5 828 500 and for intercountry activities by $ 5 339 500. Of the latter amount an 
increase of $ 8000 is shown under the Regional Director's Development Programme, for 
reallocation as required during the implementation year. 

257. Of the increase of $ 1 613 500 for the Regional Office, $ 1 052 200 is required for 
salary increments and other entitlements of existing staff (taking into account two new posts 
of translator and clerk-stenographer): $ 19 800 is for temporary staff ； $ 21 ООО for duty 
travel； $ 2000 for health literature ； $ 5000 for public information supplies ； and $ 513 500 
for common services. 

258. The estimates for the Regional Committee show a reduction of $ 58 000, since the 1980 
meeting will be held at the Regional Office. 

The Americas (Official Records No. 250, pages 282 to 291) 

259. The Ten-Year Plan adopted by the ministers of health of the Region in 1972 had been 
revised and laid emphasis on health service coverage based on primary health care. The 
principles of the Plan were compatible with the Sixth General Programme of Work (1978-1983). 



260. The information system set up in the region in 1975 was similar to that used in the 
Organization as a whole, and had a built-in element of flexibility to provide for continuous 
programme evaluation. 

261. The Region had reaffirmed its commitment to the eradication of malaria in the Americas, 
declaring 1980 to be the Year of Frontal Struggle with Malaria in the Americas. The operational 
and technical problems in achieving the objective of eradication in a reasonable period of time 
required a coordinated approach in the overall health care delivery system. 

262. The estimates for this Region show an increase of $ 
compared with 1978-1979， as follows: 

197 000 in 1980-1981 as 

1978-1979 1980-1981 
Increase over 
~1978-1979~ 

$
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$
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US $ 

Country and intercountry activities . . . . 2 5 447 000 31 850 000 6 403 000 
Regional Office . . 4 682 400 5 439 600 757 200 
Regional Committee 130 600 167 400 36 800 

30 260 000 37 457 000 7 197 000 

263. The increase of $ 6 403 000 for country and intercountry activities represents 
approximately 89% of the total increase, the estimates for country activities being increased 
by $ 2 522 700 and those for intercountry activities by $ 3 880 300. 

264. The increase of $ 7 57 200 for the Regional Office is required for salary increments and 
other entitlements of existing staff - taking into account the abolition of two posts and the 
addition of posts of personnel officer, procurement officer and finance officer in 1980 and 
of budget officer in 1981， $ 503 900; temporary staff, $ 5000; duty travel, $ 32 400; 
health literature, $ 15 500; public information supplies, $ 8700； and common services, 
$ 191 700. -

265. The increase of $ 36 800 for the Regional Committee is to cover increases in general 
operating expenses. 

South-East Asia (Official Records No. 2 50， pages 292 to 302) 

266. The Regional Committee recognized the importance of intestinal parasitic diseases for 
the Region, and activities were to be strengthened in this field. It had agreed that 5% of the 
regional budget (about US$ 2 million) should be spent on research activities； besides 
diarrhoeal diseases, the priority areas of research identified by the regional ACMR included 
dengue haemorrhagic fever, malaria, liver cancer, health services research, appropriate 
technology for health, and health manpower development. 

267. On malaria control, the situation varied between the different countries of the Region. 
There had been a noticeable improvement in India, Nepal and Sri Lanka; a slight recrudescence 
in Bangladesh; while the situation appeared to be static in Thailand. In India a special 
Plasmodium falciparum containment programme had been launched with the help of funds provided 
by the Swedish International Development Agency (SIDA). 



268. The estimates for this Region show an increase of $ 8 787 800 in 1980-1981 as compared 
with 1978-1979, as follows: 

1978-1979 1980-1981 

Increase 
(decrease) 

compared with 
1978-1979 

$
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$
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Country and intercountry activities 32 316 400 40 597 100 8 280 700 
Regional Office 3 823 800 4 350 900 527 100 
Regional Committee 63 000 43 000 (20 000) 

36 203 200 44 991 000 8 787 800 

269. The increase of $ 8 280 700 for country arid intercountry activities represents 
approximately 94% of the total increase, the estimates for country activities being 
increased by $ 7 977 400 and those for intercountry activities by $ 303 300. 

270. The increase of $ 527 100 for the Regional Office is required for salary increments and 
other entitlements of existing staff, $ 300 900; temporary staff, $ 19 500; duty travel, 
$ 10 100; health literature, $ 1300; public information supplies, $ 2000; and common 
services, $ 193 300. • 

271. The estimates for the Regional Committee show a reduction of $ 20 000; the places of 
the meetings in 1980 and 1981 have not yet been decided, but it is expected that one meeting 
will take place at the Regional Office. 

Europe (Official Records No. 250, pages 303 to 311) 

272. The general health situation in the region showed a favourable trend; although, in 
three countries, with a population of some 70 million, the situation was below the average; 
they were therefore a focus for cooperative effort. The steady reduction in mortality arid 
the recent drop in birth rates were sharply altering the age structure in the region as a 
whole. Since there was an increase in the elderly population, special studies with a view 
to identifying the future health needs of the population were necessary. A phenomenon iri 
some parts of the Region was rapid industrialization combined with an increasing birth rate. 

Studies in eight countries have been undertaken on "Health planning in European 
countries with different systems of health care11 and the report would soon be available. 
Further studies in this field were envisaged. 

273. The estimates for this Region show an increase of $ 3 631 000 in 1980-1981 as compared 
with 1978-1979, as follows: 

Country and intercountry activities 
Regional Office 
Regional Committee 

1978-1979 1980-1981 
Increase over 
~1978-1979~ 

US $ US $ us $ 

11 750 300 14 089 000 2 338 700 
8 363 700 9 567 000 1 203 300 

82 000 171 000 89 000 

20 196 000 23 827 000 3 631 000 

274. The increase of $ 2 338 700 for country and intercountry activities represents 
approximately 64% of the total increase, the estimates for country activities being increased 
by $ 342 600 and those for intercountry activities by $ 1 996 100. Of the latter amount, an 
increase of $ 43 000 is shown in the Regional Director1 s Development Programme, for 
reallocation as required during the implementation year. 



275. The increase of $ 1 203 300 for the Regional Office is required for salary increments 
arid other entitlements of existing staff - taking into account the addition of two posts of 
translator and clerk-stenographer, offset by the abolition of two posts of finance officer 
and sound technician, $ 741 400; temporary staff, $ 38 900; duty travel, $ 29 500; health 
literature, $ 800; and common services (including maintenance of a mini-computer), $ 392 700. 

276. The increase of $ 89 000 for the Regional Committee is required to cover the 
requirements for the meetings to be held away from the Regional Office, $ 23 000; and 
provision to cover the meetings of the Consultative Group for Programme Development and 
Budgetary Questions, $ 66 000. 

Eastern Mediterranean (Official Records No. 250， pages 312 to 322) 

277. A Consultative Committee comprising top level representatives from countries of the 
Region was helping in the definition of regional policies on many subjects, including that of 
technical cooperation among developing countries (TCDC)• Five of the least developed among 
developing countries absorbed no less than 54% of the proposed expenditure. 

278. The large sums spent on the importation of drugs and the construction and equipment 
of hospitals arid health facilities was a major preoccupation. The Regional Committee had 
requested the Regional Director to bring to the attention of the World Health Assembly the 
dangers of exploitation in the planning, design and administration of health facilities by 
multinational corporations and hoped for the establishment of international non-profit 
mechanisms. 

279• The Expanded Programme on Immunization and particularly the control of diarrhoeal 
diseases (x̂ zhich at present accounted for about 600 000 infant deaths per year) were priorities 
in this Region. 

280. With regard to the occupied territories, the various World Health Assembly resolutions 
on the subject were being implemented through the Regional Director's Development Programme 
as well as through funds available from other sources• 

281. The estimates for this Region show an increase of $ 7 264 400 in 1980-1981 as compared 
with 1978-1979， as follows: 

Increase over 
1978-1979 1980-1981 1978-1979 

US $ US $ us $ 

Country and intercountry activities . . . 2 9 115 100 35 926 300 6 811 200 
Regional Office . 3 220 500 3 667 700 447 200 
Regional 50 000 56 000 6 000 

32 385 600 39 650 000 7 264 400 

282. The increase of $ 6 811 200 for country and intercountry activities represents 
approximately 94% of the total increase, the estimates for country activities being increased 
by $ 4 293 100 and those for intercountry activities by $ 2 518 100. Of the latter amount, 
an increase of $ 600 000 is shown in the Regional Director's Development Programme, for 
reallocation as required during the implementation year. 

283 # The increase of $ 447 200 for the Regional Office is required for salary increments and 
other entitlements of existing staff, $ 224 600; temporary staff, $ 16 000; duty travel, 
$ 19 500； health literature, $ 7100; public information supplies, $ 900; and common 
services, $ 179 100. 

284. The increase of $ 6000 for the Regional Committee is required to cover increases in 
salaries of tenq>orary staff and general operating expenses. 



Western Pacific (Official Records No. 250, pages 323 to 332) 

285. A Subcommittee of the Regional Committee, which had been charged with the responsibility 
of defining suitable mechanisms for technical cooperation among developing countries, had met 
several times ； and various countries of the Region had been visited. Primary health care and 
drug policy management had been identified as priority areas for technical cooperation among 
developing countries. 

286. Research activities in the Region were mainly carried out by regional collaborating 
centres for research in different programme areas, and additional funds from extrabudgetary 
sources supported these activities. 

287. Despite several attempts, the Organization had not been successful in establishing 
contact with Kampuchea. Consequently the funds earmarked for this country over the last two 
years had not been utilized by this Member State and had therefore been used for technical 
cooperation programmes with Viet Nam and Laos and for fellowships in conformity with Health 
Assembly resolutionsP 

288. A recent agreement in the form of a Memorandum of Understanding between the Government 
of the Philippines and WHO was cited as an example of innovative approaches to improving 
collaboration and coordination in health. As a result of this a Philippines/wHO Health 
Development Coordinating Committee had been set up to promote national skills, national 
self-reliance, and technologies appropriate to the country's resources and the health, social 
and community development of the Philippines. 

289• As a possible mechanism for action, an approach such as that Memorandum of Understanding 
was supported, but questions of principle and procedure remained to be elucidated. It 
was agreed that the Board would return to examination of this matter in detail in all its 
aspects at its sixty-fifth session in January 1980. 

290. The estimates for this Region show an increase of $ 6 362 000 in 1980-1981 as compared 
with 1978-1979, as follows: 

1978-1979 1980-1981 
Increase over 
~1978- 1979 

US í j US $ US $ 
Country and intercountry activities ., . 23 037 800 28 947 200 5 909 400 

. 3 484 200 3 916 800 432 600 
111 000 131 000 20 000 

26 633 000 32 995 000 6 362 000 

291. The increase of $ 5 909 400 for country and intercountry activities represents 
approximately 93% of the total increase, the estimates for country activities being increased 
by $ 3 294 100 and those for intercountry activities by $ 2 615 300. The latter amount 
includes a provision of $ 643 600 under the Regional Director1 s Development Programme, for 
reallocation as required during the implementation year. 

292• The increase of $ 432 600 for the Regional Office is required for salary increments and 
other entitlements of existing staff, $ 329 100； temporary staff, $ 1600； duty travel, 
$ 11 100 ； health literature, $ 1300 ； public information supplies, $ 600; and common 
services, $ 88 900. 

293. The increase of $ 20 000 for the Regional Committee is required to cover increases in 
salaries of temporary staff and general operating expenses. 

Resolutions WHA29.23 and WHA30.2 5, on special assistance to Democratic Kampuchea, the 
Lao People1 s Democratic Republic, and the Socialist Republic of Viet Nam. 



CHAPTER III - FINANCIAL REVIEW 

1. Budgetary summaries and tabular material similar to those in the 1978-1979 programme 
budget document were contained in pages 33-91 of Official Records No. 250. The World Health 
Assembly, in resolution WHA31.23, had issued guidelines to the Director-General in respect of 
both real increases and cost increases to be reflected in the 1980-1981 programme budget. 
Cost increases had been made explicit in the Explanatory Notes to Official Records No. 250, 
pages 6 to 19. 

2. An analytical framework had been presented on pages 20 to 29, which for the 1980-1981 
proposed budget made possible a step-by-step review of the budget building process, reflecting, 
by comparison with the approved 1978-1979 budget level, real increases as well as cost 
increases - both those due to inflation and those due to currency changes. 

3. In accordance with the agreement with the United Nations Administrative Committee on 
Co-ordination the principle of "full budgeting" had been applied, i.e. the estimates included 
provision for all increases or decreases in prices arid salaries that could be foreseen or that 
resulted from projection of trends through the period covered by the estimates. 

4. In reviewing the overall balance of the proposed programme budget for the financial 
period 1980-1981, it was necessary to determine that the allocation of resources among pro-
grammes corresponded to the priorities of the Organization's work and also that the budgetary 
appropriations were both adequate and sufficiently flexible to enable the Director-General 
to respond to new initiatives of Member States in 1980-1981 in developing and implementing 
strategies and plans of action for !fHealth for all by the year 2000". The proposed programme 
budget for 1980-1981, had largely been worked out prior to the International Conference on 
Primary Health Care, but the Declaration of that Conference would be taken fully into account 
in working out the detailed application of the programme budget. 

5. The difficulty of establishing a fixed order of priorities was recognized, considering 
the magnitude, complexity and diversity of health problems in a changing world. WHO was 
increasingly called on to do more within its available resources. The development of the 
Seventh General Programme of Work offered an opportunity for a major redefinition of priorities 
for the work of WHO and Member States. 

6. The regular budget of WHO was only a small part of the resources which had to be made 
available in the global effort, but the quality and orientation of WHO'S programme budget 
were critical factors in realizing the leadership role of WHO in attaining the worldwide target 
The Second Development Decade of the United Nations envisaged a transfer of 0.7% of gross 
national product (GNP) from developed to developing countries. In fact, only about 0,3% was 
being transferred. If 2.0% of GNP were transferred for world development, as proposed by 
the Director-General, there was no doubt that health and education for all could be attained 
by the year 2000. The adequacy of the WHO regular budget thus depended on a dramatic awakening 
of the political consciousness and commitment of all countries throughout the world. Within 
the WHO programme budget there was room for flexible response, but the adequacy and flexibility 
of the WHO budget ultimately depended on the willingness of all Member States to work together 
and through their World Health Organization, in a spirit of mutual interdependence, self-
determination, and self-reliance in health. Given this, the goal of "Health for all by the 
year 2000" could be attained. 

Casual Income and the Effect of Currency Fluctuations 

7. The main source of casual income was interest on funds deposited with banks pending their 
disbursement for carrying out the Organization's programmes; the amount of such interest 
earned depended not only upon interest rates, but also on the timing of payment by Member 
governments of their assessed contributions to the regular budget. 

8. Casual income available at 31 December 1978 had been provisionally estimated at slightly 
over $ 7 million; casual income estimated to be earned in the course of 1979 would be 
approximately $ 8 million, thus making a probable total amount at the end of 1979 of 
$ 15 million. The approved budget for 1979 in respect of expenditures to be incurred in 
Swiss francs reflected costs converted at a budget rate of 2.17 Swiss francs per US dollar. 
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In the light of the serious drop in the value of the US dollar to a rate of Sw.fr. 1.55 in 
October/November 1978 and of Sw.fr. 1.62 per dollar in January 1979, the Board had agreed 
in resolution EB63 .Rl to recommend to the Health Assembly that in place of the maximum of 
$ 2 million previously approved in resolution WHA31.7, the amount of $ 15 million of casual 
income expected to be available during 1979 should be made available for use by the Director-
General to meet the adverse effects of currency fluctuations during 1979• With the full use 
of $ 15 million it would be possible to meet an average accounting rate of Sw.fr. 1.65 per 
US dollar. 

9. Assuming the timely payment of contributions by Member States, casual income to be earned 
during the biennium 1980-1981 might be estimated to be at least $ 15 million. It would be 
possible to make up to this sum available in order to meet any unfavourable effects of 
currency fluctuations should the US dollar on average fall below Sw.fr. 1.55 per dollar, the 
rate used for budgeting Swiss franc expenditure in the 1980-1981 programme budget. Conversely, 
should the average rate of the US dollar be higher than Sw.fr. 1.55 the surplus funds would 
be credited to casual income. The use of the full $ 15 million would enable the Organization 
to accommodate an average accounting rate down to Sw.fr. 1.39. If the average accounting 
rate proved to be about the budget rate, or higher, then casual income would accumulate in 
the biennium 1980-1981 and would be available to reduce assessments for 1982-1983. 

10. The situation with regard to the US dollar/Swiss franc rates of exchange can be 
summarized as follows: 

Sw. fr. 
Budgetary rate for 1979 revised as a result 
of approved supplementary requirements 2.17 

Average accounting rate for 1979 which could be met through the use 
of Casual Income ($ 15 000 000) to reduce the effect of 
currency fluctuations 1.65 

Budgetary rate for 1980-1981 applied in the 
proposed programme budget • • • • • • 1.55 

Average accounting rate for the biennium 
1980-1981 which could be met through the use of 
Casual Income ($ 15 ООО 000) to reduce the effect 
of currency fluctuations 1.39 

Accounting rate for October/November 1978 1- 55 

Accounting rate for January 1979 1.62 

11. WHO'S original approach to budgetary rates of exchange, developed during the years 
of monetary stability, was based on two interrelated factors: (a) the budgetary rate of 
exchange, i.e. the rate used in the preparation of the budget estimates, was set at a level 
which it was expected would be "realistic" in relation to the market rates of exchange 
during the financial period in question； (b) the rate should be adjusted if actual rates 
of exchange deviated significantly from the budgetary rate prior to or during the budgetary 
period. Such adjustments resulted either in increased assessments, if voted prior to the 
budgetary period or in supplementary budgets financed through casual income. 

12. This system had run into difficulties with the introduction of floating rates of 
exchange in 1971 ； consequently in almost every subsequent year since 1972, the budgetary 
rate had had to be adjusted after publication of the proposed programme budget, sometimes 
even twice. Sometimes, even after the two adjustments, the rate of exchange did not realistically 
reflect the average accounting rates during the budgetary period and the deficit had to be 
met through savings, including programme reductions. 

13. The Executive Board in January 1978 decided that the Programme Committee should try to 
find a long-term solution to the problem of currency fluctuations. A new approach to budgetary 
rates of exchange was proposed, as follows: (a) No attempt would be made to predict the 



evolution of the US dollar/Swiss franc rate of exchange during the forthcoming budgetary period. 
As already agreed by the United Nations agencies in Geneva, the budgetary rate of exchange 
would be the most recent United Nations operational rate of exchange known at the time when 
the budgets were being finalized: (b) The rate would normally be adjusted for significant 
movements in the value of the US dollar in relation to the Swiss franc prior to or during the 
financial period. 

14. There would be no need to increase the level of the budget by additional budgetary 
requirements or supplementary budgets if the US dollar should fall in value in relation to the 
Swiss franc. The shortfall arising from the lower value of the dollar income of the Organization 
in terms of Swiss francs would however be covered, within certain limits, through the use of 
casual income, but without affecting the budgetary rate of exchange and thus the budget level. 
Conversely, if the dollar should rise in value in relation to the Swiss franc, the savings 
under the regular budget would be transferred to casual income and would thus become available 
to Member States. 

15. In endorsing this arrangement for 1980-1981 in resolutions EB63.R1 and EB63.R7, the 
Board may have succeeded in protecting the programme budget from the affects of monetary 
fluctuations, at least to the extent that casual income is available to be used for this 
purpose ； in this connexion, the Board stressed how casual income depended on prompt payment 
of contributions. Accordingly, a long-term solution, which should work relatively well 
within well-defined limits, had been found to the financial problems created for WHO by the 
new international monetary system of floating exchange rates. 

Scale of Assessment and Amounts of Contributions 

16. The proposed WHO scale of assessment for the biennium 1980-1981 (Official Records No 250， 
pages 86-91) had been calculated on the basis of the United Nations scale of assessment for 
the years 1978 and 1979 ； it was the same scale as was adopted by the Thirty-first World 
Health Assembly with respect to the financial year 1979. The Organization's scale of 
assessment for the first time covered a biennial period ； and, pursuant to resolution WHA30.21 
in which the Health Assembly adopted revised Financial Regulations reflecting the biennial 
financial period, the assessed contributions of Members based on the scale of assessment would 
be divided into two equal annual instalments, the first of which related to the first year and 
the second to the second year of the financial period. Accordingly, the Director-General, 
after adoption by the Health Assembly of the revised scale of assessment, would inform Members 
of their commitments for the full financial period and request them to remit the first part of 
their contribution by 1 January 1980 and the second part by 1 January 1981. 



CHAPTER IV： BUDGET LEVEL AND APPROPRIATION RESOLUTION 
FOR THE FINANCIAL PERIOD 1980-1981 

1. A budget level had been proposed for 1980-1981 which called for a net real increase of 
only 2.03% over the sum of the effective working budgets for 1978 and 1979, or slightly over 
17o per annum. 

2. The total proposed effective working budget for 1980-1981 amounts to $ 427 290 000， which 
is $ 72 960 000, or 20.59% over the total of the approved budgets for 1978-1979, About 90% 
of this total increase represents cost increases due to inflation and to currency 
fluctuations - in other words, factors which are beyond the control of the Organization. 
As borne out, for example, by the summary table in paragraph 35 of the Introduction to 
Official Records， Ño. 250， in overall terms the programme budget proposals provide for a 
real increase in regional activities of 5.22% of the sum of the effective working budgets 
for 197 8 and 1979， as against a real decrease in headquarters, global and interregional 
activities of 3.22% of the sum of the two preceding budgets. Almost the entire cost 
increase of some 7.6% due to inflation relates to regional activities, whereas nearly all 
the cost increase of about 11% due to currency fluctuations relates to headquarters, global 
and interregional activities. In other words, except for the cost increase resulting from 
the declining value of the US dollar in relation to the Swiss franc, virtually all the 
proposed budgetary increase relates to regional activities. 

3. As indicated in the Explanatory Notes to Official Records No. 250 (paragraph 20)， an 
estimated amount of $ 4 400 000 has been shown in the proposed programme budget for 1980-1981 
as anticipated reimbursement of programme support costs by the United Nations Development 
Programme. Appendix to this report shows the approved 1978-1979 and proposed 1980-1981 
effective working budgets expressed in percentages, by appropriation section. Appendix 
illustrates in chart form the proposed use of the effective working budget for 1980-1981 by 
appropriation section, in percentages. Appendix is a chart showing the proportion of the 
1980-1981 increase over the 1978-1979 approved budgets of $ 72 960 000， or 20.59%, into real 
increase (2.03%), cost increases (7.60%)， and increases due to rates of exchange (10.96%)； 
and Appendix shows the real increase and decrease for 1980-1981 by region and headquarters, 
global and interregional activities in million US dollars. Appendix is a chart showing 
the real increase and decrease for 1980-1981 by region and headquarters, global and inter-
regional activities, in percentages ； and Appendices and show in chart form the cost 
increases - inflation and rates of exchange - for 1980-1981 by region and headquarters, global 
and interregional activities, in million US dollars and in percentages respectively. 

Main items accounting for the increase in the proposed programme budget for 1980-1981 

4. All figures, tables and appendices in this part of the report compare the 1980-1981 
proposed effective working budget of $ 427 290 000 with the budget level of $ 354 330 000 
approved for the years 1978 and 1979. 

Cost increases (Explanatory Notes, Official Records No. 250， page 23， steps 5 and 6) 

5. Out of the total increase of $ 72 960 000 an amount of $ 65 767 200, or 18.56%, relates 
to cost increases ； of this increase 
and statutory requirements, and $ 38 

Increase 

Policy organs 

US $ 

2 141 500 

an amount of $ 26 940 300, or 7.60%， relates to inflation 
826 900，or 10.96%, to rates of exchange as follows： 

Of the increase, $ 50 500 is required to cover expected 
additional printing costs due to inflationary trends in 
respect of the estimates for the Health Assembly and the 
Executive Board ； $ 1400 is to cover increased costs and 
changes in locations for the regional committee meetings. 
The balance of $ 2 089 600 is required to cover the re-
valuation of the Swiss franc expenditure pertaining to 
the Health Assembly and the Executive Board, in view of 
the new budgetary rate of exchange. 



Increase 
US $ ~ 

The regions 27 471 800 Of this amount, $ 26 060 300 is required to meet 
increased costs resulting from inflationary trends, 
entitlements of established posts, supplies, fellowships, 
and common services. The remaining amount of 
$ 1 411 500 is required to cover the budgetary rates of 
exchange of the CFA franc and the Indian rupee. 

Headquarters， 
global and 
interregional 36 153 900 Of this increase, $ 828 100 is in respect of statutory-

increases for the staff and expected inflationary trends 
in printing costs. The balance of $ 35 325 800 is 
required to cover the readjustment of the Swiss franc 
budgeting rate to Sw.Fr. 1.55 per US dollar. 

Total cost 
increases 65 767 200 

Real increases (Explanatory Notes, Official Records No. 250，pages 21 and 22，steps 1，2 and 3) 

6. The balance of the proposed increases for 1980-1981 - $ 7 192 800, or 2.03% - is for 
real increases, as follows: 

Increase 
US $""“ 

Policy organs 191 500 An increase of $ 327 000 is required： to meet the cost 
of the continued use of Arabic as a working language, as 
compared with the provision made for one year only -
1979 - in the preceding biennium, $ 219 100； the cost 
of a meeting of the Executive Board's Working Group on 
the Seventh General Programme of Work, $ 35 500； 
$ 72 400 for meetings of regional committees, of which 
$ 66 000 is in respect of the consultative group for 
programme development and budgetary questions at the 
European Regional Office. The increase of $ 327 000 
is offset by the savings of $ 135 500 in printing due to 
a reduction in volume and the issue in nonserial form of 
the volumes which are at present issued in the 
Official Records series. 

The regions 18 420 100 This amount represents the overall real increase in 
1980-1981 for the regions, and includes an increase of 
$ 1 294 600 over 1978-1979 in the Regional Directors' 
Development Programmes. Of this increase, $ 5 965 000 
represents a shift of resources from headquarters, 
global and interregional activities towards téchnical 
cooperation activities. 

Headquarters， 

global arid 
interregional 
activities' (11 418 800) Reductions of $ 11 769 400 result from： the posts 

abolished at headquarters, $ 8 838 700； consultants, 
$ 24 500 ； duty travel, $ 20 400； contractual services, 
$ 40 500 ； common services (including repayment of 
loans), $ 410 100； global and interregional activities, 
$ 2 435 200 (net decrease). These reductions are 



Increase 
US $ 

offset by increased provision totalling $ 350 600 for： 
electronic data-processing services, $ 20 400； 
temporary staff, $ 108 100； temporary advisers, 
$ 10 900; overtime, $ 8800; and printing of 
publications, $ 202 400. 

Total real 
i n c r e a s e s 7 192 800 

7. In concluding its consideration of the proposed programme budget for the financial 
period 1980-1981, the Executive Board endorsed the Director-General's proposals contained 
therein and also expressed its support for the effective working budget level of $ 427 290 000 
recommended by him for the biennium. As a consequence the Board decided, in resolution 
EB63.R8, to recommend that the Thirty-second World Health Assembly approve the draft 
appropriation resolution for the financial period 1980-1981 appearing on page 92 of 
Official Records No. 250. 


