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I . INTRODUCTION 

1 . In pursuance of its mandate set out in resolution EB58.R11 (May 1976), the Programme 

Committee has continued to monitor the imp lement at ion of the programme budget policy and 

strategy, on the basis of a report by the Director-General, and to report thereon to the 

Executive B o a r d . This year, in a somewhat different format, an attempt has been made to deal 

with the broad spectrum of health policies and strategies adopted by the World Health Assembly 

as reflected in resolutions WHA28.75, WHA28.76, WHA29.48, WHA30.30 and W H A 3 0 . 4 3 ,
1

 focusing 

especially on developments at regional and country levels. 

Outline of the report 

2. The report consists of four sections, of which section II, dealing with
 1

'Mechanisms for 

more effective technical cooperation", is the most substantial. This section highlights 

selectively the efforts made at regional and country level to carry out the approved programme 

budget policy and strategy with a view to bringing out the coordinating role of WHO in health 

matters and the guiding concept of social relevance embodied in the definition of technical 

cooperation. It has been written essentially to reflect the following processes: (i) the 

greater involvement of M e m b e r States in programme development; (ii) increasing use of national 

expertise at country level; (iii) experience with national health advisory councils; 

(iv) experience with the new system of programme budgeting at country level; (v) examples of 

efforts made by Member States to foster intersectoral approaches in planning and programming 

for primary health care; (vi) progress made in the establishment of regional and/or national 

health development centres; (vii) mechanisms instituted or envisaged to promote the concept of 

technical cooperation among developing countries (TCDC) as part of WHO's programme activities 

in countries; and (viii) increased use of nongovernmental organizations (NGOs), particularly 

at country level. Section III describes in summary form the way in which the budgetary and 

financial reorientation of the work of the Organization has proceeded towards the target set 

by resolution WHA29.48, which called for 60% of the regular budget to be devoted to technical 

cooperation. 

I I . MECHANISMS FOR MORE EFFECTIVE TECHNICAL COOPERATION 

T h e greater involvement of Member States in progranme development 

3 . It is now generally accepted that the regional committees are crucial for involving Member 

States more deeply in the work of the Organization, as part of the growing trend for the 

governing bodies to play a more active role in the Organization
1

 s work. All regional 

committees are currently completing their examination of the Director-General
1

 s study on WHO's 

structures in the lig}it of its functions, 2 each using the approach considered most appropriate 

to its own particular situation. The "parliamentary" strengthening of these committees has 

gained momentum over the last few years, and ways in which Member States are being more closely 

involved in all aspects of programme development at regional levels are described below. 

4 . A t its twenty-fifth session (September 1975), the Regional Committee for Africa set up a 

Programme Budget Sub-Committee to advise it on programme budget matters. This sub-committee 

participates in the regional programme meetings (responsible for the preparation of the 

regional programme budget for presentation to the Regional Committee) with one of its members 

as chairman. The Regional Committee has also set up working groups for monitoring the imple-

mentation of the budgetary reductions consequent to resolution WHA29.48 and for the structure 

study mentioned above, the second of which has undertaken a number of visits to countries. 

Other mechanisms now being experimented with include the establishment of an African Advisory 

Committee for Health Development and regional advisory groups for several programmes. The 

effectiveness of these latter mechanisms as promotional instruments for overcoming resistance to 

change at country level has yet to be clearly determined. 

1

 W H O Handbook of Resolutions and Decisions, V o l . II, 3rd e d ” 1979, p p . 1-3 and 102. 

Document DGO/78.1. 
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5. In the Region of the Americas，the Executive Committee - a nine-member working .group of 

the Directing Council which meets twice a year - formally presents the programme budget at the 

annual meeting of the Directing Council of the Pan American Health Organiz at ion/Regional 

Committee of W H O . This procedure was initiated in 1977 on the occasion of the seventy-fifth 

anniversary of the Organization and marked a dramatic shift in the extent and level of involve-

ment of Member States. This practice was further developed during 1978 and 1979 with informal 

review sessions between the Secretariat and the Committee. On a subregional level, there are 

numerous committees and intergovernmental groups which meet regularly, such as the Conference 

of Ministers Responsible for Health in the Caribbean, the Meeting of Ministers of Health of 

Central America and Panama, and the Meeting of Ministers of Health of the Andean Area. These 

committees provide guidance for the development of the Organization
1

s programme. 

6. With regard to the Eastern Mediterranean Region, there has also been a rapid increase in 

the use of expert and advisory panels for the formulation of collaborative programmes for the 

Region, particularly, for example, those dealing with primary health care. The 1978 

Ministerial Consultation on Health Services and Manpower Development was a landmark in the 

involvement of very senior national policy-makers, both inside and outside the health sector, 

in programme development. A group consultation with top-level representatives of Member 

States, to review and amplify the medium-term programme for health manpower development, was 

also held in 1978 and one of the ministers remarked: "Countries in the developing world are in 

I a state of health crisis and you deal with ministers of diseases rather than health; therefore 

delegates of countries are prepared to accept any resolution which appears to improve the 

situation even if it does not fit with their immediate plans or they cannot implement it". 

These are significant words that call for serious reflection: for example, what more needs to 

be done to bring about attitudinal changes, as explicit and intentional messages alone seem to 

be ineffective? 

1• It is perhaps interesting to note that, at least in some countries, there is a palpably 

changing attitude towards WHO and what WHO stands for; illustrative comments based on 

correspondence from a WHO programme coordinator (WPC) to the Eastern Mediterranean Regional 

Office are reproduced in Annex 1 by way of example. 

8. The Consultative Groups on Programme Development and on Budgetary Questions in the 

European Region were set up in 1977 and 1978 respectively. Their wide-ranging terms of 

reference include inter alia the setting of programme priorities; the review of ways of 

improving technical collaboration by involving more and more national institutes and agencies 

in the intercountry programmes; and assisting the Regional Committee in its deliberations on 

the programme budget. Further, the Regional Office is developing close and active collabora-

tion with intergovernmental organizations (IGOs) of paramount importance to the European Region 

such as the Council of Europe, the European Economic Community, and the Council for Mutual 

‘ Economic Assistance (CMEA). In this way, the Regional Office can influence decisions with 

significant bearing on matters of health and, conversely, it can pick up new trends of thought 

that are of importance in the development of its intercountry programmes. Thus, for example, 

decisions with particular reference to environmental protection are of great practical impor-

tance because most governments are bound by legislative measures to observe them. 

9. The Regional Committee for South-East Asia also has an active Programme Budget Sub-

conmittee which reviews proposals for the biennial programme budget developed by the national 

health authorities and the WPCs, and makes appropriate recommendations to the Regional Committee. 

There is a continuing dialogue between the Regional Office and governments for the formulation 

of intercountry programmes, W H O
1

s General Programmes of Work for a Specific Period and its 

medium-term programmes. This process of close consultation is a dynamic one which is 

constantly evolving in the light of changing country situations. Its purpose is to ensure at 

all times that the correct interface between countries' total programmes and WHO's collaborative 

programme can be identified, with a view to making the latter more responsive and relevant to 

the needs of Member States. Efforts are continuing to establish national government/wHO 

coordination committees following on the experiences gained from the work of the Royal Thai 

Government/wHO Coordination Committee, of which the WPC is a member. The Government of Nepal 

has already initiated action for the establishment of such a committee. 
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10. Two subcommittees of the Regional Committee for the Western Pacific that are active at 

present are those on the General Programme of W o r k and on TCDC. A committee that is similar 

in many respects to the Thai committee in South-East Asia is the Ph i1ipp ine/WHO Coordination 

Committee. This Committee has an intersectoral national representation and is in general 

responsible for assisting the Government and WHO iii all aspects of planning, coordination, 

implementation and evaluation of WHo/national collaboration. For example, it assists in the 

preparation and review of Philippine aspects of regional medium-term programmes in the light 

of the Organization's General Programme of Work; briefs national delegations to the World 

Health Assembly, Executive Board and Regional Committee; and reviews resolutions adopted by 

these bodies with regard to their implications for the country and makes appropriate recom-

mendations to the Government. 

Increasing use of national expertise at country level 

11. Greater use of national staff in the work of WHO in countries, it was suggested in the 

new programme budget policy and strategy,1 might serve to strengthen the effective delivery of 

WHO technical cooperation programmes and compensate for the limited number of WHO staff 

available. This included the subcontracting of technical cooperation activities to national 

institutions or centres, and the use of nationals as programme managers and as coordinators of 

all WHO activities in countries. 

12. Despite initial teething problems, some of which still need to be resolved, there seems 

to be little doubt that the experimental use of national personnel that is going on in the 

African Region is proving beneficial to countries. Eight WHO national programme coordinators 

(NWCs) have already been appointed, in Central African Empire, Congo, Ethiopia, Guinea, 

Liberia, Niger, Nigeria and Sierra Leone• Ghana and Kenya are scheduled to appoint their own 

NWCs in 1979 with Mozambique following suit in 1980. National teachers are used in the 

University of Benin's Faculty of Health Sciences, Cotonou, with WHO topping up their salaries. 

Nationals are also being utilized as and when required on a grant-in-aid basis in countries such 

as Burundi, Ethiopia, Kenya and Rwanda. A fine example of how the increasing use of national 

personnel in WHO collaborative programmes can act as a stimulus for the development of national 

self-reliance is the Government of Ghana's assumption of responsibility for the operation of 

the former UNDP/wHO research project on the epidemiology and methodology of schistosomiasis 

control in man-made lakes. Increasing use of nationals is also being made for consultant 

services in neighbouring countries, and as resource persons or temporary advisers for 

educational meetings. 

13. In the Region of the Americas, the use of nationals has been particularly successful in 

respect of the Pan American centres and for the implementation of programmes. The ongoing 

practice of seconding nationals to the Organization at regional, subregional and country levels ‘ 

has been a particularly gratifying experience. 

14. The Regional Office for the Eastern Mediterranean is also making increasing use of 

national expertise in WHO joint activities through the device of local subsidies, particularly 

in the less privileged countries which are more susceptible to the brain-drain. WHO-sponsored 

activities of short duration involving single countries (e.g., educational and other meetings) 

now place greater reliance on the participation of nationals for their preparation and execution, 

thus replacing international short-term consultants who were previously the automatic first 

choice for such tasks. There has been one experiment with a national coordinator of WHO 

collaborative programmes but this has not been entirely successful. An outstanding example of 

a major WHO activity run entirely by nationals is the Regional Teacher Training Centre in 

Shiraz, Iran. There are other spheres of activity in which national participation has become 

increasingly predominant, for example, in the compilation of a health information profile in 

Pakistan. 

1

 WHO Official Records, N o . 238, 1977, part II, Appendix 1, Annex I. 
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15. As the emphasis in the European Region is on intercountry activities, national experts 

are automatically involved in the development of most programmes. The use of collaborating 

centres involves large numbers of nationals in WHO activities in health, research and education. 

In addition, nationals frequently represent the Organization at international meetings and 

their participation and contribution in other country activities have always been significant. 

A good example is the WHo/uNDP food safety programme in Turkey, where up to six national 

personnel (senior medical officers and veterinarians) are involved at the administrative and 

implementation levels. Another example is the WHO/DANIDA postgraduate course in microbiology 

scheduled to take place in Rabat in 1979. There, the course director as well as two senior 

Ministry and National Institute of Health officials are all Moroccan nationals and are involved 

in the planning and organization of the course, with some assistance from a Danish co-director 

and some WHO staff members. 

16. The South-East Asia Region' s experience in involving nationals in the development of both 

country and country programme profiles has been very positive, even though the outcome in 

Indonesia and Sri Lanka was somewhat less successful than elsewhere, largely because of short-

comings in the preparatory phase. Participation in Burma, Mongolia, Nepal and Thailand was 

particularly from high-level officials, and the nationals overall showed a keen commitment to 

the profile concept because the usefulness of these profiles in their own health management was 

obviously understood. The value of an organized system of information to support planning, 

) monitoring and evaluation is now acknowledged and, in fact, these profiles have sown the seed 

for a broad-based national health information system to be developed around the nucleus of the 

existing health statistical services. Discussions with national authorities during the 

preparation of the Organization's programme budget have been effective in orienting thinking 

towards priority country needs. Some of the meaningful changes brought about in the original 

country proposals are reflected in the inclusion of programmes for the development of national 

health information systems and national centres for health planning and management； promotion 

of traditional medicine; reorientation of manpower development activities for primary health 

care support; and health services research. An increasing number of nationals are working 

on specific assignments in their countries under contractual service agreements. 

17. In the Western Pacific Region, national expertise is used particularly in the development 

of programmes of specific interest to the countries of the Region. Thus, there exist special 

committees on parasitic diseases, health services research, workers' health, cardiovascular and 

metabolic diseases, and diarrhoeal diseases. Working groups composed of nationals have been 

set up for leprosy, drug policies and management, prevention of blindness and food hygiene. 

Finally, mention should be made of the Regional Coordinating Group on the M e n t a l Health 

Programme, the Regional Advisory Panel on Acute Respiratory Infections, and the Regional 

Steering Committee on Schistosomiasis Japonicum, which have a predominantly national membership. 

> 18. Since 1977, all the regions have set up advisory committees on medical research (ACMRs), 

made up exclusively of national research experts from within the region. This decentralization 

of WHO research activities is already showing considerable impact at country level in terms of 

increase in research programmes, increase in relevance of research to local needs, and also 

increase in research resources, including manpower. 

19. At its twentieth session (June 1978), the global ACMR discussed methods of promoting 

coordination among regional ACMRs, with particular reference to its own role in this 

coordinating mechanism. Using the prevention and control of diarrhoeal diseases as a model, 

it decided that a Global Planning and Coordinating Group should be set up initially and that 

during the implementation phase this group should be transformed into the Global Steering 

Committee. The membership of the Coordinating Group was established as follows: the chairman 

of each regional planning group; two members of the global ACMR; and additional members of 

the regional groups or other seconded scientists depending on the expertise required by the 

agenda of the meeting. The secretariat consists of the responsible officer at headquarters 

together with the "focal points
1 1

 in each regional office and other officers with relevant 

responsibility. The main tasks of the Group are inter alia to obtain ail overview of the 

regional research programmes and identify and develop the first stage of a global programme to 

be presented to the next global ACMR meeting in November 1979. The Steering Committee is to 

handle such tasks as! collection and dissemination of information; maintaining a registry of 
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profiles of institutions and scientific personnel; and coordinating support and cooperation 

both between regions and on a global scale. 

20. The use of local subsidies 011 a continuing basis is worthy of further study. Such 

subsidies are often the key to implementing programmes. Moreover, they can be useful in 

promoting national self-reliance, for example by making possible national training courses 

which would otherwise have to be organized by WHO at higher cost. However, their continuing 

u s e for the same object of expenditure, particularly for salaries, could become counter-

productive by perpetuating national dependence on W H O and by serving as an obstacle to 

effective technical cooperation between countries and W H O . The aim should b e to use subsidies 

to promote new activities that form part of important country programmes until such time as 

the government can pay for these activities from its own budget, thus releasing WHO funds for 

y e t newer activities. For meaningful technical cooperation, WHO resources should rather play 

a catalytic role, with a discernible multiplier effect in a limited period of time. 

National health advisory councils 

21. It was suggested in the new programme budget policy and strategy that health policy 

formulation in countries could be made more effective by the establishment or strengthening of 

national health advisory councils.^ Such councils, it was pointed out, can bring together 

expertise representing a wide range of interests in health and in socioeconomic and political 

affairs (including the health service consumer), to explore health matters as they relate to 

socioeconomic development in general. The definition of such policies could give a signifi-

cant impetus to national health programme development. In addition, these councils could be 

used in an advisory capacity by WHO, thus strengthening the joint formulation of technical 

cooperation programmes. It would therefore appear opportune to examine the status of develop-

m e n t of these councils to date, with a view to determining h o w effective they have been so far 

in helping to reshape health policies. 

22. National health advisory councils, or similar mechanisms, exist in almost all the 

countries of the African Region, though with different approaches. Some of these mechanisms 

are outlined in Annex 2. In four countries (Congo, Gambia, Ivory Coast and Madagascar) plans 

are now under w a y for setting up formal councils of this type. In several other countries, 

however, the existing mechanisms are only sectoral (e.g., committees dealing with primary 

health care, nutrition, diarrhoeal diseases, etc.), and therefore promotive action is envisaged 

so that intersectoral councils are set up and properly utilized. 

23. In the Region of the Americas, the umbrella advisory council on health is not generally 

known, although there are national advisory councils covering broad fields such as economic 

and social development, social welfare, and development of science and technology. Involve-

m e n t of various sectors with health is usually assured through a lead department or agency 

which coordinates the other sectors. 

24. There are national health advisory councils or equivalent bodies in most countries of 

the Eastern Mediterranean Region, for example： Bahrain, Democratic Yemen, Egypt, Iran, Jordan, 

Kuwait, Lebanon, Saudi Arabia and Syria. Several other countries have interministerial 

planning committees which, in principle, serve similar purposes. 

25. In the South-East Asia Region，India set up a formal health advisory council, entitled 

the Central Council of Health, as early as 1952. This Council recommends broad lines of 

policy concerning all aspects of health programmes and consists of the Union Minister for 

Health and Family Welfare, who acts as chairman of the Council, and the health ministers of 

different states. The Council meets at least once a year and in 1978, for example, discussed 

the following subjects: a multipurpose workers' scheme to cover all districts by 1982-1983; 

training of traditional birth attendants; development of methods to attract medical and allied 

professional personnel to rural areas; strengthening of primary health care centres and 

1

 W H O Official Records, N o . 238, 1977, part II, Appendix 1, Annex I, para, 3.3.2. 
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subcentres; national policy for medical education; and adoption of health policy in line 

with the Alma-Ata Declaration. Other countries which have accepted the usefulness of the 

concept and are considering establishing such councils are Burma, Sri Lanka and Thailand. 

26. Other types of national mechanisms for advising on and coordinating health development 

exist in the Region. In Burma, for example, the national health services receive guidance 

from the Committee on Social Affairs of the Central Committee of the Burmese Socialist 

Programme Party. In Indonesia, the State Minister for People's Welfare, who holds the rank 

of Deputy Prime Minister, along with the Advisory Committee, coordinates all aspects of 

people's welfare, including health. In Thailand, while the National Economic and Social 

Development Board is considered the overall guiding body for socioeconomic development, other 

bodies have been used with considerable success. An ad hoc health subcommittee comprising 

health and other sectors is active during "plan
1 1

 preparation, while the Royal Thai Government/ 

WHO Coordinating Committee helps to guide and coordinate development efforts relating to health 

during the implementation stage. 

27. In the Western Pacific Region， the concept of national health advisory councils as 

described above is yet to develop to any significant degree. The equivalent of a national 

health advisory council has of course existed in some countries for years, for example, the 

Health Commission of New South Wales in Australia, and the Board of Health in New Zealand. 

) They have been effective in so far as they have been able to function within the political 

restrictions imposed upon them, and are deeply concerned with primary health care within the 

national context. 

28. From this overview it can be seen that countries have a variety of national mechanisms 

with differing levels of activity and degrees of authority. It is felt, and this is perhaps 

universally true, that it is still too early to determine the impact of broad-based councils 

or committees in the development of primary health care strategies in relation to the goal of 

health for all by the year 2000. While the establishment of sectoral health councils at 

intermediate and peripheral levels is in no way precluded as community motivation gathers 

momentum, it may well be that in the initial stages greater benefits will accrue through the 

health ministry concentrating on influencing economic and social development at central 

national level. It should also be the responsibility of the central level to set national 

standards and guidelines and to provide support and collaboration to the provincial, district 

and local community levels as required. Such decentralization would also facilitate inter-

sectoral coordination and eventually joint planning and management at provincial and more 

peripheral levels. Thus, in time, national health advisory councils and intersectoral 

approaches for primary health care may come to be considered together so as to enhance 

national commitment to health for all by the year 2000. 

I Experience with programme budgeting at country level 

29. Initiatives for improved programme development and management at all levels of the 

Organization were supported by the Executive Board and the World Health Assembly as part of 

the new programme policy and strategy. The Programme Committee has in recent years reviewed 

various aspects of the managerial processes for programme development (country health 

programming, medium-term programming, health programme evaluation and information systems) and 

this year it would appear time ly to examine the initial experience of programme budgeting at 

country level. 

3 0 . The programme budget for 1980-1981 was the first to be developed in accordance with the 

new procedure adopted in 1977 by the Thirtieth World Health Assembly (resolution WHA30.23).! 

In the past, the WHO programme budget had been built up from an aggregation of individual 

project proposals, each of which had to be planned in detail two or three years in advance of 

the implementation year. Such detailed planning, so far ahead of the operating year, was 

often out of phase with national planning processes, and necessitated frequent budgetary 

1

 See also, WHO Official Records, N o . 238, 1977, Part I, resolution EB59.R50 and Annex 7. 
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revisions. Accordingly, the new procedures approved in resolution WHA30.23 envisaged that in 

the early stages of the programme budget process national authorities and WHO would collaborate 

in identifying and developing priority programmes for cooperation, directed towards attaining 

national health goals defined in country health programmes, and expressed in terms of a general 

programme rather than in the form of individual projects or detailed activities. These 

programme proposals were to be presented in the regional programme budget documents in the 

form of "country programme statements" and "country planning figures*
1

. It was therefore 

intended that no country would be required to undertake any detailed programming steps for the 

sake of WHO's internal programme budgeting needs any earlier than the country was prepared to 

do for its own programming purposes. In practice, in some regions and countries programme 

budgets for 1980-1981 were based on detailed project proposals as in the past; in others, 

advantage was taken of the greater flexibility permitted by the new procedures. In both 

situations, however, the new procedures helped national planners to think first in terms of 

broad national health policies, strategies, priorities and programmes before finally deciding 

on specific projects and activities. 

3 1 . In the Eastern Mediterranean Region， a growing tendency of some governments to consider 

the country allocation as ail indicative planning figure of the UNDP/UNICEF type has been noted. 

Further, these countries generally expect that WHO will continue to provide funds equivalent 

to the original allocation; this trend seems, moreover, to be increasing, and this would seem 

to indicate that WHO was still being considered as a financing and supply agency by many 

countries, and not only in this Region. The concept of technical assistance rather than 

technical cooperation still prevails in some countries, owing largely to a resistance to 

change. The ongoing efforts of the WHO programme coordinators in this difficult process of 

bringing about change are to be intensified through continuing dialogue. 

3 2 . The actual apportioning of WHO funds between programmes is, of course, one of the steps 

in the process which is of general interest. No one criterion has been found universally 

applicable for this process and, furthermore, discrepancies between the WHO programme classifi-

cation as used for programme budgeting, arid national concepts of programmes, which are more 

horizontal in their approach, have in some instances caused major classification problems. 

Further, in some countries in the African Region, there was a lack of clear ideas for the 

utilization of WHO resources because of weaknesses in the planning mechanisms at the national 

level. Different interrelated factors have been used for apportioning funds between 

programmes, and the analysis made by the Western Pacific Region is of particular interest. 

To the extent that they appear to be universally applicable, these are listed below but riot 

necessarily ranked: 

(1) priority order of programmes as defined in national health and socioeconomic 

policies, plans/programmes (if any); 

(2) priority of the programme in relation to the Sixth General Programme of W o r k and to 

Health Assembly and Regional Committee directives; 

(3) availability of resources from all sources other than WHO regular or extrabudgetary 

funds for the national programme as a whole; 

(4) practicability of using intercountry programmes and staff to respond to some 

requests; 

(5) ability of the country to absorb collaborative inputs in the programme area under 

consideration; 

(6) possibility of integrating requested fellowships into proposals for each programme 

area, paying attention at the same time to the training capabilities of the country and 

the Region. 

33. Another principal drawback has been the late submission of detailed plans by governments, 

one of the reasons for this being differences in timing and duration between national and WHO 

budgeting processes. It is feared that this may in some cases lead to problems of timely 
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delivery in the implementation phase. Although action to offset this possibility is being 

undertaken, only actual implementation in 1980-1981 will reveal the seriousness of the problem. 

3 4 . Countries in the South-East Asia Region have focused attention since 1975 on establishing 

criteria for the allocation of resources among countries (i.e., country planning figures). 

On the basis of agreed principles, resource allocation criteria have been developed and guide-

lines for their application proposed. Details of the system are to be found in Annex 3 . The 

Regional Committee approved the application of the formula for the 1978-1979 and the 1980-1981 

financial periods, and the use of such a formula has now become an established procedure. It 

should also be noted that this year, the Regional Committee for Africa has also embarked on the 

search for a formula for country allocations that w i l l m e e t the specific requirements of the 

Region. 

35. Beginning some five years ago, and with a view to overcoming fluctuations in the value of 

the dollar and maintaining the level of collaboration with the least-developed Member countries 

of the Eastern Mediterranean Region, the economically better-off countries of the Region 

voluntarily agreed to divert a substantial share of their regular WHO budget allocation to the 

least-developed countries. WHO collaboration in the better-off countries has continued, 

either through funds-in-trust arrangements or other forms of cost-sharing, and these procedures 

are reflected in the regional programme budget for the 1980-1981 financial period. 

3 6 . In the European Region, it has now become quite clear that in the few Member States where 

there is no structured health plan, the new system of WHO programme budgeting requires the 

development of a new subsystem for programme budgeting at country level, particularly as there 

are no more WPCs in the region. So far, this has caused some practical problems in getting 

the more detailed planning started at country level, and further study and experimentation are 

called for. 

3 7 . Other experiences include the observation that many countries, for example in the African. 

Region, failed to explore the utilization of UNDP/United Nations Fund for Population Activities 

(UNFPA) resources in furtherance of health programmes, whereas some others inflated the funding 

from sources other than the regular budget through a desire to include "dream
1 1

 programmes for 

which funding was not sufficiently certain. In the American Region, through the American 

Region Programming and Evaluation System (AMPES), the basis for identifying and quantifying 

country needs and relating them to capabilities and available resources on the one hand, and to 

the policies and strategies of the Organization on the other, has been strengthened so that it 

permits a continuing dialogue (Organization/Member States), and not simply a response to 

special individualized national interest. 

3 8 . On the whole, it can be said that further experience is still required for the develop-

ment and correct application of the most effective procedures for programme budgeting at 

country level appropriate to each situation. The principle of learning by doing is as true 

here as it is in most spheres of WHO activities. 

Intersectoral approaches for primary health care 

39. The Alma-Ata Declaration^- is unequivocal in its statement that the essential components 

of primary health care can only be attained by an intersectoral approach, and that primary 

health care itself is indispensable for the realization of the Organization's social objective 

of "health for all by the year 2000". A much greater degree of promotional aggressivity on 

the part of the Organization and its Member States is urgently needed to get countries to think 

along these lines. The country health programming process is one useful managerial tool for 

bringing about this awareness, and yet the permanent national mechanisms necessary to ensure 

the continuity of the process hardly exist in any country; this is due in part to the fact 

that the politico-bureaucratic changes and reallocation of resources necessary are often 

unacceptable. 

1

 Alma-Ata 1978; Primary health care. (Report of the WHo/uNICEF International Conference 

on Primary Health Care, Alma-Ata, USSR, 1978). Geneva, World Health Organization, 1978, p . 2. 
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4 0 . In planning for h e a l t h for all
1 1

, the critical question in many cases w i l l not be how to 

improve efficiency in existing systems, nor how to provide more of the same services to the 

same people by basically the same kind of delivery system. Rather, it will be a matter of 

determining where fundamental change or redirection is needed. In this connexion, important 

meetings have been taking place since the Alma-Ata Conference between WHO and UNICEF at the 

headquarters level. One of the major recommendations of the twenty-second session of the 

UNICEF/WHO Joint Committee on Health Policy (January 1979) was to undertake joint training and 

orientation for UNICEF/WHO staff through workshops and seminars to ensure their dynamic and 

informed support for primary health care at all levels of both organizations.丄 In addition, 

the participation of other bodies, in particular UNDP, is to be encouraged. 

4 1 . The first such workshop will be held in Mozambique in December 1979 for six English-

speaking countries. A similar workshop for French-speaking countries in the African Region 

is proposed for 1980. UNICEF has already approached its other regions to inform them of the 

workshop in Mozambique and to invite their views on holding similar workshops in their region 

in 1980. Each participating country w i l l send two top-level representatives: one from the 

health sector and another from a health-related sector. The workshop is seen as one event in 

a dynamic process, starting with pre-workshop activities at the country level and resulting in 

concrete follow-up action by the country team (national staff/wPc/uNICEF/uNDP). 

4 2 . From 1975 to 1979, some 16 countries in the African Region have initiated or plan to 

initiate the country health programming process. The multidisciplinary nature of the national 

teams involved is gradually increasing and joint programming with other United Nations agencies 

is envisaged in some countries. There are some examples of conscious effort in the Region to 

place health development within the broad spectrum of community development, be it at urban, 

semi-urban or rural levels. These include, by way of example, the Specialized Intersectoral 

Committee reporting to the Higher Platming Council (Madagascar); the Restructured National 

Health Service with Regional and National Coordination Councils for Health (Mozambique) ； the 

Rural Extension Development Committee reporting to the National Rural Development Council 

(Botswana) ； and the Technical Management Committee (Ghana). 

4 3 . The Fourth Special Meeting of Ministers of Health of the Americas (September 1977) 

established guidelines for the extension of health service coverage using primary health care 

and community participation strategies. In Cuba, Guyana and Honduras, strategies have been 

formulated by the health sector with significant political and social welfare involvement. 

Countries with integrated regional development programmes in large population centres include 

Brazil, Ecuador, Mexico and Peru; those with rural emphasis include Bolivia, Costa Rica and 

Dominican Republic. The integration of water supply and sanitation activities into the 

primary health care approach has been fostered through programmes in El Salvador, Nicaragua and 

P a r a g u a y . These countries have established basic rural sanitation programmes for semi-

concentrated rural populations and small villages. The programmes are multidisciplinary and 

are financed by one or more agencies such as the World Bank, UNICEF and UNDP. 

4 4
#
 In the Eastern Mediterranean Region, steering committees for country health programming 

have become widely representative of interests outside health. A good example is Democratic 

Yemen, where primary health care has been identified as the main solution to most health 

problems and whose country health programming steering committee is composed of representatives 

of 11 ministries and agencies outside the Ministry of Health. A number of countries within 

the Region are expanding the decentralization of responsibility, which effectively calls for a 

m o r e meaningful intersectoral effort at the periphery: notable examples include Egypt, Libyan 

Arab Jamahiriya and Sudan, which have introduced variable - and in some cases extreme - degrees 

of decentralization, with full local responsibility for health action. 

4 5 . Country health programming is being used in the European Region to promote intersectoral 

approaches in planning and programming at country level. Algeria has reviewed the possibility 

of using the country health programming process to promote primary health care, using as a 

1

 Document EB64/l979/REc/l, Annex 3. 
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basis the country health programme formulated in 1975. At its Twenty-ninth session in 

September 1979， the Regional Committee for Europe w i l l discuss "Primary health care, as an 

integral part of comprehensive health services". The discussions will give the Regional 

Office an indication of how Member States intend to promote the implementation of the Alma-Ata 

Declaration. 

46• In the countries of the South-East Asia Region， intersectoral coordination occurs 

predominant ly through planning in the economic sectors. Major development programmes, such as 

the Mahaveli project in Sri Lanka, employ the planning inputs of several sectors, including 

health. When the central planning bodies examine the sectoral proposals for the five-year 

plans, the interlinkages between health and other sectors are identified and coordination 

mechanisms established. Attempts are being made through country health programming to identify 

linkages at the sectoral planning stage in order to maximize intersectoral coordination for 

health development. In Indonesia, plans and programmes at the provincial and community level 

for primary health care utilize the joint inputs of the Ministries of Health and Education as 

well as those of other ministries such as Agriculture, Irrigation and Rural Development. In 

some government programmes, formal agreements are made between the Ministries of Education and 

Health for the use of teachers as primary health care workers. Engineers, agricultural 

supervisors and planners, all from different sectors, participate in their training programmes. 

In Burma, the environmental sanitation programme is planned and implemented in a coordinated 

manner with several ministries, including Agriculture and H o m e . Likewise, in the family 

health programme and particularly in the nutrition subprogrannne, the Ministries of Health, 

Agriculture and Education work in very close cooperation. 

Regional and/or national health development centres 

47• In the Executive Board's document entitled "Formulating strategies for health for all by 

the year 2000",1 it was suggested that ministries of health should consider establishing or 

strengthening one or more national centres for health development. These centres would deal 

with the development of country health programming, the investigation and clarification of 

management aspects of the development of primary health care, and the related health services 

research. Such centres should then be linked together in regional networks as part of the 

implementation of TCDC, and placed at the disposal of other countries as subregional or regional 

centres. 

4 8 . In the African Region， the Public Health Institute of Cotonou, which was developed in 

collaboration with the University of Benin and WHO, has been reoriented to improve its coopera-

tion with the health development of the Region and has become the first subregional health 

development centre. It will thus be the first component in a network of national centres to 

be aggregated into subregional centres; the objective will be to create a similar network in 

the other two African TCDC subregions. The main functions of these centres will be training 

and exchange of information in the field of management services and in the development of health 

programmes, as well as the promotion of health development research. Emphasis will be placed 

on: (a) socially relevant programmes which the governing bodies have recognized as having 

priority (primary health care, Expanded Programme on Immunization, water supplies, environmental 

sanitation and nutrition) ； (b) programmes concerned with maximizing the managerial efficiency 

of health care delivery services (information systems, country health programming, programme 

budgeting, evaluation); and (c) mechanisms for joint consultation in action for health develop-

m e n t such as national advisory health councils and national health development centres. This 

network of centres w i l l collaborate closely with all bodies actively involved in the overall 

socioeconomic development of the Region, especially the Organization for African Unity, the 

Economic Commission for Africa and the African Development Bank. 

4 9 . Regional health development centres as such do not exist in the Region of the Americas. 

The Pan American centres, however, have been carrying out work at subregional and/or regional 

levels in the spirit of TCDC, providing the needed m i x of advisory services, education and 

training, research and information exchange. Examples of such centres include: the Institute 

Document WHA32/1979/REC/1, Annex 2. 
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of Nutrition of Central America and Panama (INCAP); the Pan American Center for Sanitary 

Engineering and Environmental Sciences (CEPIS); the Caribbean Epidemiology Center (CAREC); 

and the Caribbean Food and Nutrition Institute (CFNI). 

50. In the Eastern Mediterranean Region, the agréement signed with the School of Public 

Health at the University of Teheran in 1974 was the first regional example of the establishment 

of a health development centre; a similar agreement was signed in 1978 with the University of 

Bu Ali Sina in Hamadan, but the impact of recent events in Iran on these centres has yet to be 

assessed. In Egypt and Sudan, the prospects of establishing additional health development 

centres are at present being explored. Although the collaborative agreement with the 

Ben Gurion University of the Negev, Beersheba (University Centre for Health Sciences), was not 

originally envisaged in the context of a health development centre, it, too, embodies a number 

of features common to such centres. Certain institutes have also been identified which, while 

prima facie they may not fully qualify as health development centres, do in fact fulfil a 

number of the functions of such centres. These include institutes for national planning (such 

as exists in Egypt), economic development (Iran, Kuwait, and Pakistan), and development 

planning (Syrian Arab Republic). 

51. Emphasis is on national rather than on regional health development centres in the 

European Region, in view of the great diversity of centres in different fields and the already 

well-established and traditional administrative structure. In certain European countries, 

university departments and institutes play the role of regional health development centres, in 

which health personnel from the Region are trained in health management/administration. 

52. The concept of regional health development centres has been somewhat modified in South-

East Asia, preference being given to the development of a network of national centres. To 

date, five countries (Bangladesh, Burma, Indonesia, Nepal and Thailand) have expressed interest 

in the establishment of national training and research centres for health development and 

management, two of which are already well advanced in their plans. These are Indonesia, \diich 

already has a focus of health services research established in Surabaya and is now interested 

in establishing a continuing health management training capability in Djakarta; and Thailand, 

where steps have been taken towards establishing a national collaborative centre for health 

planning and management. In fact, the country health programming undertaken in Thailand in 

1975 led to a tremendous increase in interest in health planning and management on the part of 

the Ministry of Health. The provision of training in planning and management became a primary 

concern, especially for provincial and district level staff, and this gave birth to the idea of 

setting up a regional network of training and research activities in this field. A policy 

formulation meeting held in 1978 produced the first draft proposals and the centre is expected 

to be formally established in late 1979. Proposed activities of the centre include the 

establishment of a health planning and management learning model, and of a planning and manage-

ment documentation service, as well as a regionalized training programme. Studies on health 

problems of current interest will also be conducted or sponsored. 

53. In the Western Pacific Region, some progress is being made in creating a regional health 

development centre in the South Pacific by using the resources of the University of the South 

Pacific (USP) in Suva. A joint USP/WHO course in programme management was conducted in 1978 

and a second course, on hospital administration, will be run in 1979. A new element will be 

introduced in 1979 whereby a WHO-sponsored fellow from a South Pacific country will take part 

in the USP management course and will not only contribute to the preparation of the course but 

also receive credits towards a diploma in management. WHO is also working with USP on the 

feasibility of using satellite communications for the continuing education of health personnel 

in the South Pacific countries. 

54. The Korean Health Development Institute, Republic of Korea, provides training in planning, 

management and research. Recently designated a WHO collaborating centre in health services 

research, it could very well combine this function with that of being a health planning centre 

with funding from WHO and bilateral sources (e•g*
 9
 USAID)• Other developments concern national 

rather than regional centres. The idea of a collaborating centre in country health 

programming, to serve as a training, research and consultative unit in management, is, for 

example, well accepted in Malaysia. It has not yet, however, been decided whether this will be 
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one institution or a group of institutions, which will undertake work for the Ministry of 

Health in their own special fields. In the Philippines, the Ministry of Health envisages a 

country health programming collaborating network through a consortium of institutions. 

Technical cooperation among developing countries (TCDC) 

55• The magnitude of global health problems presents common challenges to all countries; 

many of the solutions may be found through increased technical cooperation among countries. 

This is especially true of developing areas, which face the m o s t urgent health problems, and 

the planning of TCDC approaches as part of the WHO programme is thus a firm part of the n e w 

policy and strategy. TCDC is a process of establishing cooperative activities between 

countries with the aim of developing mutual and collective self-reliance in social and economic 

affairs. This type of cooperation is now recognized as an important instrument for techno-

logical liberation of developing countries. 

56. A variety of ongoing activities that involve TCDC has, of course, been carried out with 

the collaboration of WHO： for example, the use of nationals from neighbouring countries as 

consultants, the exchange of experts in all fields, the placement of fellows in national 

institutions in countries other than those of their origin, and so forth. What is perhaps 

new, or at least requires greater emphasis, is the more systematic search for new mechanisms 

to foster TCDC and ultimately strengthen regional self-reliance. After the United Nations 

Conference on TCDC held at Buenos Aires in 1978, technical cooperation in th« field of health 

among developing countries was the subject of the Technical Discussions at the Thirty-second 

World Health Assembly (May 1979). Selected WHO priority programme areas (primary health care, 

appropriate technology for health, action programme on essential drugs, Special Programme for 

Research and Training in Tropical Diseases, Expanded Programme on Immmiization, water supply 

and sanitation, nutrition, and health manpower development) were reviewed in order to identify 

the components and approaches that could be developed for effective T C D C . Some of the recent 

developments in TCDC are described b e l o w . On the whole, however, WHO's activities for 

fostering TCDC are still in their infancy and, in collaboration with Member States, more 

imaginative approaches need to be formulated. Indeed, responsibility for promoting and 

monitoring TCDC activities could well become a function of regional, subregional and/or 

national health development centres. 

57. Global responsibility for TCDC has been vested in the Regional Office for the Americas， 

which also serves as the regional focus for TCDC activities. In September 1978, the Pan 

American Sanitary Conference/Regional Committee requested the Director to establish a working 

group at high policy level to study and formulate strategies for the promotion of the TCDC 

concept in the Region and to establish and maintain an information bank that would provide 

countries with data on technical expertise, training courses, equipment, etc. Through the use 

of AMPES (see paragraph 37 above), some countries - for example, Peru - are beginning to include 

information which can be used for TCDC activities. Close collaboration between country 

representatives and the UNDP resident representatives in terms of information exchange on 

national capabilities is being promoted, as well as linkages between the Region' s system of 

information and UNDp/lNRES (UNDP Information Referral System for Technical Cooperation Among 

Developing Countries). Subregional groups such as those cited in paragraph 5 above play an 

important role in promoting TCDC, since they represent intercountry concerns and proposals at 

ministerial level for improving health services in the countries involved. Established three 

years ago under the aegis of the United Nations Economic Commission for Latin America (ECLA), 

the Caribbean Development and Cooperation Committee (CDCC) has expressed its support for 

operations with TCDC implications among its member countries. In this connexion, current 

developmental activities include the establishment of a network of information units for the 

Caribbean, with environmental and health data for each of the countries, and, in collaboration 

with United Nations Emergency Operations (UNEO), the formulation of an environmental strategy 

for the greater Caribbean region. 
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58. As indicated in last year's report^- to the Committee, both the African and Western 

Pacific Regions have established TCDC subcommittees which meet annually. The African 

Standing Committee on TCDC has divided the Region into three TCDC subregions (each with its 

o w n subregional working group), and the multidisciplinary structure of the Regional Office has 

b e e n adapted to the subregional structure. Proposals have also been put forward to establish 

TCDC focal points at country level. In South-East Asia， the adoption of the Charter for 

H e a l t h Development, described in the 1978 report, is ail example of the political commitment of 

the governments of the Region to mobilize the much-needed resources available among them in 

order to achieve rapid socioeconomic development and self-reliance. 

5 9 . In two regions, important developments in TCDC are to be noted in the field of local 

production of drugs and vaccines. In South-East Asia, two intercountry meetings were held in 

1978: a workshop on quality control of drugs and a seminar on drug policies and management. 

Feasibility studies are now under way with WHO support on the transfer of technology for local 

production of essential drugs in the Member countries of the Region. Further, a consultative 

m e e t i n g on planning regional self-sufficiency in vaccine production for the Expanded Programme 

on Immunization was held to identify centres of vaccine production and determine the productive 

capability of each country. In the Western Pacific Region，a new activity concerns the 

possibility of bulk purchasing of pharmaceuticals in the South Pacific. As yet in a develop-

m e n t a l phase, this is an excellent example of the TCDC approach, in which all the South Pacific ! 

Island countries and territories, including Papua N e w Guinea, are likely to participate. In 

collaboration with the South Pacific Joint Pharmaceutical Services Commission (SPPC), WHO is 

playing a leading role in the preparatory phase. 

60. In the European Region，the Mediterranean Action Plan is a programme primarily based on 

technical cooperation among the Mediterranean countries, stimulated by the common problem of 

the progressive deterioration of the environmental quality of the sea and its growing ill-

effects on m a n . Extensive cooperation with or without WHO participation also exists between 

Member States of the Region - for example, between Denmark and the United Kingdom (Scotland) 

for cancer services, between the United Kingdom and the Netherlands in a nursing programme, 

between the Federal Republic of Germany (DUsseldorf) and the United Kingdom (Edinburgh) in 

health education; there are also networks of pilot areas in cardiovascular diseases and mental 

h e a l t h . 

6 1 . Information is crucial for effective TCDC collaboration, and the South-East Asia Region 

is making a special effort to strengthen and develop activities in this direction. These 

include the establishment of a directory of training institutions in the Region. Collabora-

tion between the Regional Office and the South-East Asian Medical Information Centre (SEAMIC) 

in the field of library information services is proceeding satisfactorily. 

{ 
6 2 . Also in the field of information, the regional library services in the Eastern Mediter-

ranean Region now constitute a useful network whereby any health teacher or health scientist 

in the Region can get access to the world health and biomedical literature. The network 

consists of the Regional Office Library with its ties to the National Medical Library in 

Teheran (the WHO regional medical library, so designated in 1978), and to the National Library 

of Medicine in the United States of America and two European libraries, as well as a series of 

designated focal point libraries in all Member States of the Region. 

Nongovernmental organizations (NGOs) 

6 3 . To make more effective use of nongovernmental organizations (NGOs) is one of the suggested 

approaches of the new programme budget policy and strategy. This would increase programme 

effectiveness while reducing WHO's staff establishment and expenditure of the Organization's 

resources• Cooperation in many fields of health has, of course, existed with various NGOs 

over the years, particularly for the prevention of such diseases as tuberculosis, leprosy, 

cardiovascular diseases and cancer, and for the promotion of family planning. 

Document Евбз/7, Annex. 
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6 4 . For the present, it can generally be said that for all regions no uniform effective 

method or approach exists for fostering closer cooperation between WHO and national and inter-

national NGOs for activities at country level. Some dialogue exists between the WPC/NWC and 

many of the NGOs, but much more needs to be done to tap the expertise and country experience 

possessed by these organizations. Professional associations of doctors, nurses, etc., are 

frequently ignored by WHO and governments. They and other NGOs could be encouraged to broaden 

the scope of their work and coordinate their efforts. A high proportion of curative services 

and training programmes in rural areas is run by nongovernmental and religious organizations; 

many of these institutions and groups are not necessarily in official relationship with WHO, 

and yet their contributions are important for the widespread delivery of primary health care. 

In many countries, organizations such as the National Red Cross, the World Federation of 

National Red Cross, Red Crescent and Red Lion and Sun Societies (League of Red Cross Societies) 

and women's associations are playing an active role, but many of these bodies have tended to 

look to WHO for collaboration in their country activities, and not the other way round. On 

the whole, therefore, successful collaboration has been largely with professional groups in 

the clinical medical field, and other mechanisms need to be developed to promote a new-style 

collaboration in primary health care and community development in all areas. 

65. In the area of disaster preparedness in the Region of the Americas, increased cooperative 

activities at both national and international level have taken place between the Regional 

\ Office and the League of Red Cross Societies. In the Eastern Mediterranean Region, collabora-

tion with the International Agency for Prevention of Blindness in setting up a regional centre 

is to be noted. In the area of primary health care, activities are being carried out in 

conjunction with NGO mission groups in southern Sudan. 

66. The Regional Office for Europe is now entering into working relations with certain NGOs 

where the benefit to the WHO programmes would be in a wider context than any one narrow medical 

field, for example, the International Medical Association for the Study of Living Conditions 

and Health (AMIEV) and the International Federation of Telephonic Emergency Services (IFOTES). 

It is felt that the NGOs are, but can be more widely, used for the organization of conferences 

or other meetings in line with the Region's programme activities, for the collection of infor-

mation, and for advising WHO on technical matters or preparing necessary material. NGOs 

could also be more widely used for promoting change at the national level: for example, on 

several occasions, the International Federation of Pharmaceutical Manufacturers Associations 

and the World Federation of Proprietary Medicine Manufacturers have expressed interest in 

catalysing training and research. 

6 7 . With increasing emphasis on primary health care and integrated rural development, and 

NGOs' interest in these areas, the South-East Asia Region is studying the modus operandi for 

< closer functional and programme collaboration. Among proposals under consideration are: to 

“ invite NGOs to participate in country health programming, particularly those with a large 

number of programmes in priority areas at the national level; to exchange information with 

NGOs on respective technical cooperation activities in the major programme areas of the Region; 

and to arrange closer liaison at country level between the WPCs and the representatives of 

major N G O s . Those involved in primary health care and related areas in the Region were invited 

to participate in the July 1979 Meeting on Financing of Primary Health Care Programmes in Asia. 

This meeting was coordinated with the Eastern Mediterranean Region as two countries of that 

Region - Afghanistan and Pakistan - also participated. 

68. In the Western Pacific Region， in Papua New Guinea for example, the contribution of 

missionary societies to health development, particularly primary health care, is remarkable and 

their services are fully integrated into the national health system. Recently, there has been 

closer collaboration between WHO and these societies through their respective coordinators
1 

offices. 

III. BUDGETARY AND FINANCIAL IMPLICATIONS 

6 9 . In resolution WHA29.48, the Twenty-ninth World Health Assembly requested the Director-

General to reorient the working of the Organization with a view to ensuring that allocations of 

the regular programme budget reach the level of at least 60% in real terns towards technical 
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cooperation and provision of services by 1980. The Director-General responded to this request 

by developing a strategy for the biennia 1978-1979 and 1980-1981 to release regular budget 

resources at headquarters and in regional offices and shift those resources to activities that 

could be "pragmatically identified" as technical cooperation.1 It was proposed to measure 

the shift of resources in 1978-1981 within the 1977 budget level and on the basis of 1977 

costs, in order to measure compliance "in real terms" with the 60% technical cooperation 

target set by resolution WHA29.48, without adjustment for cost increases and monetary exchange 

fluctuations. In May 1977 the Thirtieth World Health Assembly, in resolution WHA30.30, 

approved the programme budget strategy and affirmed that it provided a basis for full response 

to the programme budget policy directives of resolutions WHA28.75, WHA28.76 and WHA29.48. 

70. The programme budget strategy is being fully implemented in the current biennium 1978-

1979 and the programme budget for 1980-1981. The phased reduction of established posts 

funded from the regular budget, particularly at headquarters, affects 260 posts in 1978-1979 

and another 110 posts programmed for abolition in 1980-1981, or a total of 370 posts eliminated 

during the period 1978-1981. Cutting down establishment expenditures, streamlining 

operations, and phasing out projects and activities which have outlived their usefulness have 

released a cumulative total of $ 43 264 880 in resources made available for new or increased 

technical cooperation in 1978-1981. 

71. The use made of these resources is shown in the approved programme budgets for 1978 and 

1979^ and for the financial period 1980-1981.^ The uses of resources include: (1) increases 

in existing global and interregional technical cooperation; (2) additions to newly established 

global technical cooperation programmes such as the Expanded Prograinme on Immunization, the 

Special Programme for Research and Training in Tropical Diseases, and the programme for the 

prevention of blindness; (3) increased allocations to the Director-General
1

s Development 

Programme; (4) increased allocations to the Regional Directors
1

 Development Programmes from 

resources released from headquarters and interregional activities; (5) increased technical 

cooperation within existing regional allocations; and (6) direct transfers to the regions. 

72. The resulting level of pragmatically identified technical cooperation by the end of the 

biennium 1980-1981 is at least $ 87 910 934 at 1977 costs. Within the 1977 budget level of 

$ 146 900 000, this represents a proportion of at least 59.8% of the regular programme budget 

devoted to technical cooperation, or approximately 60% in accordance with the approved 

programme budget policy and strategy. 

IV. CONCLUSION 

73. Interpreting resolution EB59.R9 (January 1977) in its broadest context, it is proposed 

that the M o n i t o r i n g " report should in future concentrate selectively on important developments 

in the Member States and the Secretariat which are aimed at the implementation of current 

policies and strategies - particularly those dealing with
 t r

health for all by the year 2000". 

It may be said with justification that the basic philosophy of the historic resolution WHA29.48 

was the precursor of the social revolution enshrined in resolutions WHA30.30 and ША30.43. 

Quantitatively speaking, the stipulations of resolution WHA29.48 have been met; and yet "the 

gap between the health levels of developed and developing countries" is still so disturbingly 

wide as to warrant the Organization's preoccupation and constant vigilance with regard to 

h e a l t h for all". 

1 For the "pragmatic identification" of technical cooperation, see WHO Official Records, 

N o . 238, 1977, part II, paragraphs 12 and 13. 
2

 WHO Official Records, N o . 236, 1976. 
3

 WHO Official Records, N o . 250, 1978. 
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74. The attainability of this social objective w i l l to a very large extent depend on the 

commitment and aggressivity of the Member States themselves. Their wholehearted identifica-

tion with the objective is an essential prerequisite for success. This notwithstanding, it 

is clear that the Organization w i l l continue to have a vital role to play: it must provide 

technical and material support where they are needed; it must disseminate selective and 

re levant information for health development; and, above all, it must maintain effective 

channels of communication between all echelons, because constructive dialogue is a sine qua non 

for concrete action to solve problems and to ensure that appropriate course corrections are 

made at the appropriate time. The trends highlighted in this report, important as they may 

be, mark only a beginning in the long journey to "health for all by the year 2000". The 

right type of
 ,,

co^шпunication
l,

 will encompass, to use the words of one region, " . . . a two-way 

process that involves more than verbal, explicit or intentional messages. It includes all 

the processes by which people influence one another; in short, it is the central part of 

everything we do in life. For communication to take place, there must be a sender, a message, 

a channel, a common language, a receiver, attention on the part of the receiver, time for the 

process to take place and one or more purposes to be served
1 1

. 

75. The comments and guidance of the Programme Committee and of the Executive Board, 

particularly on the proposal made at the beginning of these concluding remarks, would be 

appreciated. 



EB65/PC/WP/2 

page 18 

A N N E X 1 

COMMENTS RELEVANT TO AN AFFLUENT COUNTRY IN 

THE EASTERN MEDITERRANEAN REGION 

The ill-developed and, in some cases, tion-existent health services in SL particular country 

in the Eastern Mediterranean Region w e r e , initially, the subject of sporadic and fragmented 

planning as compelling reasons for accelerated development arose in the wake of sudden economic 

affluence. This planning also tended to be oriented to curative services, with an obvious 

bias towards the visible and the spectacular, thus generating capital-hungry projects. The 

prevalent constraints of inadequate infrastructure and critical shortages of trained manpower 

attracted a horde of professedly
 f l

non-profit-making" advisory groups, bilateral assistance 

agencies and the like w h i c h , while in search of petro-dollars, attempted to perpetuate a state 

of dependence on them to the detriment of comprehensive, integrated and realistic health 

planning and implementation. 

At the same time, there was scant knowledge of the potential of WHO's resources and 

expertise for use in planning for a balanced and realistic development of health services. 

The authorities, while leaning 011 contractual sources for advice and assistance, appeared to 

be content with the concept that W H O
1

 s relationship with Member States was that of donor and 

recipient, and therefore not quite applicable to the country's affluent circumstances, except 

in some specific fields such as malaria and cholera control. WHO's own philosophical and 

conceptual change from a donor-recipient relationship to that of technical cooperation with 

M e m b e r States, accompanied by the persistent generation of interest and knowledge at country 

level over the past four years - bringing the realization that W H O is perhaps the only source 

that can provide the country with the neutral and objective advice it needs for the cohesive 

and comprehensive development of health services - has, happily, changed that attitude. There 

is n o w a growing desire to rely on W H O for technical advice, and in some cases even for the 

monitoring and evaluation of programmes or projects entrusted to contractual sources or 

bilateral assistance agencies. 

Health planners at the highest level have shown increasing interest in the work of WHO 

through active and more positive participation in meetings of its governing bodies and 

acceptance, and implementat ion where practicable, of the decisions of these bodies. The 

establishment of coordinating bodies at the highest and lower operational levels for health 

services and manpower development, following the WHO-sponsored ministerial consultation 011 this 

subject held in Teheran in 1978, is a notable case in point. Interest in coordinated, 

comprehensive health planning on the lines of country health programming continues to grow. 

Concrete steps have been taken to put into practice the concepts of primary health care and the 

Expanded Programme on Immunization. 

WHO" s concept of TCDC has also found willing support in this country, resulting in active 

cooperation with neighbouring countries in many fields, either bilaterally or through organized 

bodies such as the Secretariat General of the Council of Ministers of Health of the Arab States 

of the Gulf Area and the Council of Arab Ministers of Health, League of Arab States. The 

country h a s also underscored its growing interest in promoting the work of WHO by releasing the 

Organization
1

 s budgetary resources for utilization in less fortunate countries and by its 

generous contributions to global and regional extrabudetary funds for health development. 

Closer and more frequent consultations with national officials at various levels, while 

increasingly exposing them to the w o r k of WHO, are beginning to result in meaningful involvement 

in WHO'S concepts and programmes. The recently undertaken exercise for regional medium-term 

programming for the control of communicable diseases is a significant example. 

A n increasing number of nationals attend meetings of WHO'S governing bodies, WHO-sponsored 

seminars and working groups, while selected health executives welcome orientation tours 

arranged through W H O . Several highly placed national health officials have been nominated to 

W H O expert advisory panels in such fields as health manpower development and malaria control, 

and have contributed to the global certification of eradication of smallpox. Continuous 

stimulus at country level is maintained through WHO staff members working in health advisory 
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and specific technical programmes. An increasing number of short-term consultants are being 

assigned to the country, at the Government
1

 s request, and they both provide the requisite 

advice and generate interest in further association with and contributions to the work of W H O . 

While the Ministries of Health, Municipal and Rural Affairs and Social Welfare are the main 

recipients of this input, interest at other related ministries/bodies continues to be aroused 

through the W H O programme coordinator. Responsible officials of the Ministry of Higher 

Education and medical faculties in the country have also reacted to these efforts, and their 

positive response is evidenced by the increasing number of requests for WHO's advice and 

technical cooperation for the realistic development of health manpower. A WHO mission 

assisted the Ministry of Higher Education in this regard in 1978 and the medical faculties 

asked for short-term consultants to be assigned to them during 1978-1979. 

The High Council for Health Manpower Development and its subordinate Technical Committee 

established in the country are a notable example of translation of concepts into positive 

action to achieve balanced and realistic health services and manpower development. Similarly, 

an Environmental Health Board brings together health and health-related officials for 

coordinated planning and implementation of the many development projects. The Environmental 

Health Committee, a subordinate body of this Board which was constituted to undertake concerted 

action for communicable disease control in one of the provinces, deals with integrated programme 

formulation and implementation. 

The foregoing briefly illustrates the marked change from the practice of fragmented, 

independent and sectoral health planning and implementation to a desire for integrated, 

comprehensive and realistic development of all facets of health services. These changing 

attitudes are, by and large, in conformity with the policies and strategies of WHO and will, 

it is hoped, ensure an equitable delivery of health care to all segments of the population in 

line with the accepted goals of 'Tiealth for all by the year 2000". 
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E X A M P L E S O F N A T I O N A L H E A L T H C O U N C I L S O R S I M I L A R M E C H A N I S M S I N T H E A F R I C A N R E G I O N 

1. Benin; National Health Council, with representatives of different ministries, directors 

of the Ministry of Health, directors of regional health services, and representatives of 

different categories of staff. A provincial health council exists in each province. The 

W P C participates in the National Council. 

2. Botswana; Rural Extension Coordination Committee, chaired by the Coordinator of Rural 

Development, includes among its members representatives from the Ministries of Education, 

Social and Community Development, Agriculture and the Head of the Maternal and Child Health/ 

Family Platming Division. It reports and makes recommendations to the Rural Development 

Council, 

3 . Burundi: National Health Council with representatives of all ministries, the Party, the 

health administration and nongovernmental health services. The WPC is a member of the Council. 

4 . Ghana: National Health Committee (to be created in July 1979) with representatives of 

universities, research council, cotnmuiiity development, trade unions, employers, Ministries of 

Economic Planning, Agriculture, Education, Health, and Social Welfare. Similar structures 

w i l l be developed at regional and district levels. 

5 . Lesotho: Several national committees with interministerial and intersectoral composition, 

for example: Coordinating Committee for the Expanded Programme on Imnrunization, Clinic 

Improvement Committee, Action Committee for Primary Health Care, and Health Sub-Commit tee of 

the Food and Nutrition Coordinating Office. 

6 . Mali; No national health council, but regional council for public health and social 

affairs in each region, with representatives of health, social services, rural development, 

education, Party and several associations. 

1• Mauritania: National Committee for the Study of M a n and his Environment, with a sub-

committee for health and hygiene. The WPC participates in the subcommittee. 

8. Mozambique: National Council for Health Coordination, with similar mechanisms at regional 

and district levels. Members are representatives of all ministries and democratic mass 

organizations. 

9. Niger: Higher Council for Public Hygiene, with representatives of 11 ministries, the Red 

Cross, trade unions and consumers' associations. 

10. Nigeria: National Health Council with the Federal Commissioner for Health as Chairman; 

includes all state ministers of health (19). The main purpose of the Council is to identify 

priorities and to promote intersectoral dialogue. Technical arid administrative committees 

are to be established. The NWC is a member of the secretariat. 

11. Togo: National Council for Public Health, with representatives of all ministries, National 

Assembly, Economic and Social Council, Medical Association, social security and nongovernmental 

organizations. 

12. United Republic of Cameroon: Higher Council for Health, Hygiene and Social Affairs, 

chaired by the Prime Minister. Ministers for Health and Social Affairs are Vice-Chairmen. 

Thirty-four members, including the chairman of the Socioeconomic Council and several ministers. 

The WPC participates in the Council. 

13. Upper Volta: Higher Council for Public Health, with a steering committee including five 

Ministers (Health, Social Affairs, Internal Affairs, Plan and Cooperation, Finance). Members 

of the Council are representatives of the President of the Republic, the Prime Minister, the 

National Assembly, the trade unions, and senior officials of the National Committee for Research 

and Planning, in which technicians of all ministries participate. The WPC participates in 

the Council. 
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ESTABLISHMENT OF CRITERIA FOR RESOURCE ALLOCATION AMONG 

COUNTRIES OF THE SOUTH-EAST ASIA REGION 

One of the most important innovative experiments that has been successfully carried out 

is in the development of a formula for allocating WHO resources to the countries, on their 

initiative and in fullest consultation and agreement with the Member States. 

At the twenty-eighth session of the Regional Committee for South-East Asia (August 1975), 

the question of allocation of resources among countries and the criteria for this was 

extensively discussed. The Committee agreed that efforts should be made by the Regional 

Office to develop resource allocation parameters and to propose guidelines for their applica-

tion, taking into account the Regional Committee
1

 s discussions on this and related subjects. 

The proposed guidelines were to be sent to governments for comments, with a view to using them, 
if possible, not only in the preparation of the proposed programme budget for 1978 and* 1979, 

but also in the review by the Regional Committee in 1976. 

Towards this end, the Regional Director appointed a Working Group on Allocation of 

Resources* composed of representatives from Burma, India, Indonesia, Nepal and Thailand, which 

met in 1975. The Working Group' s recommendations were formulated on the basis of the 

following principles: 

(1) the allocation must take into account all the information on effectiveness and 

demand which is already available or can be obtained at reasonable cost; 

(2) the allocation must agree with the common values of the parties involved whenever 

such conmoTi values exist; 

(3) the allocation must be acceptable to all parties in the sense that, although it may 

not offer them the allocation which, in the light of their individual interests and 

values, they consider best, it w i l l not differ so much from this
 l f

best" allocation that 

they feel compelled to abandon cooperation with the other parties; 

(4) no country shall receive less than some minimum budget; 

(5) no country shall receive a budget allocation which would cause it to dominate the 

Region•s programme； 

(6) changes in relative budget shares should be implemented through the allocation of. 

the increases in the total budget from year to year, in such a way that no country suffers 

a year-to-year decrease. 

The Working Group recommended that the allocation of the expected budget increase should 

be based on an index made up of four factors, each represented by one or more indicators: 

Indicator 

1. Relative economic resources - GNP 
per capita 

2. Health status - life expectancy at 

birth 

3 . Health service coverage - doctor to 

population arid rural health worker 

to population ratios 

4 . Population - UNDP population weights 

Weighting 

0.6 

0.2 

0.1 for each 

UNDP weighting 
system 
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The index for allocation should be derived by applying the agreed weighting to each 

factor representing its relative importance and creating a combined index which represents a 

proportion of the total increase to be allocated to each country. 

The recommendation of the Working Group was approved at the twenty-ninth session of the 

Regional Committee (August 1976) for application in allocating resources to countries for the 

financial periods 1978 and 1979. However, it was agreed that the allocation formula should 

again be reviewed before allocating resources to countries for the 1980-1981 biennium. 

A meeting of the resource allocation committee was therefore convened in 1978. This 

meeting w a s attended by 19 representatives, from all the countries of the Region except the 

Democratic P e o p l e
1

s Republic of Korea, drawn from high decision-making levels in the Ministries 

of H e a l t h , Planning or Finance. After a thorough discussion of all aspects of the subject, 

the meeting endorsed the formula for allocation as decided at the 1975 meeting. This 

recommeñdation for allocating resources for the 1980-1981 biennium was further endorsed by the 

Regional Committee at its thirty-first session in August 1978. 

N o w that the procedure has been accepted by the Member States, the process can be repli-

cated as follows: 

(1) review of the allocation formula on the basis of a situation analysis according to 

the latest data together with information provided by the national representatives； 

(2) approval of the recommended formula by the Regional Committee; 

(3) allocation of resources according to the formula approved by the Regional Committee. 


