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THIRD MEETING 

Thursday, 5 May 1983> at 12hOO 

Chairman: Dr J. Me SOTELO (Peru) 

PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1984-1985： Item 20 of the Agenda 
(Documents Рв/в4-85, and EB7l/l983/REc/l, Part I, resolution EB71.R3 and Annex 1, and 
Part II) (continued) 

Programme policy matters : Item 20.2 of the Agenda (Resolutions WHA33.17, paragraph 4(1), 
WHA33.24, paragraph 3, and WHA35.25, paragraph 5(3) ； Documents EB7i/i983/rEc/i, Part II, 
Chapter II, АЗб/5, A36/lNF.DOC,/2 and A36/INF.DOC./5) (continued) 

Health systenT infrastructure (Appropriation Section 2 ； Documents Рв/84-85, pages 
78-118, and EB71/83/REC/1, Part I, Annex 2， and Part II, paragraphs 27-33) (continued) 

Mrs POOIE (United Kingdom of Great Britain and Northern Ireland) said that her 
delegation commended the wide ranging and ambitious health manpower programme proposed 
(programme 5)• She endorsed the programme's objectives, and expressed the hope that they 
could be achieved within the stated time-scale. 

In regard to programme 3.1， her delegation welcomed the structural merger within the 
Secretariat of Health statistics and epidemiological surveillance, which offered a 
satisfactory example of streamlining and held out the promise of containing costs and 
affording scope for increased activity. 

The emphasis laid in the programme on the production of management information was 
heartening. That subject was of particular interest to her own country, which was 
currently investing considerable time and resources in such work. A national steering 
group, comprising representatives of all disciplines9 had been established to examine 
current information systems within the United Kingdom National Health Service with a view 
to devising a basic data set of statistical information which could be collected 
economically, quickly and accurately. Information of that type was not only essential 
for efficient management at the local level, but should, when corporately assessed, 
facilitate strategic planning at regional and national levels and enable prompt monitoring 
both of service delivery and of the cost-effective use of resources. To date, a report 
on hospital clinical activity had been published, and further reports on community health 
services, paramedical services, transport services, manpower and finance were expected 
that year. The United Kingdom would be pleased to share that information with WHO and it 
was hoped that the information on that very important topic could be widely disseminated. 

On the subject of manpower, her delegation considered it essential that all personnel 
delivering health care should be appropriately trained for their specific tasks, and that 
they should be efficiently managed if their skills were to be deployed with maximum cost-
effectiveness. She believed that such effective management could best be achieved by 
devolving management responsibility and budgetary control to those in closest proximity 
to the delivery of health care. That would require managers to be appropriately trained 
so that the lines of accountability could be clearly defined and so as to avoid a 
centralized bureaucracy. 

With regard to the review by the Executive Board of a report on the use of fellowships 
in health manpower development (document EB7l/l983/REc/l, Annex 2) which embodied a number 
of recommendations, her delegation wished to support the endorsement given by the Board9 
in paragraph 32 of its report, to those recommendations. 

From paragraph 31 of the Board1 s report, her delegation had been pleased to note that 
the Board had reviewed the role of nursing in the primary health care team, and that the 
reorientation of nursing and midwifery curricula would be monitored through the use of the 
common framework and format developed for monitoring and evaluating the implementation of 
national strategies towards health for all by the year 2000. Furthermore, the Board had 
considered that certain modifications would have to be introduced so as to ensure greater 
relevance of the information collected. Her delegation had some reservations in that 
respect. As a member of the team which had been responsible in her own country for 
producing data 9 she was aware that it did not always provide the information that would be 



of most assistance. The reorientation of nursing curricula did not reflect any assessment 
of manpower and its deployment, but was purely an evaluation of its training. The 
Director-General's proposal to carry out a manpower study within a small number of countries 
was welcomed. It did, however， give rise to a number of questions, such as how many 
countries would be selected for such a study ； how would a common framework be determined； 

and what was the proposed time-scale? If WHO were to have the information in time to use 
it in monitoring progress towards achieving its goal of health for all by the year 2000, 
perhaps an alternative approach should be considered. She suggested that the expert 
committee considered desirable by the Executive Board should be established as soon as 
possible and that a report should be submitted before the following programme budget came 
to be considered by the Thirty-eighth World Health Assembly. 

Dr К Е М (Australia) commended the Executive Board's attempt to view fellowships in a 
wider perspective, taking into account alternative forms of training. There were, however, 
certain areas of concern. 

The Director-General's report and the report of the Executive Board's Programme 
Committee both stressed the need for continuous evaluation of fellowships involving WHO and 
the recipient countries. The report of the Executive Board's Programme Committee rightly 
suggested that evaluation should cut across the more superficial criteria - for example, the 
numbers of fellows returning to their home country - and should deal with the impact on 
various aspects of national health development. However, the report also stated that such 
evaluation could be satisfactory only after national health manpower strategies had been 
planned and implemented. Consequently, there seemed to be little point in attempting an 
evaluation in respect of many Member States. Moreover, while the Director-General's report 
acknowledged the need to strengthen and streamline evaluation procedures, there was no 
suggestion as to how that might be done in practical terms. His delegation therefore wished 
to have some supplementary information on those points. 

Resolution EB71.R6 implied that WHO should respond favourably to requests for fellowships 
only when it was clear that a fellowship was the most appropriate means of obtaining training. 
His delegation agreed with the delegate of Mozambique: provision should be made for a 
consultative or advisory mechanism between WHO and Member States needing assistance in 
examining possible alternatives to fellowships. It was most important that the regional� 
offices should play an active role when applications for fellowships were received rather 
than simply complying with the wishes of Member States. 

The Director-General1 s report indicated that study tours could prove successful for 
carefully selected staff provided the tours were well planned and associated with well-defined 
learning objectives and future work objectives. His country1 s experience with WHO-sponsored 
study tours continued to throw serious doubt on that statement in respect of all the criteria 
listed. Furthermore, the administrative difficulties involved in providing the host country 
with relevant information concerning fellows and their objectives had proved almost 
insurmountable in some cases• Study tours were still going ahead with inadequate briefing of 
both visitor and host institution and were therefore failing to secure the full potential 
benefit to either party. 

During the past 12 months the Australian Department of Health had raised with the 
Regional Office for the Western Pacific various problems relating to the administration of 
the fellowships programme. His Government therefore fully supported the initiative taken by 
the Regional Office for the Western Pacific in convening a meeting of fellowships officers 
from all the regional,offices to discuss problems and to consider ways of improving the lines 
of communication. That meeting would be followed, in October 1983， by a meeting of national 
fellowships officers from all countries in the Western Pacific Region convened for the purpose 
of working out a more satisfactory administrative system. 

His Government was very much in favour of the fellowships system but encountered 
difficulties with it from time to time. Apart from the few reservations expressed, his 
delegation endorsed resolution EB71.R6. 

Dr TOURE (Senegal) said that the organization of health systems based on primary health 
care (programme 4) should not be conceived independently of health system development in 
general (programme 3)， since primary health care was an integral part of the national health 
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system, which itself was an integral component of overall development. However, although 
that approach was desired by all governments and was reflected in almost all documents dealing 
with national health systems, it was not always evident in actual practice. People sometimes 
had the impression that primary health care services developed independently, and universities 
concerned themselves with them only marginally or not at all. 

The establishment of a health system based on primary health care entailed a number of 
requirements. Firstly, standardized operational health infrastructures acceptable to, and 
accepted by, the population at all levels of the system were needed to ensure an efficient 
combination of complementary skills. Secondly, appropriate manpower had to be trained, from 
the community health worker to the specialist physician, with emphasis on the concept of the 
health team and the role of the university. Thirdly, there had to be appropriate health 
legislation in the field of primary health care, particularly with regard to community health 
workers, as well as international legislation in respect of certain diseases. The African 
Region was interested in such legislation, which also involved traditional medicine. The 
subject of health legislation and primary health care had already been introduced for 
discussion in one of the subregional working groups on technical cooperation among developing 
countries. Fourthly, there had to be adequate health information and education, which was to 
be the subject of the forthcoming Technical Discussions. 

Finally, his delegation would support the main lines of the proposed programme budget for 
1984-1985, emphasizing decentralization, national self-reliance and dynamic international 
cooperation respecting the health policy options of Member States. 

Miss DEBEY (France) welcomed the emphasis on the need for mechanisms for collecting and 
analysing the information necessary for drawing up plans of action and, particularly, for the 
constant monitoring and adaptation of programmes. Health personnel at all levels should 
continue to give priority to research on management systems and evaluation mechanisms• The 
linking of the management, manpower and training aspects of health service development was 
very appropriate. France had already demonstrated its interest in such an approach through 
the creation of the International Centre for Social Development and Community Health which 
would coordinate operational research, training and the capitalization of experience gained in 
the field, in close association with the National School of Public Health at Rennes. 

France fully supported the fellowships policy, and would collaborate in WHO1 s training 
programme - in particular in the organization of a course on tuberculosis epidemiology 
(collaborating with the International Union against Tuberculosis and WHO)， and a course on 
malaria, within the framework of the programme for malaria control as part of primary health 
care • 

Dr BULLA (Romania), referring to programme 3.1 (Health situation and trend assessment), 
said it was well known that available information was rather poor and, more often than not, of 
little relevance and credibility; it also tended to overlook important problems. His dele-
gation accordingly appreciated the inclusion in the programme of a revision of the International 
Classification of Diseases, based on simple criteria and a common "core". It would thus be 
possible for countries to develop national classifications consistent with the overall classi-
fication system. It would of course be necessary to accelerate the development arid training 
of the required manpower. 

Special emphasis should be placed on the vital importance of surveillance. In that 
connection the poor financial backing, as shown in the table on page 84, was disappointing, and 
contrasted starkly with the estimated obligations for other programmes, such as health systems 
research (as shown in the table on page 91)• 

Appropriate and timely health legislation could undoubtedly provide considerable support 
for national strategies for health for all. He noted, however, that paragraph 10 under pro-
gramme 3.4 defined "promoting healthy lifestyles"through health legislation as a priority area; 
the concept that legislation could determine new behavioural patterns appeared to be somewhat 
optimistic - except in such fields as restrictions on the use of alcohol and tobacco, but such 
aspects were clearly only parts of a new lifestyle. His delegation would also favour a 
reformulation of paragraph 10 to stress the overwhelming importance of health legislation as 
a mandatory frame for the protection of the environment and a permanent tool for fighting air, 
water, earth, and food pollution in this age of rapid urbanization and industrialization, 
particularly in developing countries. 



Dr SULAIMAN (Nigeria) said that his delegation fully supported the proposed programme 
budget covering health system infrastructure - the essential basis for the successful implemen-
tation of the strategy for health for all. The objectives, targets and principles outlined 
were acceptable, and the programme had been given reasonable priority in the financial allo-
cations. His country had had first-hand experience of the constraints to be overcome in 
implementing plans of action and it was his view the flexibility was the best policy, as health 
development could not outpace political, social and economic development. 

On the issue of health system development, Nigeria had drafted a national health policy 
based on primary health care. Wide consultations at three levels of government would be 
required, as his country1s political system was federal； much time was therefore necessary 
for consultation. Health system development must take full account of a country1 s constitu-
tional as well as social and economic structure； most other constraints stemmed from lack of 
appreciation of that point. 

Health situation and trend assessment depended on available health information, which in 
the main was based on the routine health services. Although relevant to tactical and opera-
tional planning, such information was not adequate for health situation and trend assessment. 
Nigeria1s experience had been that there were many gaps to be bridged, especially in obtaining 
basic arid baseline information. The plan of action must therefore give priority to surveys -
to fill the information gaps. Two further important areas of activity were research on coor-
dination methodology for activities at different government levels, and the training of the 
required manpower, including the development of appropriate training institutions. On the 
issue of manpower training, it had been a little difficult to change from a medical record 
approach to health information and statistics. Guidelines were needed in that respect. 

The development of an integrated managerial process for national health development was 
a critical element in Nigeria1 s strategy for health for all； it had become clear that no 
meaningful progress could be made without a substantial effort in that area. What was needed 
most was a health information system and research on the nature of constraints on health deve-
lopment and means of overcoming them. 

Progress in health systems research had been hampered by the glamour attached to health 
sciences research. A sophisticated and expensive approach was not relevant to health systems 
research, which formed part of routine health activities； emphasis should be placed on research 
methodology at all levels. 

Regarding health legislation, most Member States were behind in enacting appropriate 
legislation for many health endeavours necessary for implementing the strategy for health for 
all. Many innovative measures of benefit to health providers and consumers could only find 
acceptance with full legal backing. Exchange of information and joint action by Member States 
in that field were urgently required. 

In Nigeria the organization of the health system based on primary health care was the 
foundation for the strategy of Health for all. The key factor was community involvement and 
participation, which afforded the best buffer against political changes and constraints and 
entailed an acceptance of responsibility for the health system. Primary health care should 
be a way of life, not a separate service. 

Health manpower development had to be brought into line with the strategy, and in Nigeria 
manpower policy - as an integral part of national health policy - was rightly fast becoming 
community-focused. One field in which many Member States could benefit from cooperation was 
the development of teaching and learning materials and effective methods of using them. A 
multidisciplinary and intersectoral approach to manpower development was evolving in Nigeria, 
where a complete review was being made of existing curricula and new learning materials and 
field practice were being introduced. In medical education the emphasis was now on community-
based training, and the nursing curriculum included nursing, midwifery and community health 
practice. Although the integration of traditional practitioners into the health system had 
been favoured in some countries, it was not always possible to establish a scientific basis 
for their work, as had been done in China, and without that no proper integration was possible. 
The integration of traditional birth attendants had not proved to be very successful. Atten-
tion should be given to the development of satisfactory working and living conditions for all 
health workers, so as to increase their motivation and productivity. 

In regard to public information and education for health, emphasis should be placed on 
community participation and appreciation of the cultural and social values of the community. 
His delegation welcomed the efforts of WHO in this field, which appeared to have lagged 
behind. 

The meeting rose at 12h35. 


