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1. The Programme Committee reviewed a report on changes in the programme budget for 
1986-1987, attached as an annex to this document• This report was submitted by the 
Director-General for the information of the Committee and of the Executive Board in 
accordance with resolution WHA35.2 of the Thirty-fifth World Health Assembly (1982) and with 
the procedures agreed upon for operating a mechanism, through the Director-General's 
Development Programme, for the adjustment of imbalances or deficiencies in the programme 
budget• The changes reported by the Director-General represented increases in the budgetary 
allocations for global and interregional activities in five programmes which had been 
identified by the Executive Board and the Health Assembly during their review of the proposed 
programme budget for 1986-1987 as meriting additional financial support. The Committee noted 
that any significant changes that might have been made in regional programmes would be 
reported upon directly by the Regional Directors to the Board at its seventy-seventh session 
in January 1986. 

2. These increases, totalling US$ 1 700 000, have been made by utilizing funds available 
for this purpose in the Director-General's Development Programme in accordance with the 
above-mentioned procedures• The five programmes and the amounts of the increases in their 
budgetary allocations for 1986-1987 are: (i) programme 2.4 (External coordination for health 
and social development) for emergency relief, $ 250 000; (ii) programme 3.3 (Health systems 
research), Í 500 000； (iii) programme 12.2 (Essential drugs and vaccines) for the Action 
Programme on Essential Drugs and Vaccines, i 250 000; (iv) programme 13.6 (Cardiovascular 
diseases), Í 400 000； and (v) programme 13.17 (Other noncommunicable disease prevention and 
control activities) for integrated disease control and monitoring, i 300 000. 

3. Members of the Programme Committee noted that these increases responded in a highly 
satisfactory manner to the comments and suggestions made by the Board and the Health Assembly 
when they reviewed the proposed programme budget for 1986-1987. They expressed their full 
support for the increases in the budgetary allocations for the above-mentioned activities. 

4« In reviewing the proposed activities for emergency relief operations, the Committee 
commended the emphasis being placed by the programme on strengthening national capacity for 
emergency preparedness. The Committee endorsed the Director-General1 s intention to use 
additional resources to accelerate the national programme on essential drugs in Zimbabwe, and 
to mobilize additional external resources for this purpose, as a working model of a 
successful essential drugs programme in a developing country. 

5. It was explained that although the specific additional health systems research 
activities being developed for 1986-1987 were not presented in detail in the report at this 
stage, it was the intention of the Director-General to review and approve with care each 
specific proposal received from countries in the light of demonstrated absorptive capacity, 
and the detailed activities and their eventual outcome would be reported to the Executive 
Board. 

6. It was noted that in the area of cardiovascular diseases WHO was following two lines of 
emphasis： first, the epidemiological analysis of trends, determinants and effectiveness of 
community-based interventions (e.g. the WHO MONICA project); and second, the development of 
the operational means of integrating cardiovascular and other noncommunicable disease 
prevention and control functions as part of primary health care. The Director-General 
explained that he had been using other available funds and external resources for innovative 
activities ill smoking and health. It was noted that additional resources were being used to 
strengthen a network of collaborating centres, and developing methodology and demonstration 



projects for the integrated prevention^and control of noncommunicable diseases. The 
Committee recommended that undue duplication in the activities of the Cardiovascular diseases 
programme and the Other noncommunicable diseases programme should be avoided• 

7• In concluding its review of the report on changes in the programme budget for 1986-1987, 
the Committee commended the Director-General for the action taken in line with the views and 
guidance of the Board and Health Assembly• 



ORGANISATION MONDIALE DE LA SANTÉ 

WORLD HEALTH ORGANIZATION 

ANNEX 

EB77/4 

EXECUTIVE BOARD 
EB77/PC/WP/4 
20 September 1985 

Seventy-seventh Session 

Programme Committee of the Executive Board 

28-31 October 1985 

Provisional agenda item 4 

CHANGES IN THE PROGRAMME BUDGET 
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Report by the Director-General 

In accordance with previously agreed procedures, the 
Director-General intends to use part of the resources in the 
Director-General1s Development Programme to respond to suggestions by 
the Board and the Health Assembly for the adjustment of any imbalances 
or deficiencies, particularly at the global and interregional level, 
identified during the review of the proposed programme budget• After 
taking due account of the comments and suggestions made by the Board 
and the Health Assembly in this respect, the Director-General presents 
herewith information on the increases in the resource allocations to 
certain programmes which he has decided to make by using part of the 
funds in the Director-General's Development Programme as contained in 
the approved programme budget for 1986-1987. 

1. INTRODUCTION 

1.1 The Thirty-fifth World Health Assembly (1982) in resolution WHA35.2 decided that the 
brief review of the changes in the programme budget to be made by the Health Assembly in 
even-numbered years pursuant to resolution WHA28.69 shall be undertaken by the Executive 
Board. The Health Assembly also requested the Director-General to report to the Board in 
even-numbered years any significant developments in respect of global and interregional 
activities, and important changes made in regional programmes, with major implications for 
the current biennial programme budget. In accordance with the above-mentioned resolution, 
this report is being submitted by the Director-General with respect to global and 
interregional activities. Any significant changes in regional programmes will be reported 
oil to the Executive Board directly by the Regional Directors in their reports oil significant 
regional developments, including regional committee matters. 

1.2 This report is also submitted for information of the Programme Committee and the 
Executive Board in accordance with the procedures agreed upon for operating a mechanism, 
through the Director-General1 s Development Programme, for the adjustment of imbalances or 
deficiencies in the programme budget. This mechanism was referred to in paragraphs 4 and 5 
under programme 2.2 of the proposed programme budget for the financial period 1986-1987^- in 
the following terms: 

1 Document PB/86-87, p. 60. 



4. The provision for the programme was increased in 1984-1985 in the light of the 
discussion held by the Executive Board in 1981 regarding a "programme reserve", which 
led the Board to adopt resolution EB68.R2. Although the Board requested the 
Director-General to include such a "programme reserve" in the proposed programme budget 
for 1984-1985, the Director-General subsequently concluded that the time was not 
propitious for this in view of the budgetary constraints resulting from the serious 
economic situation faced by many Member States. As an alternative, and in support of 
the principles suggested by the Board for the utilization of the proposed reserve, the 
Director-General made provision for a modest budget increase in the Director-General's 
Development Programme. Part of the funding for this programme (US$ 1 600 000) is 
consequently being used in the 1984-1985 biennium, in response to the comments and 
suggestions made in the Board and the Health Assembly during their review of the 
programme budget proposals for 1984-1985, to increase the allocations to certain 
programmes, particularly at the global and interregional level, prior to implementation 
of the approved programme budget. Information on the planned utilization of these funds 
was presented to the Programme Committee of the Executive Board by the Director-General 
in November 1983. 

5. As regards the proposed programme budget for 1986-1987, the Director-General 
believes that, in line with the budgetary restraint exercised in all other parts of the 
proposals, it would be appropriate to maintain the provision for global and 
interregional activities under this programme at the same level as in 1984-1985. As in 
that biennium, he will use part of the resources of the programme to adjust the 
programme budget in the light of the review by the Board and the Health Assembly. 

The approach suggested by the Director-General in this respect was endorsed by the Executive 
Board at its seventy-fifth session in January 1985 and by the Thirty-eighth World Health 
Assembly in May 1985. 

1.3 When the Board and the Health Assembly reviewed the proposed programme budget for 
1986-1987, a number of comments and suggestions were made concerning resource allocations to 
certain programmes. After discussing a number of such programmes the Board agreed to 
recommend additional funding for the purpose of intensifying activities in the following 
programmes: (i) programme 2.4 (External coordination for health and social development) for 
emergency relief, (ii) programme 3.3 (Health systems research), (iii) programme 12.2 
(Essential drugs and vaccines) for the action programme on essential drugs and vaccines, and 
(iv) programme 13.17 (Other noncommunicable disease prevention and control activities) for 
integrated disease control and monitoring. In the light of these recommendations and other 
comments made at the Executive Board and the World Health Assembly, and after taking into 
account certain other factors as explained below, the Director-General has decided to use an 
amount of USÍ 1 700 000 from the Director-General1 s Development Programme approved for 
1986-1987 to increase the allocations of the programmes referred to below. 

2. INCREASES IN RESOURCE ALLOCATIONS TO THE PROGRAMMES CONTAINED IN THE APPROVED PROGRAMME 
BUDGET FOR 1986-1987 

2.1 The increase in resource allocations to the programmes mentioned below will make it 
possible to undertake important new or additional activities which it had not been possible 
to accommodate within the budgetary ceilings established for them in 1986-1987. These 
activities are briefly described below and are in each case supported by more detailed 
information in the annexes to this document. 

2.2 The Organization1 s role in emergency relief operations was extensively discussed during 
the Executive Board and World Health Assembly in 1985. The drought, famine and the "African 
crisis" in general in a large number of countries on the African continent and WHO1s low 
profile compared with some other international bodies and nongovernmental organizations in 
dealing with the health emergencies of the crisis, has focused attention on the 
Organization's performance in disaster relief. Thus, 1985 was marked by a clearer definition 
of WHO'S role and objectives in emergency relief and by the raising to a higher level of 
priority of certain elements in the strategy for reaching these objectives. With the 
evolving "African crisis" it has become more evident that greater attention needs to be paid 
to establishing and building up the information base in order to facilitate an adequate 
response to emergencies, and to intensifying training to improve national capacity for 



emergency preparedness. In the light of the comments of the Executive Board'at its 
seventy-fifth session in January 1985 and the Thirty-eighth World Health Assembly in May 
1985, during the review of the proposed programme budget for the financial period 1986-1987, 
the Director-General has decided to increase the 1986-1987 budget allocation to programme 2.4 
(External coordination for health and social development) for emergency relief by up to 
USÍ 250 000, this sum to be used for the purposes described in Annex 1. 

2.3 Despite the considerable progress made in biomedical research and health technology 
development in recent years, the health care delivery system in many countries has not always 
been in a position to fully absorb such advances and make their benefits available to all. 
One important means of closing the gap between the development of new technologies and their 
application in countries is health systems research, which can be defined as research aimed 
at optimizing the utilization of the techniques and resources available in a country in order 
to promote health and health care delivery at all levels of the national health system. But 
realization of the full potential for health systems research has been slow due to a number 
of constraints. Thus both the Executive Board at its seventy-fifth session in January 1985 
and the Thirty-eighth World Health Assembly in May 1985, during the review of the proposed 
programme budget for the financial period 1986-1987, considered that additional funding 
should be made available for health systems research on the most critical issues in the 
reorientation of national health systems towards health for all, in response to priority 
needs defined by countries. Accordingly, the Director-General has decided to make a total 
additional budgetary allocation of up to US$ 500 000 to support these country-specific 
research and development activities, as outlined in Annex 2. 

2.4 The availability of drugs and vaccines is an integral and important component of 
virtually all national strategies for health for all based on primary health care; yet, 
especially in many developing countries, national drug policies, practices, and services 
regarding quality control, distribution and the utilization of drugs, have not yet succeeded 
in ensuring that even a limited number of safe and effective drugs are generally available to 
the entire population for curative, preventive and diagnostic purposes. There is a need to 
accelerate implementation of the WHO Action Programme on Essential Drugs and Vaccines in 
countries, and in particular to demonstrate in a few developing countries that the approach 
of the Action Programme can be effectively and economically applied under local national 
conditions, thus providing successful models for consideration by other countries. In view 
of this situation, the Executive Board at its seventy-fifth session in January 1985 and the 
Thirty-eighth World Health Assembly in May 1985, during the review of the proposed programme 
budget for the financial period 1986-1987, considered that the programme deserved additional 
funding, particularly with a view to mobilizing greater external resources for drug action 
activities in developing countries. Accordingly, the Director-General has decided to 
increase the 1986-1987 allocation to this programme by up to USÍ 250 000. As explained in 
Annex 3, it is proposed to use these resources to accelerate the national programme on 
essential drugs in Zimbabwe and also to mobilize additional external resources for this 
purpose. 

2.5 The importance of cardiovascular diseases as causes of morbidity and death in virtually 
all industrialized countries and also their emergence as a public health problem in 
developing countries have been clearly recognized. These diseases cause 25% of all deaths in 
the world today; in developed countries they remain the leading cause of mortality, 
accounting for 48% of all deaths. What is possibly of even greater concern is the fact that 
in many countries cardiovascular diseases are occurring in ever younger age-groups, leading 
to premature morbidity and mortality. Appropriate technology now exists to prevent and 
control a growing number of these diseases, such as rheumatic heart disease in children, 
coronary heart disease and hypertension resulting in cerebrovascular accident, and the means 
are available for countries to formulate preventive strategies for implementation in entire 
populations. The Thirty-eighth World Health Assembly in May 1985, when reviewing the 
proposed programme budget for 1986-1987, in resolution WHA38,30 requested the 
Director-General to intensify measures to promote the prevention of cardiovascular diseases 
and to ensure the availability of necessary resources. Accordingly, the Director-General has 
decided to increase the 1986-1987 budget allocation for this programme by up to US¿ 400 000 
for the prevention of coronary heart disease, the prevention of rheumatic fever/rheumatic 
heart disease and a combined approach to prevention of cardiovascular diseases and other 
noncommunicable diseases, as outlined in Annex 4. 



2.6 Major noncommunicable diseases, such as cardiovascular diseases, cancers, diabetes, 
respiratory, rheumatic and oral diseases, impose a heavy burden in all societies, absorbing 
an unduly high proportion of health budgets of both developing and developed countries. The 
situation in the developing countries is even more serious since these countries, which have 
not yet conquered the bulk of communicable diseases, are already facing an epidemic of 
noncommunicable diseases. A careful scrutiny of existing knowledge accumulated in different 
noncommunicable disease programme areas suggests that there is strong potential for 
prevention and control of a group of these diseases, from the point of view of causative 
effects of unhealthy life-styles and environment, as well as from the health care delivery 
point of view. Although more and more evidence is coming from epidemiological studies that a 
number of life-style-related factors are common to several major noncommunicable diseases, 
there is so far little experience to prove that integrated risk factor control - an 
attractive concept - or, in even broader terms, integrated health promotive action in 
communities is feasible and more efficient than existing single disease oriented preventive 
practices. Consequently WHO has been actively involved in generating and stimulating this 
innovative approach to major noncommunicable disease prevention and control. However, the 
Thirty-eighth World Health Assembly recognized that there was a clear need to further support 
and strengthen research and development in this area, and in resolution WHA38.30 requested, 
inter alia, the Director-General to foster and support community studies aimed at the joint 
control of a number of risk-related noncommunicable diseases. Accordingly, the 
Director-General has decided to increase the 1986-1987 budget allocation for this programme 
by up to US$ 300 000, with a view to stimulating the action called for in resolution 
WHA38.30, as outlined in Annex 5. 

3. SUMMARY 

3.1 As outlined above, the changes in the programme budget for 1986-1987 at the global and 
interregional level have all been made as a result of increases in the resource allocation to 
certain programmes, utilizing funds available for this purpose in the Director-General1 s 
Development Programme. These increases are summarized below in the order of the classified 
list of programmes used in the programme budget for 1986-1987. 

Programme Amount 

USÍ 

2.4 External coordination for health and 
social development 250 000 

Health systems research 500 000 

2 Essential drugs and vaccines 250 000 

16 Cardiovascular diseases 400 000 

13.17 Other noncommunicable disease prevention 
and control activities 300 000 

Total USÍ 1 700 000 



ANNEX 1 

EMERGENCY RELIEF OPERATIONS 

1. SITUATION ANALYSIS - THE NEED 

1.1 WHO1s role in emergency relief operations was extensively discussed during the 
Thirty-eighth World Health Assembly and in the preceding sessions of the Executive Board. 
The drought, famine and the "African crisis" in general occurring in a large number of 
African countries, and WHO1 s low profile compared with some other international bodies and 
nongovernmental organizations in dealing with the health consequences of the crisis, have 
focused attention on the Organization's performance in disaster relief. Thus, 1985 was 
marked by a clearer definition of WHO1s role and objectives in emergency relief and by the 
raising to a higher level of priority of certain elements in the strategy for reaching these 
objectives. 

1.2 The emergency relief operations programme, as presented in the programme budget for the 
financial period 1986-1987, contains a range of activities focusing on training in emergency 
preparedness at regional level, emergency missions, workshops and general preparedness at 
global level. However, within the original budget framework it was not possible to pay 
sufficient attention to the needs that have become more obvious as the "African crisis" 
continues to evolve, namely the development of technical skills, the establishment of 
effective information bases, as well as intensified practical training of WHO staff and their 
national counterparts in emergency preparedness. 

1.3 It has been generally agreed that WHO'S role in emergency relief lies not so much in the 
provision of large quantities of medical supplies, but rather in the provision of technical 
expertise to deal with health problems. While this may from time to time include the 
provision of crucial medical supplies, this should not be the rule. The capacity of WHO to 
provide sound technical advice on the management of disasters and emergencies within its 
field of competence should be improved at global, regional and national levels. The 
competence exists not only in the WHO technical programmes, but also in the network of 
collaborating centres and other institutions providing the solid scientific background, 
training, and the building-up of reserves of technical skills. 

1.4 Preparedness for disasters is based on the ability to predict these events, to take 
prompt measures for effective relief, and to reduce the adverse health effects of disasters. 
Lack of information has often been the reason for WHO'S slow and inadequate response to 
emergencies, for which the Organization has been criticized. The WHO programme coordinators 
(WPCs), almost all regional offices and headquarters have been ill-equipped for rapid 
action. Improvement of information systems, including early warning systems, information 
flow from country level and the capacity of all regional offices and headquarters to process 
and disseminate such information need urgent attention. 

1.5 Training is the key component in disaster preparedness. There is a need to clarify 
emergency response mechanisms at all organizational levels, to reorient WHO staff, 
particularly WPCs, to accelerate the implementation of training programmes and to place 
greater emphasis on practical training at subregional and country levels. The training of 
national staff and WPCs simultaneously may be the best way to improve national capacity for 
emergency preparedness 一 the ultimate goal of our efforts in which WPCs should play a key 
role. 

2. PROPOSED ADDITIONAL PROGRAMME ACTIVITIES 

2.1 Technical capacities 

2.1.1 WHO global coordination of activities takes place at headquarters through the 
emergency relief operations programme, in collaboration with the corresponding units in the 
regional offices, other United Nations organizations and nongovernmental organizations. 
While the headquarters technical programmes, together with their counterparts in the regional 
offices, are responsible for specific action in their field of competence, overall 
coordination of action in disaster situations between the various programmes and units is 
necessary. The Headquarters Support Group for the African Emergency is an example of such 
coordination. An annual coordination meeting of the responsible units in the regional 
offices and representatives of the collaborating centres with the relevant headquarters 
technical programmes is envisaged. Meetings with other United Nations organizations and 
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nongovernmental organizations, particularly the League of Red Cross and Red Crescent 
Societies and the International Committee of the Red Cross, are programmed. 

2.1.2 Technical advice on the assessment of the health situation following the occurrence of 
a disaster, or on the coordination of emergency health operations, may be requested at any 
time or may be initiated by WHO. Such advice has been given to the Office of the United 
Nations High Commissioner for Refugees (UNHCR) and the United Nations Development Programme 
in Democratic Kampuchea, Ethiopia, Pakistan, Somalia and Thailand. A request by the United 
Nations has been made for similar assistance in the Sudan. Although in the majority of cases 
most of the costs have been met by the organization requesting the assistance, WHO must be 
able to respond quickly and to use the funds available in its budget. 

2.1.3 A major component of the WHO global programme in 1985 is directed to support the 
regional offices with responsibilities in the African continent in their disaster 
preparedness and relief activities, and this will continue to be the case over the biennium 
1986-1987. Activities include the strengthening of the Regional Office for Africa by the 
establishment of an emergency relief operations unit. At present a short-term consultant is 
assisting the Regional Director for Africa in this task for five months in 1985; an 
extension for another few months may be necessary. 

2.1.4 It is expected that the regional offices which do not already have an emergency relief 
operations unit will in the near future establish or designate such a unit to coordinate 
disaster activities within the regional office and in the Member States. The key 
professional staff in the regional offices should be reoriented in emergency relief 
operations management. 

2.2 Information systems 

2.2.1 The improvement of communication and information systems to facilitate early warning, 
rapid assessment, accurate intervention and follow-up is one of the medium- and long-term 
aims in disaster preparedness. A research project for the development of an early 
warning/information system has been drawn up with the WHO collaborating centre at the 
University of Louvain. The objective is to develop information-gathering techniques and 
analytical skills, as well as skills to communicate that information as needed, to facilitate 
rapid and accurate response. The involvement of WPCs in this process is envisaged. 

2.2.2 The following research projects are being developed with the WHO collaborating centre 
at the London School of Hygiene and Tropical Medicine, UNHCR and with WHO technical 
programmes : 

一 Mental health problems among displaced populations； 

-Health and disease surveillance among displaced populations； 

-Impact of refugees and displaced populations on health status and 
health services of host communities； 

一 Revision of the WHO emergency health kit based on the experience gained 
from the first few years of its use； 

-Studies on some nutritional deficiencies in displaced populations; 

-Evaluation of supplementary feeding programmes； and 

-Case study of emergency relief operations in the field of health as an 
entry point to development, e.g. in Somalia. 

2.2.3 Improvement of WHO* s capacity to establish and make use of information processing is 
essential and steps need to be taken to introduce this, particularly at headquarters level, 
as soon as possible. The experience of the Regional Office for the Americas in this field 
will be fully utilized. The procurement of equipment and the development of information 
systems will require resources not readily available within the Organization. WHO 
collaborating centres may be in a position to provide advice in this area. 
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2.2.4 Improvement of communication within the regional offices, as well as between 
headquarters/regional offices/WPCs, is a crucial factor in emergency preparedness. A major 
effort is also needed to systematize and upgrade the information systems at regional and 
country levels. In order to improve regional and subregional capacity for technology 
assessment, needs assessment techniques will be introduced in regional training seminars. At 
present, such assessment has to be carried out by outside expertise. Regional capacity may 
be based on regional training or research institutions. 

2.3 Training programmes 

2.3.1 A fellowships programme is under consideration with the WHO collaborating centre at 
the University of Louvain. The programme will be aimed at managers of emergency operations. 

2.3.2 Management training courses are being planned in collaboration with the International 
Committee of the Red Cross and the University of Geneva. The cost of developing the 
programme will be borne by the organizers, while participants will pay tuition fees. The 
first three-week course will take place in 1986. 

2.3.3 WHO continues to support the annual Refugee Community Health Workshop held at the 
London School of Hygiene and Tropical Medicine. At the request of several North American 
institutions, similar courses will commence in the United States of America and Canada• 

2.3.4 Attempts will be made to include disaster planning and management in the curricula of 
some public health schools and universities. 

2.3.5 The introduction of disaster preparedness and management through the training 
programmes and publications of the WHO technical programmes is being studied. In a first 
attempt the programmes on the managerial process for national health development and health 
for all strategy coordination will join forces in the managerial training of participants 
from four African countries, to take place in the Regional Office for Africa in September 
1985. 

2.3.6 WPCs are the key to an improvement in the WHO disaster preparedness programme. 
Headquarters, in collaboration with the regional offices, will develop guidelines and 
instructions for WPCs and these will be introduced at the regular meetings of WPCs. 

2.3.7 Regional training courses (in English and French) for national disaster managers and 
WPCs are being developed in the Regional Office for Africa, the University of Louvain 
carrying the major responsibility. The London School of Hygiene and Tropical Medicine 
cooperates in the development of training courses at country level. Two regional courses, 
followed by a series of courses at subregional and country levels, are envisaged for 1985 and 
1986. 

2.3.8 In the Eastern Mediterranean Region, country-level training programmes in emergency 
preparedness are expected to start, following a regional workshop which was held in February 
1985. An interregional workshop in collaboration with the Regional Office for Africa is 
planned for 1986. 

2.3.9 Interregional activities have commenced between the Regional Offices for the Americas, 
Europe and, more recently, the Western Pacific. Such initiatives, globally coordinated, 
should be further encouraged, as this is one way of bringing the experience of the more 
developed regions to other regions, particularly to support the countries of the African 
continent. Interregional activities include the training course or workshop in emergency 
preparedness for small Pacific and Caribbean nations arranged jointly by the Regional Offices 
for the Western Pacific and for the Americas. This training course or workshop is expected 
to develop methods and models to be used in other interregional and regional training 
activities. 

2.4 Training materials 

2.4.1 Training materials for use in the African continent will need to be developed, in 
conjunction with the collaborating centres, as the situation and training needs call for 
something substantively different from the previous emergency training in acute disasters. 
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To the extent applicable, the experience and training materials of the Region of the Americas 
will be used in developing training programmes in Africa. The Region of the Americas and the 
European Region have developed protocols for emergency preparedness which are now being 
tested in local training sessions. 

2.4.2 The purpose of the training and other measures to improve WHO1 s capacity in 
preparedness for disasters and emergencies is to transfer these skills to the national level 
through regional and subregional training seminars which will be followed up by training at 
country level in 1986-1987. Support will be given to countries where national training 
courses take place, based on the assessment of their capacity and preparedness to initiate 
national action. WPCs are in a key position to support the national initiatives. The 
training and reference materials and curricula developed will be provided for these national 
training courses. . 

3. BUDGETARY IMPLICATIONS 

3.1 To be able to cope with the above and to respond to emergency relief needs, the WHO 
emergency relief operations programme needs flexibility in funding. Most of the programme?s 
operations are based on external financing. In principle, only limited emergency supplies 
are provided - except in special circumstances - arid these are funded by external 
resources. A major criterion in the programme's use of regular budget funds is priority for 
development in the long term as this is generally more difficult to finance from external 
sources. 

3.2 In addition to the regular budget, funds for the programme include external resources 
secured to date from the Swedish International Development Authority (US$ 150 000 for 
1985-1986) and the Canadian International Development Agency (US$ 440 000 for 1986-1987). 
These funds will be used for regional training programmes and in emergency missions, 

3.3 The additional sum of USÍ 250 000 will be used as follows: 

Information systems and studies 

Early warning and rapid assessment 

Research 

US$ 40 000 

30 000 

Information processing and programming 
(including equipment) 

Training 

Fellowships 

Management training 

Training - Regional Office for Africa 

Training - Regional Office for the 
Eastern Mediterranean 

30 000 

10 

5 

35 

000 

000 

000 

20 000 

Training materials 

Global and regional training 
National courses 

40 000 
40 000 

Total US$ 250 000 

3.4 These funds will not be used for emergency supplies but to accelerate the disaster 
preparedness programme, particularly in Africa. Additional funds will have to be generated, 
since the funds available may not cover more than one-third of the total programme for 
1986-1987. Funds for any major unforeseen emergency will likewise have to be generated. 
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HEALTH SYSTEMS RESEARCH 

1. SITUATION ANALYSIS - THE NEED 

1.1 Despite the considerable progress made in a number of areas of biomedical research and 
health technology development in recent years, the health care delivery system in many 
countries has not always been in a position to fully absorb such advances and make their 
benefits available to all. One important means of closing the gap between the development of 
new technologies and their application in countries is health systems research, which can be 
defined as research aimed at optimizing the utilization of the techniques and resources 
available in a country in order to promote health and health care delivery at all levels of 
the national health system. Health systems research supports national strategies and helps 
overcome obstacles to health for all by providing decision-makers with evidence as to which 
health policies are likely to be the most effective, efficient, economic and relevant to 
their needs, and by providing managers with the technical knowledge to translate these 
policies into action. 

1.2 The WHO health systems research programme for 1986-1987, as presented in the proposed 
programme budget for the financial period 1986-1987, contains a range of activities aimed at 
fostering national and international action to promote awareness of the value of health 
systems research, strengthen national capability for such research, and support specific, 
relevant national health systems research, the results of which can be applied to improve the 
performance of the national health system in the future, and can be transferred to other 
countries through WHO and directly between countries as technical cooperation among 
developing countries (TCDC). Promotion of health systems research is an important component 
of many different programmes in WHO, and takes place at all organizational levels, especially 
in regions and countries in direct support to action at country level. Partly thanks to such 
promotion and support efforts, there is increased recognition in many countries of health 
systems research as a fundamental tool for the reorientation of national health systems 
towards the goal of health for all by the year 2000. But realization of the full potential 
of health systems research has been slow due to a number of constraints, including limited 
financial, human and institutional resources, failure to tackle certain critical issues, and 
lack of communication between researchers, practitioners and decisionmakers* 

1.3 In view of this situation, the Executive Board at its seventy-fifth session (January 
1985) and the Thirty-eighth World Health Assembly (May 1985), during the review of the 
proposed programme budget for the financial period 1986-1987, considered that additional 
funding should be made available for health systems research on the most critical issues in 
the reorientation of national health systems towards health for all, in response to priority 
needs defined by countries. While the specific problems and solutions depend on the 
political, social, economic and cultural conditions of a country, certain critical issues are 
no doubt of common concern to a number of countries. An important source of identification 
of these issues will be the analysis in 1985 of national, regional and global reports on 
monitoring progress in implementing strategies for health for all. 

1.4 While it is premature in this document to define the specific critical issues towards 
which these additional health systems research activities will be directed, the following 
illustrate the kinds of areas and range of problems which most need to be addressed: 

-policy analysis； e.g. how policies are made, the information on which they are based, 
how they are translated into action, and how they will be evaluated; 

-equity, social justice and health: e.g. description of different types of inequity 
between socioeconomic groups, regions, males and females, groups at special risk; 
development of methods to measure coverage and to define means of achieving it; 

-intersectoral action: e.g. research for acquiring a better understanding of the 
socioeconomic determinants of health and to develop mechanisms for effective 
intersectoral action at different levels； 

-community involvement: e.g. analyses of precise mechanisms, issues and problems, 
conditions of failures and reasons, specific types and features of community 
involvement relevant to the country context； 
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- integration of disease control functions within the primary health care system: 
e.g. field studies on how to integrate tightly managed vertical programmes, which 
usually do not permit local flexibility to implement primary health care according to 
local preferences； 

-primary health care in urban areas: e.g. intra-urban differentials in health and 
health services, their determinants and their implications for the urban health 
system; alternative models of neighbourhood health development programmes and 
identification of constraints； and/or 

-social control of health technology: e.g. research on social control aspects of the 
development, diffusion and use of medical technologies. 

2. PROPOSED ADDITIONAL PROGRAMME ACTIVITIES 

2.1 While it is premature at this stage to détail the proposed additional health systems 
research activities for 1986-1987, it is possible to clarify the purposes to be served, to 
indicate the means of identifying critical issues and related research activities, and to 
suggest a framework for future implementation and evaluation, 

2.2 The additional resources will be used to reach simultaneously a variety of objectives by 
carrying out a series of health systems research activities aimed at improving the 
development and management of national health systems so that: 

-these national health systems will be able to perform better in the future; 

-national professionals and institutions involved will increase their credibility and 
capability in this field and thus be able subsequently to carry out additional health 
systems research activities at the national level and help other countries in this 
field as part of technical cooperation among developing countries (TCDC)； 

-the experience acquired jointly by WHO and the countries concerned will be transferred 
without undue delay to all other national health systems which may benefit from it; 

-the work done will help to encourage national health authorities to call more 
routinely on health systems research in order to optimize the use of their resources, 
and may facilitate the raising by WHO of voluntary contributions for this purpose 
(health systems research advocacy). 

2.3 It is planned, as a preparatory phase, to undertake a thorough analysis of critical 
issues arising from the monitoring and evaluation of health for all strategies in 1985, and 
at the same time to initiate dialogue, through the WHO regions, with countries to identify 
certain critical health systems research issues meeting the standards indicated above• A few 
participating countries (up to six) most ready, willing and able to carry out this work, will 
also be identified. For example, in the African Region the new subregional "antennae" will 
be used to help define critical issues, negotiate with the countries concerned, and support 
health systems research.1 It is proposed that a health systems research peer review group 
at the global level will provide further support and guidance, in close collaboration with 
the regional offices. 

2.4 Joint negotiations with the participating countries will lead to sharper definition of 
the health systems research activities to be undertaken. Of particular relevance to the 
selection of specific research activities in countries is the concept of "decision-linked 
research", designed to increase utilization of research findings for decision-making. The 

1 Preliminary discussions in the African Region have already indicated a positive 
interest in the proposed approach. Discussion with countries was initiated at the 
thirty-fifth session of the Regional Committee (September 1985, Lusaka), during the Technical 
Discussions which dealt with health systems research. 
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starting point is identification of information needs for decision-making through a process 
of interaction between decision-makers and researchers. Research is then designed, to 
respond directly to these needs.1 Mechanisms for linking health systems research to 
decision-making will be developed or existing mechanisms will be strengthened, 

2.5 Further steps may include, as appropriate: activation of a focal point and provisional 
support group； collection and analysis of information on completed, ongoing and planned 
research, institutions, experts, collaborating centres； development of a research protocol 
or operational plan of action; and mobilization of additional national and external support 
and resources. The implementation phase may require, as appropriate: establishment of a 
joint action group of decisionmakers and researchers； development of a programme of 
training and orientation; initiation of decision-linked research or adaptation of ongoing 
research; and use of information for decision-making. 

2.6 In addition to the formal research indicated above, and "learning by doing", the health 
systems research effort may include training and orientation activities. Workshops or 
courses of short duration covering the concepts, methods and management of health systems 
research, but focused on the specific training needs for the proposed research projects 
(e.g. training in survey methodology or in qualitative methods), may be conducted at country 
level. Training could include orientation sessions or programmes on health systems research 
for top-level policy and decision-makers. A training package - including a guide for 
planning training programmes, a course manual and a guide for administrators and trainers -
reviewed at an interregional consultation (Cameroon, July 1984) is available for this purpose. 

2.7 Finally, the evaluation phase may entail an assessment of the impact/change of the 
approach on the decision-making process (process/output). In some instances it may be 
possible to make use of retrospective case studies as well. It is 3xpected that validated 
health systems research results will be not only used within the country concerned, but also 
made available to other Member States that may be able to benefit from this experience. 

3. BUDGETARY IMPLICATIONS 

3.1 For all the above, it would be premature at this stage to assign a specific amount of 
resources to any particular research and development project and/or country. Such amounts 
will depend on the nature and scope of the proposed research projects, to be identified and 
developed in dialogue with selected countries and regions. The Director-General has decided, 
however, to make a total additional budgetary allocation of up to US$ 500 000 to support 
these country specific research and development activities. The resources will be used for a 
variety of objects of expenditure including: expertise for carrying out the research 
(national experts, health researchers, collaborating institutions and universities, etc.); 
training and orientation activities； learning materials； field work; data collection, 
analysis and dissemination; and planning, management and evaluation, as may be required. 
Proposals for use of these resources will be carefully screened, and in collaboration with 
the countries concerned the activities and expenditures will be accounted for in policy and 
programme terms. 

3.2 One important aspect of the funding of these proposals will be their time-limited nature 
so far as the WHO regular budget is concerned. Every effort will be made, therefore, to 
mobilize national resources and attract additional external resources to ensure the widened 
scope and continuation of the health systems research. To this end, additional funds will be 
solicited from national sources and international funding agencies. Preliminary discussions 
with possible donor agencies have already been initiated. From 1988 onwards a combination of 
regional and country involvement will cater for the continuation and eventual expansion of 
the programme. The role of WHO headquarters will then be to concentrate on coordination and 
information transfer and on evaluation of the programme. 

1 An internal document in preparation describes the application of this concept in 
health services and manpower development. 
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ESSENTIAL DRUGS AND VACCINES 

1. SITUATION ANALYSIS - THE NEED 

1.1 The availability of drugs and vaccines is an integral and important component of 
virtually all national strategies for health for all based oil primary health care; yet, 
especially in many developing countries, national drug policies, practices and services, 
regarding quality control, distribution and the utilization of drugs, have not yet succeeded 
in ensuring that even a limited number of safe and effective drugs are generally available to 
the entire population for curative, preventive and diagnostic purposes. The WHO Action 
Programme on Essential Drugs and Vaccines, launched in 1981, aims at fostering national and 
international action to enable countries to formulate drug policies, strengthen rational 
capability for their implementation, and ensure the regular supply at the primary health care 
level of the most effective, frequently used, and affordable essential drugs and vaccines. 

1.2 The WHO Action Programme on Essential Drugs and Vaccines for 1986-1987, as presented in 
the proposed programme budget for that financial period, contains a range of activities 
focused essentially oil action at country level, with appropriate regional and global 
support. These include operational research, training and promotional activities at national 
and regional levels, to provide information on the concepts, advantages and technology of the 
Action Programme, to support national policy development and programme implementation, as 
well as institution strengthening, and to help resolve critical issues relating, for example, 
to drug requirements, procurement, distribution, financing, cost-reduction, proper use of 
drugs and to programme evaluation. 

1.3 There is a need to accelerate implementation of the Action Programme in countries, and 
in particular to demonstrate in a few developing countries which are ready, willing and able 
to do so, that the Programme1 s approach can be effectively and economically applied under 
local national conditions, thus providing successful models for consideration by other 
countries. In view of this situation, the Executive Board at its seventy-fifth session 
(January 1985) and the Thirty-eighth World Health Assembly (May 1985), during the review of 
the proposed programme budget for the financial period 1986-1987, considered that the 
programme on essential drugs and vaccines deserved additional funding for that period, 
particularly with a view to the mobilization of greater external resources for drug action 
activities in developing countries. 

1.4 Accordingly, the Director-General has decided to allocate an additional amount of up to 
US$ 250 000 for the programme on essential drugs and vaccines in 1986-1987. It is proposed 
to use these resources to accelerate the national programme on essential drugs in Zimbabwe 
and to mobilize additional external resources for this purpose. This is intended to provide, 
in effect, a living laboratory at the location of one of the three subregional antennae of 
the Regional Office for Africa. The activity will be a joint Danish International 
Development Agency (DANIDA)/WHO venture, and it is expected to have a good spin-off effect 
for other Member States. 

2. PROPOSED ADDITIONAL PROGRAMME ACTIVITIES 

2.1 The programme is as follows: two WHO missions have been undertaken to Zimbabwe (in 
September 1984 and April 1985) to identify problems in the drug supply system. A proposal 
for a national essential 4rugs programme has been drawn up in close collaboration with the 
national authorities with three main components: (1) selection and quantification of 
essential drugs for the different levels of health care; (2) strengthening of drug supplies 
management, including storage and logistics； and (3) improvement in clinical diagnosis and 
patient management through training of health workers in proper use of drugs. A 
characteristic of this particular national programme vis-à-vis other similar programmes is 
that no external funding for drug supplies is needed. With the necessary rationalizations in 
selection, procurement, management and usage, the country's own budgetary resources can cover 
drug costs. However, external funding for the support components, particularly management 
and training, are required for the programme to be implemented. 
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2.2 The objective of the proposal is to assist the Government of Zimbabwe to achieve a 
satisfactory level of health care for the majority of the population particularly those 
living in the rural areas, where the essential drugs programme will be focused, through the 
provision and rational use of an adequate quantity of essential drugs at all times, within 
budgetary limits. 

2.3 The outcome will be improvements in health, in the effectiveness of health workers, and 
in the management expertise of the Ministry of Health staff at all levels. In addition, the 
successful implementation of the essential drugs programme in Zimbabwe will provide an 
impetus for other surrounding countries to design and implement similar programmes. The 
programme in Zimbabwe would thus become an effective subregional centre for demonstration and 
training in drug supply management. This role will be reinforced by the proposed subregional 
quality control laboratory in Harare. Funds are being allocated from the regional programme 
budget for this purpose. The programme in Zimbabwe is already functioning as an antenna for 
other subregional activities. 

2.4 The justification for allocation of additional WHO funds is the following: 
(1) Zimbabwe's commitment to primary health care and essential drugs policy indicates high 
probability of successful outcome with modest external support； (2) implementation of the 
national essential drugs programme could start without delay; (3) the development in Harare 
of a subregional centre for training and demonstration in drug supplies management and 
quality control would be assured; (4) neighbouring countries would be motivated to plan and 
implement their own essential drug programmes (as in the case of Kenya, for example, where 
neighbouring countries are already implementing or will implement essential drug 
programmes)； and (5) the African Region has agreed in principle to accept Zimbabwe as a 
priority country for essential drugs programme development at this time. The multiplier 
effect of the accelerated effort in Zimbabwe should be substantial for other Member States. 

3. BUDGETARY IMPLICATIONS 

3.1 Informal contacts with the Danish International Development Agency (DANIDA) in 
Copenhagen have yielded the positive response that should additional WHO funds be allocated 
in 1986-1987 to the Zimbabwe national programme on essential drugs as outlined above, DANIDA 
will consider increasing its planned contribution to the extent of covering all remaining 
costs over the full programme period• 

3.2 DANIDA is particularly interested in covering the costs of management support personnel 
plus transport and equipment. Therefore, the additional US$ 250 000 from WHO in 1986-1987 
will be used for management support and training of health workers as follows: 

1986 1987 
\ J W ÎJS5" 

Management support to the Ministry of Health 
for strengthening drug supply system 
(training materials, equipment, consultants, 
operational expenses (3-man management unit), 
monitoring and evaluation): 50 000 25 000 

B* Retraining programme for health workers 
(medical assistants/nurses/pharmacists, 
district/provincial medical staff, 
national workshop on essential drugs): 100 000 75 000 

150 000 100 000 

Total for the biennium 250 000 

3.3 The infusion of these additional resources into the Action Programme now will accelerate 
implementation and lead to earlier self-sufficiency of the national essential drugs programme 
in Zimbabwe, which will serve as a successful model for inspiration of other countries. 
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CARDIOVASCULAR DISEASES 

1. SITUATION ANALYSIS - THE NEED 

1.1 The importance of cardiovascular diseases as causes of morbidity and death in virtually 
all industrialized countries and also their emergence as a public health problem in 
developing countries have been clearly recognized (resolution WHA29.49, 1976). These 
diseases cause almost 25% of all deaths worldwide today； in developed countries they remain 
the leading cause of mortality and account for 48% of all deaths. If present conditions 
persist every second infant born in these countries will ultimately die from cardiovascular 
disease. In developing countries cardiovascular diseases are the third leading cause of 
death (16%), after respiratory diseases (21%) and other infectious and parasitic diseases 
( 1 8 % ) . 1 

1.2 What is possibly of even greater concern is the fact that in many countries coronary 
heart disease, especially in males, is occurring in younger age-groups, leading to premature 
morbidity and mortality in these countries；. in the countries where mortality from chronic 
heart disease is decreasing, this tendency is also more noticeable in males in the younger 
age-group.^ This observation emphasizes the potential for preventing premature disability 
and death, as well as the danger, especially to males at younger ages, if the present 
epidemic of chronic heart disease is allowed to continue unchecked. 

1.3 Notwithstanding the ail-too-prevalent view that cardiovascular diseases are intractable 
and inevitable, it has become evident that a wide range of preventive methodology is to 
hand. The fact that appropriate technology now exists to prevent and control a growing 
number of cardiovascular diseases, such as rheumatic heart disease in children, coronary 
heart disease and hypertension resulting in cerebrovascular accident, has been emphasized 
(resolution WHA36.32, 1983). Preventive measures applied from an early age can help to 
arrest the very real risk of premature death and disability from cardiovascular diseases in 
both men and women. 

1.4 The WHO Seventh General Programme of Work (1984-1989) stresses a strategy of prevention 
of cardiovascular diseases in the context of health systems based on the primary health care 
approach. In response to resolution WHA36.32, programme activities on cardiovascular 
diseases were intensified in two specific areas during the 1984-1985 biennium: 

(1) prevention of coronary heart disease - national focal points have been nominated by 
16 Member States for liaison with WHO in the development of the coronary heart disease 
prevention programme, and a group of "core" countries has been identified with which WHO 
will work closely on the formulation of national action plans； the first meeting of 
national programme managers is scheduled to take place in Geneva in November 1985； 

(2) prevention of rheumatic fever and rheumatic heart disease _ fifteen developing 
countries are participating in the global programme for the prevention of rheumatic 
fever and rheumatic heart disease, which is being supported by the Arab Gulf Programme 
for the United Nations Development Organizations (AGFUND) for the two-year period 
1985-1986； the country programmes will be incorporated into the existing primary health 
care and national health service system from the very outset and each collaborating 
country is preparing a plan of operation based on guidelines provided by WHO. 

1 World Health Organization. World health statistics annual, 1983: Graphic section, 
Figure 4. Geneva, 1983. — 

2 World health statistics quarterly, 38(2): 146 (1985). 



Annex 4 

1.5 The approved programme budget for 1986-1987, as presented in the proposed programme 
budget for the financial period 1986-1987, provides for the continuation of these 
activities. In addition, the Thirty-eighth World Health Assembly (May 1985), when reviewing 
the proposed programme budget for 1986-1987, requested the Director-General to intensify 
measures to promote the prevention of cardiovascular diseases and to ensure the availability 
of necessary resources (resolution WHA38.30). Therefore, it is planned to fully implement 
these planned activities, and at the same time to actively pursue the policy of increasing 
regional and country involvement thus ensuring that the countries themselves assume full 
responsibility for their programmes as soon as possible. 

1.6 Cardiovascular and other noncommunicable diseases. The intensification of specific 
programme activities in the 1984-1985 biennium has sharpened the need for an accelerated pace 
in the development of broader approaches to the prevention and control of cardiovascular and 
other noncommunicable diseases together. This combined approach was anticipated at the 
planning stages of the WHO-coordinated comprehensive cardiovascular community control 
programmes and has been recommended in a number of reports.^ The current medium-term 
programme on cardiovascular diseases^ and the programme budget activities for 1986-19873 
reflect the need for this development, in which the comprehensive control of cardiovascular 
diseases in the community will serve as a paradigm for comprehensive chronic disease control, 
and emphasize that wherever feasible studies will be initiated in simultaneous control of 
cardiovascular and other noncommunicable diseases. The direction and pace of these 
developments have been endorsed by the Health Assembly in resolution WHA38.30. 

1.7 In the light of the above, the Director-General has decided to allocate an additional 
amount of up to US$ 400 000 for the cardiovascular diseases programme in 1986-1987, for the 
activities outlined below. 

2. PROPOSED ADDITIONAL PROGRAMME ACTIVITIES 

2.1 The following proposed activities are additional in the sense that supplementary 
budgetary support is required to ensure their continuation or intensification at an effective 
level in the 1986-1987 biennium. 

2.2 Prevention of coronary heart disease. Three areas of activity will be pursued for the 
prevention of coronary heart disease: 

(1) Continuation of activities for prevention of cardiovascular diseases (see 
paragraph 1.4(1) above； for further details see the proposed programme budget for the 
financial period 1986-19873 and the account of the intensified programme annexed to 
the Director-General1 s report to the Programme Committee at its autumn session in 
1983,-4 

(2) Coordination of the WHO MONICA project for the multinational monitoring of trends 
and determinants in cardiovascular diseases； 

(3) Coordination of studies on atherosclerosis precursors in children and the related 
multicentre pathobiological research project. 

1 Documents WHO/CVD/76, p. 18 and WHO/CVD/77.3, p. 1. 
2 Document WHO/CVD/83.3. 
3 Document PB/86-87, p, 266. 
Document EB73/PC/WP/5, Annex 4. 
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2.3 Prevention of rheumatic fever and rheumatic heart disease• Two areas of activity will 
be pursued for the prevention of rheumatic fever and rheumatic heart disease: 

(1) Coordination of the 15-country global programme (see paragraph 1.4(2) above)； 

(2) Promotion of similar activities in other interested developing countries. 

2.4 Combined approach to prevention of cardiovascular diseases and other noncommunicable 
diseases. Research and development efforts will include: 

(1) activities to induce health-related behaviour changes in the population concerning: 

(a) primordial prevention and comprehensive health education of children and 
youth - activities jointly coordinated by the cardiovascular diseases programme and 
the programme on public information and education for health; 

(b) tobacco and health - activities jointly coordinated by those same programmes； 

(2) integration of cardiovascular and selected noncommunicable diseases into primary 
health care: 

(a) pilot studies in developing countries conducted jointly by the cardiovascular 
diseases programme and the Division of Strengthening of Health Services； 

(b) operational research for devising, testing and introducing models of the 
integrated control of several chronic conditions into existing health services. 

3. BUDGETARY IMPLICATIONS 

3.1 The following budgetary estimates are over and above the provisions contained in the 
proposed programme budget for the financial period 1986-1987. In addition, it should be 
noted that the rheumatic fever and rheumatic heart disease programme shown below is supported 
in the amount of US$ 750 000 by AGFUND; therefore, the funds indicated here will be used for 
necessary activities not covered by the AGFUND agreement (e.g. global meeting of 
investigators) and to make visible WHO financial input. 

Activity Amount 
U S $ ~ 

Planning and management (consultants) 55 000 

Meetings of investigators: 
-coronary heart disease prevention 
-rheumatic fever and rheumatic heart disease prevention 

25 
20 

000 
000 

Workshops on combined cardiovascular and noncommuniable 
disease prevention programmes 

WHO MONICA project 

20 

85 

000 

000 

Research, development and training in: 
-coronary heart disease (1) Studies in children 

(2) WHO Collaborating Centre, Prague 
(3) Literature reviews 

80 
80 
5 

000 
000 
000 

rheumatic fever and rheumatic heart disease 20 000 

-cardiovascular and noncommunicable diseases (including primordial prevention) 10 000 

Total USj 400 000 
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OTHER NONCOMMUNICABLE DISEASE PREVENTION AND CONTROL ACTIVITIES 

1. SITUATION ANALYSIS - THE NEED 

1.1 Major noncommunicable diseases, such as cardiovascular diseases, cancers, diabetes, 
respiratory, rheumatic and oral diseases, impose a heavy burden in all societies, absorbing 
an unduly high proportion of health budgets of both developing and developed countries. The 
situation in the developing countries is even more serious since these countries, which have 
not yet conquered the bulk of communicable diseases, are already facing an epidemic of 
noncommunicable diseases. For instance, according to the most recent statistics provided to 
WHO, 16 developing countries of the Western Pacific Region reported more deaths from 
noncommunicable diseases that normally afflict affluent nations than from infectious and 
parasitic diseases.1 

1.2 Cancer has recently been ranked as the second or third main cause of death globally 
among persons who survive the first five years of life. Contrary to the general belief that 
cancer occurs mainly in the industrialized world, it is estimated that more than half of all 
cancer patients today are in the developing countries. What is more dramatic is that even in 
the case of lung cancer, where existing knowledge suggests that some 90% of fatalities are 
smoking-induced, there has been no improvement within the last two decades. On the contrary, 
according to recently published data in 28 industrialized countries there was during that 
time a 116% increase of lung cancer deaths in men and 200% in women. 

1.3 Cardiovascular diseases, in developed countries, are the leading cause of death among 
men and second or third among women, constituting 40 to 50% of all deaths. Such a 
potentially controllable condition as hypertension is estimated to be around 150 per 1000 
globally. Rheumatic fever and rheumatic heart disease, though eminently preventable, still 
have prevalence rates of up to 33 per 1000 in schoolchildren in developing countries where 
rheumatic heart disease accounts for over 30% of cardiac patients admitted to hospital. The 
recent analysis of trends of coronary heart disease mortality showed that, while in some 
countries there was a decline of up to 38% in mortality during the last decade, there was, at 
the same time, an increase of up to 58% in the others,^ thus clearly indicating the gap 
between existing knowledge and its practical implementation. 

1.A A number of other noncommunicable diseases are also serious public health problems. 
Diabetes mellitus affects at least 30 million people throughout the world and the number of 
cases reported is increasing rapidly, although there is a clear indication that the majority 
of non-insulin dependent diabetes cases could be prevented if a rational community-based 
action aimed at balanced diet, appropriate exercise and obesity control were effective.^ 
Chronic respiratory diseases representing a large part of the huge total of respiratory 
diseases in mankind again might be to a large extent prevented and controlled through and by 
manipulation of environment (e.g. avoiding air pollution), adopting nonsmoking as normal 
behaviour and proper management of respiratory infections. 

1.5 A careful scrutiny of existing knowledge accumulated in different noncommunicable 
disease programme areas suggests that there is strong potential for prevention and control of 
a group of these diseases, from the point of view of causative effects of unhealthy 
life-styles and environment, as well as from the health care delivery point of view. The 
only realistic way of improving the health of entire populations in respect of these diseases 
is by means of a preventive strategy combined with appropriate health care technology when 

1 World Health Organization. World health statistics annual, 1984. Geneva, 198A. 
2 Weekly epidemiological record, 60(17): 125-132 (1985). 
^ Community Prevention and Control of Cardiovascular Diseases : report of a WHO Expert 

Committee. WHO Technical Report Series (in press). 
4 
Mellitus: report of a WHO Study Group. WHO Technical Report Series (in press). 
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necessary. Al though knowledge is still incomplete of what specifically could be done to 
prevent the occurrence of this or that chronic ill-health condition, more and more evidence 
is coming from various population studies indicating that many life-style related 
characteristics, such as smoking (or tobacco use in general), unbalanced nutrition, lack of 
physical activity, and a number of psychosocial factors, are common factors making for an 
increased risk of a group of major noncommunicable diseases, thus demonstrating that these 
factors have a very broad negative impact on health. 

1.6 In a number of areas, the relationship between life-style variables and resulting 
disease or ill-health is well known. An example of this is the smoking habit, which is 
responsible for about 90% of lung cancer deaths, 75% of bronchitis deaths, and 25% of 
coronary heart disease deaths, and which is associated with low body weight in the newborn of 
smoking mothers, as well as cancers of organs other than the lungs. This does not require 
further research in terms of the need for community health programme implementation - here 
more aggressive action is needed. In the case of certain other life-style variables not 
enough is known and further research is required. For example, in the field of nutrition, 
there is enough knowledge to act in favour of a healthy diet, but in respect of this or that 
single disease entity research is still needed for the formulation of a balanced diet to meet 
the nutritional goals that would combine to prevent a group of major noncommunicable diseases. 

1.7 On the health care delivery side, and especially within the context of primary health 
care, there is a clear need for more integration of individual programmes dealing with 
specific diseases, and this in fact is a current trend in further developing national health 
systems based on primary health care. In the design of community health programmes, the real 
possibilities of integrating preventive technology and actions into primary health care, and 
of promoting essential health determinants - such as non-smoking behaviour, balanced 
nutrition, self-care, family education, community participation, and intersectoral 
cooperation for health - must be taken into account. This in fact leads to the type of 
action which is closer to health promotion in general than it is to the prevention and 
control of specific diseases individually. A pragmatic approach must be put forward 
consisting of endeavours first to build up an action based on existing knowledge with a clear 
intention to shorten the gap between existing knowledge and implementation, and, secondly, to 
design these action programmes in such a way that they allow for incorporation of the 
research components needed to throw light on how to fill in the existing gaps in knowledge. 

1.8 Although more and more evidence is coming from epidemiological studies that a number of 
life-style related factors are common to several major noncommunicable diseases, there is, so 
far, little experience to prove that integrated risk factor control - an attractive concept -
or, in even broader terms, integrated health promotive action in communities is feasible and 
more efficient than existing single disease oriented preventive practices. The WHO Seventh 
General Programme of Work (1984-1989) has emphasized the importance of collaborative studies 
being completed on the combined, integrated prevention and control of a number of 
noncommunicable diseases on a community basis. WHO has been actively involved in generating 
and stimulating this innovative approach to major noncommunicable disease prevention and 
control, assisting some interested Member States or institutions to prepare study/programme 
protocols, drawing up plans for national action to be implemented on a step-by-step basis, 
and convening meetings of principal investigators, as well as of those dealing with the 
development of a methodology for information collection, monitoring and evaluation of 
integrated programmes for noncommunicable diseases prevention and control. However, for this 
action to be more efficient and productive there is a clear need for further support and 
strengthening of research and development in this area. 

1.9 In view of this situation, the Thirty-eighth World Health Assembly in resolution 
WHA38.30 requested the Director-General: (1) to intensify measures to promote the prevention 
of cardiovascular diseases, as an example for other noncommunicable diseases； (2) to foster 
and support community studies aimed at the joint control of a number of risk-related 
noncommunicable diseases; (3) to encourage particularly the coordination within WHO of 
programmes aimed at influencing risk factors closely related to individual life-styles； 
(4) to ensure the availability of resources for the exchange of study protocols and 
experience among Member States involved in this initiative; and (5) to encourage and sponsor 
workshops in Member States so that information about the practical implementation of control 
programmes can be quickly exchanged. 
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1.10 In the light of the foregoing, the Director-General has decided to allocate an 
additional amount of up to USÎ 300 000 to other noncommunicable disease prevention and 
control activities as outlined below, with a view to stimulating the action called for in 
resolution WHA38.30. 

2. PROPOSED ADDITIONAL PROGRAMME ACTIVITIES 

2.1 Establishment of a network of collaborating centres and countries and exchange of 
experiences. Within the context of research and development on noncommunicable diseases the 
integrated programme for community health will cover both health research and action to 
prevent and control major noncommunicable diseases• At the global level greater emphasis 
will be given to research components of the programme requiring WHO involvement in the 
provision of expertise, careful design and development of study protocols, programme 
monitoring and evaluation methodology, and exchange of national experiences. This will call 
for considerable consultant involvement, the setting-up of programme coordination and the 
stimulation of mechanisms allowing for, and ensuring, the continuity of programme 
implementation at the national level after initial WHO input has been made. According to 
local interests and experiences an action component, such as antismoking, healthy nutrition 
or other life-style related activities, might constitute a considerable proportion of 
programme implementation. In this case regional or country activities will have the action 
component emphasized. Nevertheless, at the global level an attempt will be made to identify 
a core group of centres and countries representing different regions which will be actively 
involved in developing research projects. To provide necessary expertise and to support 
regional and country activities a global technical advisory group will be established. 
Research projects will cover: 

(1) testing the methodology for integrated prevention and control of major 
noncommunicable diseases； 

(2) integrating health promotive and disease preventive actions into primary health 
care infrastructures and providing an appropriate training for staff involved in these 
kind of activities； 

(3) exchanging experiences through regular meetings of principal investigators; and 

(4) developing risk assessment methodology related to multiple disease outcomes which 
will also include trend projections. 

2•2 Monitoring and evaluation methodology of community health interventions. The WHO MONICA 
project, which mainly covers risk factor and cardiovascular disease outcome monitoring 
methodology, might serve as a basis for the development of a system for monitoring other 
noncommunicable diseases and related risk factors in the community. In this connection 
considerable effort is needed to incorporate a number of new components and to adapt it in 
interested countries for the purposes of integrated programmes for community health in 
noncommunicable diseases which also include health interventions. This type of activity, 
therefore, will cover: 

(1) amendment and adaptation of the MONICA project to the needs of integrated 
programmes for community health in noncommunicable diseases; 

(2) incorporation of components to allow for monitoring and evaluation of health 
interventions； and 

(3) adaptation of existing health information systems for use in integrated programmes. 

2.3 Country demonstration projects and model activities. Demonstration programmes on the 
integrated approach to the prevention and control of major noncommunicable diseases will be 
set up in support of selected collaborating countries and with involvement of interested 
international organizations and bodies of the United Nations system (e.g. F AO, UNDP), as well 
as nongovernmental organizations. For operational purposes the ongoing single disease 
prevention and control programmes in selected interested countries, will be used as entry 
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points and as resources for moving towards integrated monitoring and control of a group of 
major noncommunicable diseases and for health promotion. Within these programmes, according 
to local needs and interests, different model activities related to noncommunicable diseases 
will be developed, including projects on: (1) health of schoolchildren； (2) family health 
for noncommunicable disease prevention and control； (3) community education for health in 
regard to noncommunicable disease prevention and control; and (4) health promotive and major 
noncommunicable disease preventive activities in occupational settings. These activities 
will involve closer collaboration among different programmes and thus strengthen further the 
development of a multidisciplinary approach to health promotion and disease prevention. The 
ultimate "pay-off" will be in terms of transfer of information and experience between 
countries, in a spirit of technical cooperation among developing countries, and improved 
health of the population in the countries concerned. 

3. BUDGETARY IMPLICATIONS 

3,1 In order to intensify other noncommunicable disease prevention and control activities, 
the following budgetary proposals are being made for 1986-1987, in addition to the regular 
budget allocations shown in the proposed programme budget for the financial period 1986-1987; 

Activity US法 amount 

Planning and management 50 000 

Meetings of technical advisory group 30 000 

Support to country programmes : 
-meetings of investigators 
-education and training 
-demonstration projects 

50 000 
20 000 
80 000 

Research and development: 
-risk assessment methodology 
-monitoring and evaluation methodology 
-combined risk factor intervention 

10 000 
30 000 

methodology 30 000 

Total US$ 300 000 


