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1. During its review of the draft procedural guidance formulated by the 
Director-General for the preparation of the programme budget proposals for the financial 
period 1990-1991, the Programme Committee of the Executive Board, at its twelfth meeting 
in 1987, raised a number of issues related to the identification of WHO's programme 
priorities. Accordingly, a note by the Director-General on 11 Formulation of programme 
priorities" describing the policy basis, processes and mechanisms the Organization had 
established and followed over the years to determine programme priorities was presented 
to the Executive Board in January 1988 (document EB81/11).^ It summarized the process 
at country, intercountry, interregional, regional and global levels for identifying 
priorities for WHO-financed activities. 

2. After discussing the document, the Executive Board concluded that the subject should 
be reviewed again by the Programme Committee of the Executive Board in the light of the 
preparation of the 1990-1991 programme budget. The Programme Committee at its 
informal meeting in May 1988 decided that it would focus its review on how the 
principles, processes and mechanisms for the formulation of programme priorities, 
outlined by the Director-General in document EB81/11, had been applied. 

3. As a basis for its discussion at its thirteenth meeting, the Programme Committee had 
before it a document on "Setting of programme priorities within the framework of the WHO 
managerial process and mechanisms" containing information which complemented existing 
documentation and previous discussions on the matter. The document concentrated on the 
determination of priorities for the utilization of resources at the global, interregional 
and regional levels. In fact, since the adoption by the World Health Assembly of 
resolution WHA30.23, governments have determined jointly with WHO the utilization of WHO 
resources in their country in the light of their own national priorities and of policies 
established with WHO. 

4. The document briefly described the general principles followed when identifying 
priorities for WHO'S programme development； it also contained information provided by 
the six regional offices on the determination of priorities at regional and intercountry 
level (Annex 3, Determination of priorities at the regional and intercountry levels)^. 
In addition, nine programmes were selected to illustrate how the Organization's policy 
basis, processes and mechanisms for the setting of programme priorities were applied in 
practice (Annex 4, Examples of priority setting for WHO programmes)^. Using this 
information, a number of observations were made relating to the identification of 
priorities and some suggestions for follow-up were outlined. 

1 Document EB81/1988/REC/1, pp. 202-211. 
2 Document EB81/1988/REC/2, pp. 75-84. 
3 Document EB83/PC/WP/3 (annexed). 
^ Appendix 1 to the Annex to this document. 
5 Appendix 2 to the Annex to this document. 

WORLD HEALTH ORGANIZATION 

J ^ ORGANISATION MONDIALE DE LA SANTE 

EB83/23 

21 October 1988 



5. Members of the Programme Committee commended the pragmatic presentation of this 
topic, and the formulation of the paper as an interesting source of information on how 
the Organization operates； in particular the Annexes (appendices to the Annex to this 
document) were found most useful for the way in which they described the reality of the 
setting of priorities in the regions and used the nine programmes as historical examples 
of the selection and evolution of priorities for WHO's programme. 

6. During the discussion, members emphasized the fundamental importance of precise 
criteria for identifying priority health issues that should be addressed by WHO's 
programme； this included, for example, epidemiological criteria such as incidence, 
prevalence, distribution, morbidity and mortality, and the availability of technology. 
Harder to measure objectively, but equally important in identifying programme areas for 
development, were such factors as quality of life, including human suffering, and the 
potential impact that preventive action could have. Thus, the Committee recognized that 
not all parameters would be equally measurable. 

7. The Committee also recognized that while epidemiological evidence would clearly 
point the way for WHO'S programme development there were other areas of general concern 
that should be addressed by WHO but that would not be thus identified, such as research, 
development of methods and setting of standards. Efforts to ensure a rational approach 
to the setting of priorities would thus never lead to "complete scientific accuracy". 
However, these efforts would ensure that issues such as long-term world health 
development and the fundamental role of research would be taken into account. While 
recognizing the difficulties involved, some members suggested the incorporation of 
cost-benefit criteria into the process of identifying priorities. 

8. The attention of the Programme Committee was drawn to some of the approaches and 
criteria for priority identification presently used in different parts of the 
Organization. While members were conscious that these could not be systematically 
transferred from one region to another, or from one level of the Organization to another, 
they expressed interest in initiating an analysis of the methods used with a view to 
determining whether any common criteria could be identified for use at the global and 
interregional level as, for example, in selecting activities to be budgeted for. 

9. Recalling the presentation by the Director-General under agenda item 3, members of 
the Committee again welcomed the special effort currently under way to strengthen the 
management of the Organization, in particular through more thorough monitoring and 
evaluation of activity implementation. The Committee commented on the usefulness of the 
relatively brief statements made by the Director-General and the Regional Directors 
highlighting key developments. The Committee requested that similar interventions 
focusing on major policy and programme orientations or shifts of emphasis in these should 
be made a regular feature of future meetings of the Programme Committee. This dialogue 
between the Programme Committee and the Director-General should be an integral part of 
the mechanism for the selection of priorities for WHO's programme. 

10. Turning to the issue of resource allocation in function of priorities, the Programme 
Committee noted that the level of financial resources was generally taken as evidence of 
priority ranking of programmes. Often, however, as illustrated by the examples in 
Annex 4,2 the recognition of a programme as a priority did not always lead to the 
allocation of additional resources. Thus, there was a difference between programme 
priorities, where special visibility for an issue was required, and budgetary priorities, 
where more financial means were called for to address a particular issue. 

1 See also document EB83/22. 
о 
Appendix 1 to the Annex to this document. 



11. The Committee concluded that it was not always possible to match priorities and 
budget, and that in any case a one-to-one relationship between priorities and financial 
allocations was unattainable. The problem was compounded by the fact that nearly 50% of 
WHO activities were financed through extrabudgetary resources, and that some of these 
funds were often earmarked for specific activities； the Programme Committee underlined 
that the Organization should ensure that, as for the regular budget, extrabudgetary funds 
for countries are directed towards the priority needs of the countries. As far as WHO's 
special programmes were concerned, the same rules for setting priorities should apply. 

12. In conclusion, the Committee expressed the view that the exercise of 
priority-setting should be one of continuing concern within WHO and could not be a static 
process since health needs in the world, management techniques, and even the resources 
available were constantly evolving. Thus after considering the proposals put forward in 
paragraph 15 of document EB83/PC/WP/3 (annexed to this document), the Programme Committee 
decided to recommend to the Executive Board that a more comprehensive approach should be 
followed in a pragmatic manner. 

13. The Programme Committee agreed that, first of all, the Executive Board might wish to 
recommend to the Director-General that he should bear in mind the essence of the 
discussion in the current strengthening and updating of WHO management, with emphasis on 
monitoring and evaluating jointly programme and budget implementation. 

14. Secondly, the Board might wish to recommend that a study should be conducted on the 
criteria used at different levels of the Organization with a view to identifying those 
which could be used for the determination of priorities at the global and interregional 
levels； the possible utilization of cost-benefit criteria should be considered. After 
consolidation, these criteria would be presented to the next meeting of the Programme 
Committee of the Executive Board in October 1989 for its consideration and for use in the 
preparation of the 1992-1993 programme budget. 

15. In addition, within the framework of the proposal by the Programme Committee that 
the main orientations of the programmes be presented every year by the Director-General 
and Regional Directors (EB83/22), it was suggested that part of these presentations 
should be devoted to a description of (a) priority activities implemented during the 
previous year, and (b) those considered for the next period. On the basis of its 
consideration of these presentations, the Programme Committee could make recommendations 
to the Director-General on future orientations, priorities and allocation of resources. 
Such a dialogue would constitute an important step forward in meeting the wish voiced by 
members for greater involvement of the Programme Committee in the selection of 
priorities. 

16. Finally, it was pointed out that while these new approaches and mechanisms would go 
far in improving the "transparency" of WHO management, it was also indispensable that the 
results of the process, i.e. the priorities selected through it, should also be 
"apparent" to the outside world. Recognized priorities of the World Health Organization 
stated publicly as such would improve the managerial image of the Organization, lead to 
better understanding of its role, improve resource mobilization, and facilitate its work. 
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SETTING OF PROGRAMME PRIORITIES WITHIN THE FRAMEWORK OF THE 
WHO MANAGERIAL PROCESS AND MECHANISMS 

Note by the Director-General 

In reviewing the draft procedural guidance formulated by the 
Director-General for the preparation of the programme budget proposals for 
1990-1991, the Programme Committee of the Executive Board raised a number 
of issues related to the identification of priorities for WHO's action and 
asked the Director-General for clarification. 

Accordingly a document entitled "Formulation of programme priorities" 
(EB81/11), describing the policy basis, processes and mechanisms the 
Organization had established over the years to determine programme 
priorities, was presented to the Executive Board in January 1988 
(Annex 1). Following its consideration of this document, the Board 
requested its Programme Committee to review the subject again (Annex 2). 

The present document briefly describes general principles followed in 
practice when identifying priorities for WHO programme development. Some 
suggestions are made as a starting point for discussion on the ways of 
strengthening priority setting in WHO. Annex 3 gives complementary 
information on the determination of priorities at the regional and 
iritercountry levels and Annex 4 gives practical examples showing how the 
policy basis, processes and mechanisms contribute to the setting of 
priorities. 
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I. INTRODUCTION 

1. Following its review of the draft procedural guidance formulated by the 
Director-General for the preparation of the programme budget proposals for the financial 
period 1990-1991, the Programme Committee of the Executive Board, at its twelfth meeting 
in 1987, raised the possibility of the Health Assembly, the Executive Board, its 
Programme Committee and/or the regional committees becoming more deeply involved in 
giving guidance to the Director-General on setting of programme priorities. Accordingly 
the Committee welcomed the suggestion of the Director-General that he should present to 
the eighty-first session of the Executive Board a document describing the policy basis, 
processes and mechanisms the Organization had established over the years to determine 
programme priorities (document EB81/11, attached as Annex 1). WHO-financed activities 
take place at three different levels； this document summarizes how the identification of 
priorities for these activities follows a different process at each level. At the 
country level, in line with resolution WHA30.23, the identification of collaborative 
priority activities is a major responsibility of the government, supported by the 
Organization. At the iritercountry, regional and global levels, various processes and 
mechanisms have been set up for this purpose as part of WHO'S managerial process during 
the past few years. 

о 
2. After discussing this document, the Executive Board concluded that the subject 
should be reviewed again by the Programme Committee of the Executive Board in the light 
of the preparation of the 1990-1991 programme budget. The Programme Committee should 
consider in particular: how the principles, processes and mechanisms outlined in EB81/11 
have been applied; how priority health problems were identified; what factors 
determined the establishment of a programme for WHO, and how priority activities were 
identified within these programmes； and how shifts in priorities may lead to changes in 
the allocation of resources. Accordingly, the following nine programmes have been used 
as examples to try to illustrate these aspects : External coordination for health and 
social development (Emergency preparedness and response)； Health situation and trend 
assessment； Development of human resources for health; Adolescent health; Health risk 
assessment of potentially toxic chemicals； Clinical, laboratory and radiological 
technology for health systems based on primary health care (Health laboratory 
technology)； Drug and vaccine quality, safety and efficacy (Pharmaceuticals)； 
Diarrhoeal diseases； Leprosy (Annex 4). 

3. The present document thus complements the information given in document EB81/11 - in 
particular by giving information on the process at regional level (Annex 3) - and 
attempts to answer the questions of the Executive Board through practical examples. It 
is not the intention to address comprehensively the issue of priority-setting in WHO; 
rather, to complement the already extensive amount of documentation on the topic. 

II. DETERMINATION OF PRIORITIES 

4. From the information in Annex 3 and the examples in Annex 4, a certain number of 
observations may be made concerning the various factors that influence the identification 
of priorities. The first impression is that, although every programme history is unique, 
a few facts and general principles govern the establishment of a programme and 
continuously influence the determination of its priority activities. 

(a) The role of the Organization as embodied in the WHO Constitution or mandates 
inherited from predecessor organizations is the basis for the Organization's 
programme. 

1 More detailed information on the determination of priorities at the iritercountry 
and regional levels is provided in Annex 3. 

2 . . 
Summary records of these discussions attached as Annex 2. 



(b) The predominant criterion for the setting-up of a programme is the needs of 
Member States identified by epidemiological surveys and evidence. These perceived 
needs also influence WHO activities at the country level where, through the present 
programme budgeting methods, countries are themselves selecting the areas for WHO'S 
support. This criterion is also reflected at the intercountry, regional, 
interregional and global levels. In addition to needs as identified by 
epidemiological surveys and evidence, account has to be taken of the needs expressed 
through public opinion and political pressure； of growing importance in this regard 
is the role played by nongovernmental organizations. 

(c) The Health Assembly. supported by the Executive Board and the regional 
committees• contributes through its discussions, decisions and resolutions to the 
definition of objectives and the creation of programmes, as well as to the 
determination of priorities. Of fundamental importance is the role of these bodies 
in the elaboration of the General Programmes of Work. 

(d) A further source of influence on priority setting is the worldwide scientific 
community, whose expertise is brought to bear in particular through the advisory 
committees on health research, expert committees, programme advisory groups and 
technical advisory groups； and specific expertise provided, for example, through 
consultants or collaborating centres. 

(e) The identification of priority activities within WHO's policies and strategies 
is the concern of the Director-General who, supported by the Organization's 
executive management arid, more particularly, by programme managers (experts in their 
fields, well-versed in overall programme policy and available technology) directs 
the efforts of the Organization to implement its constitutional mandate within its 
capacities and resources. 

(f) Finally, the use of the WHO managerial process and mechanisms through strategy 
development, planning and programming, programme budgeting, monitoring and 
evaluation, and adequate information support, generally ensures that all the above 
principles are adequately taken into account in a balanced manner. Regular 
monitoring and evaluation also ensure that the way activities are carried out is 
adjusted in function of evolving situations. 

5. A second impression that emerges from the examples in Annex 4 is that the 
Organization deals with important and pressing priorities for Member States with 
extremely limited resources (regular and extrabudgetary), and that the budgets allocated 
to programmes do not necessarily appear to correspond to the importance of the subject 
dealt with. It can also be seen from the examples that the need for resources for 
financing priority activities may vary during the life cycle of a programme. In certain 
cases the allocation of resources among programmes, especially at headquarters and in the 
regional offices, does not reflect immediate priorities of Member States, but may reflect 
longer term needs for the involvement of the Organization in general research and 
development issues, health policy consensus, advocacy, identification of criteria and 
standards, and transfer of methods and technology. 

6. In fact the resources allocated by the Organization to the solution of health 
problems in the world, through the regular budget of WHO and extrabudgetary resources 
made available to it, constitute only a small amount of the total resources utilized. 
National resources provide the bulk of this financing. Bilateral and international 
resources, including contributions from nongovernmental organizations, only supplement 
existing resources, hence the importance for WHO to be able to influence the utilization 
of these national resources, to attract international and bilateral resources and to 
influence their utilization in support of national health priorities. But in order to 



support countries in making optimal use of their national resources and in determining 
priorities for their own programmes it is essential that WHO work on objectives 
collectively agreed upon with Member States covering most of the health problems in the 
world, communicate solutions when they exist, catalyse action at policy and 
implementation levels, provide technical support in both these regards and, finally, 
stimulate and support research where solutions are not yet available. Hence the present 
scope of the Organization's programme, which in fact addresses "relative priorities" so 
as to cover most of the needs of the 166 Member States in the short- and long-term. 

7. Clearly the role of WHO in reorienting international and bilateral resources towards 
national priorities and in attracting these resources for its own programmes is of prime 
importance. However, this raises the issue of the role played by extrabudgetary 
resources in influencing priorities. From the point of view of programme planning and 
development, the same general principles are applied to all the Organization's 
activities, irrespective of the source of funds. Thus the concept of the integrated 
international health programme, fully reflected in the General Programme of Work and the 
programme budget, and the general principles governing the establishment of a programme 
and influencing the determination of its priority activities (i.e. those listed in 
subparagraphs (a) to (f) of paragraph 4 of the document), fully apply to programmes and 
activities financed from extrabudgetary resources. 

8. In times of economic constraints the Organization may have to depend more heavily on 
extrabudgetary funding. In 1986-1987 obligations incurred under WHO extrabudgetary funds 
(i.e. US$ 429 million) represented 46% of all obligations incurred by WHO. In view of 
the reduction in the level of the regular budget, and the continuing increase in 
extrabudge tary resources, this figure will probably exceed 50% for 1988-1989. These 
extrabudge tary funds come from a variety of sources； some are not specifically 
"earmarked" and thus are therefore allocated to priority programme issues identified 
through WHO'S programme planning and implementation process as described in this document 
and its annexes. The allocation of most extrabudgetary funds, however, is significantly 
influenced by the priorities as perceived by donors themselves； this also influences the 
way in which programme activities thus funded are managed. It would be interesting 
therefore to determine the extent to which the progressively growing percentage of 
extrabudgetary resources in WHO's overall programme budget has influenced the selection 
of priorities that form the basis for joint country/WHO programme development and 
implementation. From this arises the question of whether the various management 
methodologies thus far applied to programmes financed by extrabudgetary resources for 
identifying priorities will need to be analysed with a view to strengthening further the 
ways and means of channelling extrabudgetary funds to national and WHO priorities. Such 
an analysis may also highlight management methods (including those for the selection of 
priority activities for implementation) that could profitably be applied to programmes 
financed from the regular budget. 

III. FOLLOW-UP 

9. The roles and functions progressively devolving upon WHO have led to the present 
programmatic situation. Over the past 40 years the main orientation of WHO's priorities 
has evolved from communicable disease control to the development of national health 
systems and, finally, to support to Member States in the establishment of their 
strategies for health for all by the year 2000. During the past three General Programmes 
of Work a few programmes were abolished because they had fulfilled their purpose or 
because the importance of their subject area had diminished compared with other issues, 
e.g., Project systems analysis. Other programmes were established either because of the 
emergence of new problems (e.g., AIDS, and Health risk assessment of potentially toxic 
chemicals), or to give visibility and emphasis to issues considered to be of growing 
importance (Adolescent health, and Tobacco or health), or to stimulate interest in a 
"neglected" area (e.g., Health systems research). In areas of interest to some Member 
States programmes could not be set up because of lack of resources (one such example 
being medical devices). 



10. For the period 1990-1995 the Eighth General Programme of Work is built around 15 
objectives covering approximately 60 programmes. Are the 15 objectives of the Eighth 
General Programme of Work and the 60 related programmes too much for the Organization to 
tackle properly with extremely restricted resources? Are the WHO managerial process arid 
mechanisms applied in a systematic enough way to provide the necessary backing for the 
identification of priorities and implementation of related activities? Is the capacity 
of the Organization to shift resources from one programme to another according to 
evolving priorities sufficiently flexible? 

11. In the discussion on these issues at the eighty-first session of the Executive Board 
in January 1988, members of the Board proposed some options for strengthening priority 
ranking in the Organization. These included: 

- i n general, the need for greater involvement by Member States in priority 
identification; 

-regular reporting by the Director-General to the Programme Committee in relation 
to the setting of priorities； 

-direct guidance by the Programme Committee to the Director-General when the latter 
deals with the determination of priorities and the allocation of resources. 

Members of the Board also mentioned that better and more systematic use of existing 
mechanisms may be necessary. These mechanisms could be reviewed with a view to ensuring 
more direct involvement of the Programme Committee, the regional committees, the Board 
and the Health Assembly and, through them, of Member States in the setting of 
priorities. Some members envisaged the presentation of different options for priorities 
during the preparation of the general programmes of work or the programme budget； 
however, the choice of options would need to be made at an early stage of the preparation 
of these documents, possibly by the Programme Committee. 

12. Members of the Board also emphasized the need to ensure optimum allocation of 
resources to agreed priorities. Since the introduction of new approaches for WHO 
programme budgeting at the country level (resolution WHA30.23) the utilization of WHO's 
resources in and by countries increasingly reflects the priorities of individual 
countries. At the global and interregional levels it would be more difficult to follow 
such a process of consultation for determining the use of WHO's resources, as the 
Organization might have to respond to 166 sets of priorities. Priorities selected in 
this manner might in fact be those of countries able to express their ideas more 
forcefully, with the added risk that the Organization's programme would be modified too 
often to give time for its activities to have any real impact. Such a process would be 
time consuming and costly and hold little prospect of success. 

13. At present, at the global, interregional and regional levels priorities are 
determined through a succession of planning phases, starting from the general programme 
of work through the medium-term programmes to the selection of activities for inclusion 
in the programme budget for implementation, as outlined in Annex 1. These phases in the 
WHO managerial process have, in general, enabled a satisfactory identification of 
priorities for programme development as evidenced by the information in Annex 3 and the 
examples in Annex 4 of this document. However, identifying priorities closer to the time 
of implementation would further reinforce the link between countries' needs and the 
programmes developed in response. This will imply strengthening the capacity of 
countries and WHO to ensure that adequate information is available when and where 
required. 

14. Apart from information on which to identify priorities for WHO programme development 
per se, information is also needed on how these programmes and activities are 
progressing. This implies that the monitoring component of WHO's managerial process will 
need to be reinforced so as to increase further the effectiveness of the planning, 
management and reprogramming, as needed, of activities at the global, interregional, 



regional and iritercountry levels. However, such a strengthening of monitoring and 
information support should be seen as one step in the ongoing search for ways of 
strengthening programme management in WHO. 

15. In that context, after having reviewed the present document arid its annexes the 
Programme Committee may wish to propose to the Board, as a follow-up to its 
discussion, one of the following options : 

|i(a) that the Programme Committee review the situation regarding the setting up 
I of priorities in 1989 in the light of the progress made in strengthening 
! programme management, and in particular the monitoring and information 
j components as mentioned in paragraphs 13 and 14 above； or i i 
j(b) that a comprehensive study be launched, involving all concerned, 
jdevelop options to facilitate the present determination of priorities 
action, and more particularly to improve the allocation of resources, 
extrabudgetary resources, to these priorities. Such a study would be 
monitored by the Programme Committee and the Executive Board. 

to 
for WHO 
including 
closely 



APPENDIX 1 

EB83/PC/WP/3 

ANNEX 3 

DETERMINATION OF PRIORITIES AT THE REGIONAL AND INTERCOUNTRY LEVELS 

Introduction 

Following the adoption by the Twenty-ninth World Health Assembly in 1976 of 
resolution WHA29.48, the amount of resources directly devoted to technical cooperation 
has increased steadily - now accounting for 70% of the regular budget. Consequently, in 
each of the six regions of WHO, specific approaches have been developed to improve 
programme planning and implementation, and to ensure that WHO activities contribute to 
achieving national health-for-all strategies. Similarly, over the past few years, 
various mechanisms have been developed by the regional offices and by headquarters to 
evaluate the impact of WHO activities within the framework of national health 
programmes. The results of such evaluation are of fundamental importance in planning the 
subsequent country, intercountry and regional programme activities. 

In 1985 and 1986, the six regional committees endorsed the respective regional 
programme budget policies that had been prepared in all regions on the basis of 
guidelines previously developed by the Director-General (DGO/85.1). These regional 
programme budget policies facilitate selection of the form of WHO cooperation with Member 
States that will ensure the optimal use of WHO'S resources in support of national health 
development； they were used in all regions for the preparation of the respective 
regional programme budgets for 1988-1989, as well as for the respective proposed regional 
programme budgets for 1990-1991 that have recently been approved by the respective six 
regional committees. 

The following chapter briefly describes the mechanisms followed in each of the six 
regions for identifying the priority issues that will form the basis for the development 
and implementation of joint country/WHO programmes and for intercountry and regional 
programmes. The mechanisms followed in each of the regions vary somewhat reflecting the 
different needs and situations of the countries in each of these six regions. However, 
in all cases, the mechanisms and procedures have been developed and are used within the 
global framework of the managerial process for WHO'S programme development； they 
facilitate the implementation of resolutions of regional committees, the Executive Board 
and the World Health Assembly, particularly those relating to specific programme issues 
as well as to the management of WHO's resources and programmes； and they ensure that WHO 
carries its health mandate within its technical and human and financial potential. 

AFRICAN REGION 

In the African Region, priorities for programme development and implementation are 
established in different ways in the countries and at the Regional Office. 

At country level, in accordance with resolution WHA30.23 and following the 
Classified List of Programmes in the General Programme of Work, programmes are identified 
as a priority for the biennium concerned in the light of: 

(i) the established national priorities； 

(ii) foreseeable funding from the national budget or other external resources； 

(iii) the regional programme budget policy adopted in 1986 by the Regional 
Committee (resolution AFR/RC36/R3), reflecting the four major axes of WHO support to 
countries : (i) support for national HFA strategies； (ii) strengthening of national 
capabilities； (iii) technical cooperation among countries and (iv) optimum 
utilization of resources； and 



(iv) the latest Regional Committee resolutions specifying and updating the regional 
strategy and its approaches (e.g. resolution AFR/RC36/R2 inviting Member States to 
earmark at least 5% of the Organization's regular budget funds for improvement of 
the managerial process at district level). Subsequently, the gove rnment/WHO j oint 
committee, on which the WHO Representative is the key element, allocates the country 
indicative planning figure for the biennium among the priority programmes identified 
as described above. 

At the regional level the regional budget package has two components - Regional 
Office and intercountry projects - reflecting the existing structure of the Regional 
Office as approved by the Regional Committee (resolutions AFR/RC35/R12 and AFR/RC36/R1). 
This structure corresponds to the major features of the programme budget policy aiming to 
decentralize resources and activities to country level so as to increase their influence 
and impact at the operational level. 

The Executive Management Team, consisting of the Regional Director, three directors 
(Director, Programme Management (DPM), Director, Programme Coordination and Promotion 
(DCP), and Director, Support Programme (DSP)), and the Regional Director's office, meets 
with the three Programme Managers to allocate the ICP funds to the various intercountry 
teams and projects on the basis of: 

(i) analysis of contributions received from countries determining the programmes 
selected and not selected (and hence possibly requiring an intercountry budget 
allocation to conduct promotion activities, if any, and coordination activities)； 

(ii) the programme priorities determined at the regional level : maternal and child 
health, water and sanitation, disease control； and 

(iii) the observed need to strengthen management and management training at all 
levels of the health system (district, intermediate and central levels). 

REGION OF THE AMERICAS 

After several years of economic crisis, the achievement of Health for All. as the 
basic priority in the Region, will only be possible through a stronger commitment that 
will bring together efforts from all social forces and mobilize the resources needed to 
attain this goal. In this endeavour, the health sector's participation in the efforts 
towards an effective social and economic development that fulfil the population's basic 
requirements in the Region is the essence of PAHO/WHO's strategy of technical 
cooperation. 

The analysis of the social and economic conditions including health situation has 
been reinforced as the basis for determination of areas of priority work both at regional 
and national levels. Through this analysis it was possible to identify the main 
constraints that made it increasingly difficult to maintain or improve access to services 
by a growing population or to guarantee the availability and timely supply of inputs 
crucial for providing health care. 

In response to this situation and based on the collective policies adopted by the 
global and regional governing bodies, the Organization has emphasized the prominent role 
to be played by health programming focused on a more precise definition of priorities, on 
needs expressed by Member countries, and on innovative concepts of technical cooperation 
that set intermediate goals for transforming the health services and foster corresponding 
programmes. 

This year, in response to the XXII Pan American Conference's adoption of the 
"Orientation and Program Priorities for РАНО during the Quadrennium 1987-1990", the 
Organization began to shift the focus of its technical cooperation in order to help the 
countries transform their health systems. It had become clear that in order to meet 



rising health needs and to fulfil the requirements for equity, efficiency, and 
effectiveness implicit in the goal of health for all, health policies had to shift in 
such a way as to produce greater impact programmes. Although this transformation will 
vary from country to country, each government must - with support from the Organization • 
conduct a careful analysis of the ways and means to accomplish the required changes. 

In the development and strengthening of local health systems, the Organization has 
identified an effective way to implement the needed transformation in the health systems 
of the Member countries. This most promising approach will activate the primary care 
strategy adopted by the governments to attain the goal of Health for All. This mechanism 
encourages more effective planning and management methods based on local needs and 
consistent with trends toward political, technical, and administrative decentralization 
of the sector which are already apparent in many countries of the Region. In addition, 
this approach should link all available resources within a given geographical area 
(hospitals, centres, health posts, and extrasectoral resources) and utilize them in a way 
that best fits local needs and circumstances. 

To implement its Managerial Strategy, PAHO/WHO, had developed special programmes and 
initiatives to make the most of its role as a catalyst and to mobilize national and 
international resources in support of activities aimed at selected health priorities. 
These special programmes and initiatives require a high level of commitment and 
dedication from the countries and from PAHO/WHO. They are based on a joint strategic 
planning process that encompasses setting priorities, planning activities, mobilizing 
resources, and implementing projects. 

Special regional programmes address women, health and development； EPI and 
poliomyelitis eradication; prevention of Acquired Immunodeficiency Syndrome (AIDS)； and 
emergency preparedness and disaster relief coordination. 

Subregional initiatives constitute a model for technical cooperation among countries 
and of work related to specific areas of high priority. From their inception, they have 
been structured according to joint decision taken by a group of countries with health 
problems and priorities in common. At a second stage, possible scientific and technical 
solutions take into consideration the resources, experiences, and potentials in the 
countries for developing national programmes and for cooperating with other participating 
countries. Developed countries assist in the process by providing financial aid and 
scientific and technical cooperation. Through this process, different international 
agencies for cooperation can coordinate their activities and augment their beneficial 
effects. 

This strategy for subregional initiatives has been proven an effective and 
innovative way to organize PAHO/WHO‘s technical cooperation, to encourage cooperation 
among countries, to stimulate determination of priority areas, and to mobilize resources 
within the countries and from external resources. 

The new direction charted for the Organization by the XXII Pan American Sanitary 
Conference (1986) calls for several changes in the formulation of cooperation activities, 
both within programme budgets and in technical and administrative operations plans. It 
also requires that overall policy for technical cooperation be applied effectively. 

Special consideration was given to refining the American Region Planning Programming 
and Evaluation System (AMPES) to tailor it to prevailing economic, political, and social 
conditions and to have it respond to health needs and priorities established for PAHO/WHO 
activities in the countries. Given that the annual operating programme budget (APB) 
serves as the main tool for planning the Organization's programme activities and for 
allocating its resources, steps have been taken during recent years to improve the 
budgeting process for regional and country programmes. So that the APB can function as a 
management tool that considers the orientation of priority activities in the allocation 



of resources• several policies and guidelines have been issued for preparing the annual 
operating programme budget. 

For the biennial programme budget (BPB), which provides a foundation for short-term 
planning of the Organization's activities, similar steps to those described for the APB 
also have been taken. In their formulation, extensive efforts were made to ensure that 
the Organization's technical cooperation addressed global and regional priorities. The 
1988-1989 biennial programme budget, ratified in September by the XXXII Meeting of РАНО's 
Directing Council, incorporated the concern of focusing the Organization's activities 
along significant priorities and of rationalizing institutional management. 

Another aspect of AMPES that is receiving increased attention is the monitoring and 
evaluation of technical cooperation programmes. The annual evaluations of country and 
regional programmes. a part of the planning cycle, are designed to facilitate analysis 
and follow-up of programme execution and to provide the basis for redirecting action 
toward identified problems and priorities as necessary. This approach has been developed 
in conjunction with administrative information systems in both PAHO/WHO country offices 
and at headquarters. 

The biennial or triennial joint meetings for the analysis and evaluation of 
PAHO/WHO‘s technical cooperation at the country level also deserve particular mention. 
They constitute a special opportunity within the ongoing dialogue between headquarters 
and the countries, which serves not only to establish medium-term commitments and 
reformulate technical cooperation programmes, but also to evaluate the efficiency and 
effectiveness of activities as well as their impact on national health development. By 
the end of 1987, 13 joint reviews had been conducted. 

SOUTH-EAST ASIA REGION 

In the WHO South-East Asia Region, the determination of programme priorities is 
largely based upon supporting the formulation and implementation of national health 
development plans and national strategies for health for all by the year 2000. About 70% 
of the regional regular budget is thus allocated to activities at country level. The 
programme priorities are determined within the framework of the managerial process and 
mechanisms for WHO'S programme development on the following lines : 

1. Formulation and review of the country programmes with priorities in the context 
of national health development coordinating with regional strategies for health for all 
by the year 2000. 

2. Following resolution SEA/RC34/R11 establishing a committee which is now called 
the "Consultative Committee for Programme Development and Management" (CCPDM), since 1982 
the perspectives and plans for future WHO programmes particularly the development of the 
intercountry programme have regularly been reviewed. 

Review, every six months, of the implementation of WHO's collaborative programmes by 
CCPDM, followed by feedback and corrective measures. 

Review of the proposed WHO country and intercountry programme budgets by the 
Regional Programme Committee (PRC), as a preparation for CCPDM. 

3. Preparation of the regional contribution to the formulation of the WHO General 
Programme of Work with close involvement of the Member States. 

Based on GPW, elaboration, with the inputs from Member countries, of the regional 
medium-term programmes for the General Programme of Work. 

4. Joint government/WHO policies and programme review, programme budgeting and 
review of programme budget implementation, including monitoring and evaluation of the 
programme budget, through government/WHO coordinating mechanisms as envisaged in the new 



managerial framework for the optimal use of WHO'S resources in direct support of the 
Member States, and in the Regional Programme Budget Policy. Though the titles and 
functions of these coordinating mechanisms vary from country to country, there are such 
mechanisms in all countries. 

5. Regular review of the implementation of WHO collaborative programmes by RPC. 

Under general guidance of RPC, review of the total collaborative programmes in the 
countries by the respective Country Support Teams (CSTs), who many times visit the 
country concerned for review along with national colleagues. 

Regular review of WHO collaborative activities by concerned technical groups/units 
in the Regional Office for consideration by RPC. 

6. It should be pointed out that the most critical point in the identification and 
formulation of programme priorities is the continuous dialogue between governments and 
WHO at the country level through the permanent high-level joint government/WHO 
coordination and steering committees. In the process of such identification and 
formulation, it has been found that guidelines for determining programme priorities and 
programme criteria as provided in the Seventh and Eighth General Programmes of Work are 
effective and useful. 

EUROPEAN REGION 

Programme priorities in the European Region are set according to the criteria 
outlined in the documents listed below (copies of which are available as background 
material since they were too bulky to annex to the present document): 

-Regional strategy for attaining health for all by the year 2000 (document 
EUR/RC30/8). 

-Regional targets in support of the regional strategy for health for all 
(EUR/RC34/7Rev.l). 

-Regional contribution to the General Programme of Work: Seventh General Programme 
of Work covering the period 1984-1989 (document EUR/RC31/7); Eighth General 
Programme of Work covering the period 1990-1995 (document EUR/RC36/9). 

-Regional programme budget policy (document EUR/RC35/11). 

-Results of the internal evaluation of the Regional Office's programme (every two 
years). 

-Votes and comments received from Member States to the "consultation letter", i.e. 
draft programme budget (every two years). 

-Regional evaluation of progress made towards HFA (every six years) (the final 
evaluation results from 1985 were published in: Evaluation of the strategy for 
health for all by the year 2000, Seventh report on the world health situation, 
Volume 5, European Region, WHO, Regional Office for Europe, Copenhagen, 1986). 

-Comments and recommendations made by advisory bodies such as the Consultative 
Group on Programme Development, the Consultative Group on Budgetary Questions, the 
Regional Health Development Advisory Council, the European Advisory Committee on 
Health Research. 

The results of the regional evaluation of the progress towards health for all made 
during 1984-1985 (document EUR/RC35/6) were used to assess the gaps between the actual 
situation in the Region and the regional targets. 



An internal evaluation of the Regional Office's programme took place in the autumn 
of 1986, where the 1984-1985 programme was evaluated on the basis of the following: 

(a) programme achievement as compared with plans； 

(b) adherence to the Regional Office's four main roles : 

- t o help make existing knowledge better known by identifying innovative and 
improved health care approaches in Member States； 

- t o promote priority health research; 

to act as a catalyst in promoting the formulation of national health policies 
in line with the principles of HFA; 

- t o improve cooperation and coordination between international organizations 
active in the health field; 

(c) efficiency of resource utilization; 

(d) balance in geographical distribution. 

The results of these evaluations, together with the regional contribution to the 
General Programme of Work and the regional programme budget policy, form the basis for 
the draft programme budget ("consultation letter"). In order to give Member States a 
possibility of choice, this "consultation letter" is overplanned by 20%-25%. 

The consultation letter process, which was first tried out in 1964, enables EURO to 
obtain the comments and priorities of the individual Member States and, after analysis as 
well as discussions in the Consultative Group on Programme Development and the 
Consultative Group on Budgetary Questions, to prepare the final programme budget. 

The regional health-for-all targets were approved by the Regional Committee at its 
thirty-fourth session in 1984 and the programme budget for 1988-1989 was the first to be 
prepared in the health-for-all structure, which meant a shift from a programme-oriented 
to a target-oriented approach. A systematic effort has been made in the Regional Office 
to adopt a more integrated approach with several programmes sharing activities and 
combining their resources in most of the targets and many of the outputs. This should 
result in more integrated WHO support to countries. 

In the programme budget for 1990-1991, the Regional Office proposed to intensify its 
integrated support to major multisectoral and interdisciplinary projects and will give 
priority to the development of the so-called "common delivery vehicles": 

-national HFA policies； 

-the countrywide integrated noncommunicable diseases intervention programme 
(CINDI)； 

• the Healthy Cities project: 

-the district health systems (DHS) approach; 

and to the promotion of the tobacco action plan. 

More emphasis has this time been placed on WHO's advocacy functions and on the 
application of research findings in Member States. 



At the thirty-seventh session of the Regional Committee for Europe in September 
1987, the Committee agreed that it was essential to establish the mai or priorities for 
the regional programme budget using existing mechanisms. 

At the Regional Committee's request, a subgroup was set up to prepare proposals for 
country programme monitoring and evaluation mechanisms, and proposals regarding the 
frequency and methodology of audits on medium-term programmes of cooperation between WHO 
and individual Member States in the Region as well as the possible roles of the European 
Advisory Committee on Health Research, the Consultative Group on Programme Development 
(CGPD) and the Regional Committee in this process. A report on planning and evaluation 
of EURO'S intercountry and country programmes was subsequently discussed at the CGPD in 
April this year, and later at a CGPD subgroup in May. A final report was presented to 
the thirty-eighth session of the Regional Committee in September 1988. (This document is 
available to members of the Programme Committee as background since it has not been 
annexed to the present document.) 

EASTERN MEDITERRANEAN REGION 

The mechanism followed in 
criteria and methodologies for 
priorities are harmonized with 
countries of the Region. 

1• Criteria 

The criteria are reflected in the Regional Programme Budget Policy, pages 2 to 10, 
and in the technical guidelines of the Joint Programme Review Missions, paragraphs A3, 
B2.4, B2.5 and В.3. (Both of these documents are available to members of the Programme 
Committee as background, but have not been annexed to the present document because of 
their length.) 

The compatibility of the programme with HFA strategy, overall social development 
strategy, its health impact and its ability to act as spearhead for other programmes are 
the major aspects of the set criteria. 

2• Mechanisms 

The mechanisms through which these criteria are applied consist of the following: 

2.1 Joint Programme Review Missions 

The technical guidelines of the JPRM clearly describe the review as an evaluation, 
programming and budgeting process. The review mission members meet with national 
managers of various programmes and discuss with them the various aspects of their 
programme as reflected in the guidelines, and accordingly set national priorities. 

The national priorities from various countries are used for setting regional 
priorities as referred to above. 

2.2 Consultations with WRs during annual WR meetings are regularly organized where the 
results of in-depth country programme reviews are used in selecting and deciding on 
priority programmes. 

2.3 Regional Programme Budget Policy 

The Regional Programme Budget Policy describes in detail the criteria for setting 
national, intercountry and regional priorities. These criteria are described in detail 
in the first 10 pages of the document. It is emphasized in the programme budget policy 
that the main priority areas in the programmes relate to the four global indicators viz. 

EMRO for setting priorities is built on certain set 
applying those criteria. Furthermore, the regional 
the national priorities that address the majority of 



safe water, immunization, local health care and training of personnel for attending 
pregnancy and childbirth and caring for children up to at least one year of age. 

2.4 EMRO also uses the results of various evaluation and review activities such as 
monitoring and evaluation of HFA strategies, in-depth reviews of PHC, in-depth reviews of 
programme areas at regional and country level for setting priorities. 

WESTERN PACIFIC REGION 

Programme priority setting in the Western Pacific Region starts with the review of 
the General Programme of Work, when the Regional Committee decides on regional priorities 
for implementing the Programme in the Region. For example, the Regional Committee in 
1987, through its Sub-Committee on Programmes and Technical Cooperation, reviewed the 
regional targets and approaches for the Eighth General Programme of Work arid decided on 
an order of priority for each programme. In its review, the Sub-Committee used as basic 
criterion the relevance of the programme concerned to raising the national health 
standards to an adequate level and to achieving a minimum level of health within the 
context of the health-for-all goal with priority given to the less privileged countries. 
At the same time, the Regional Committee emphasized the importance of maintaining a 
balance between regional priorities and specific country needs, considering the 
heterogeneity of countries in the Western Pacific Region. 

During the programme budget formulation stage, priority setting within the regional 
working allocation is based on the policies arid principles outlined in the regional 
programme budget policy, adopted by the Regional Committee in 1986.1 

For the intercountry programme, a specific programme/project area will be given high 
priority if: 

- i t makes a direct contribution to the current needs of the regional health-for-all 
strategy and supports relevant national activities； 

- i t benefits two or more interested countries or areas； 

-its activities are intended for the least developed countries as far as possible； 

- i t has the ability to attract external sources of funding； 

- i t includes an innovative activity such as research and development； and 

- i t includes activities to promote technical cooperation among countries. 

The criteria used for allocating country planning figures include : 

-the country's commitment and manifestation of efforts to build up its health 
system in accordance with collectively decided policies and strategies and 
provision of adequate information in keeping with its accountability to WHO； 

о 
-the level of need as reflected in the indicators selected by the Regional 
Committee to monitor progress towards health for all by the year 2000； 

-the capacity to implement technical cooperation. 

1 Resolution WPR/RC37.R2. 
о 
Regional strategy for health for all by the year 2000. Manila, World Health 

Organization, 1982, pages 56-60. 



At country level, Member States and WHO work in close partnership in programming WHO 
resources. Criteria for making an allocation to a specific programme within the country 
programme are also given in the regional programme budget policy. These include : 

-The programme is of major importance to the country by virtue of its high social 
relevance in terms of impact on people's health and particularly the health of 
underprivileged and high-risk groups. 

- I t will have a direct impact on the promotion or implementation of a priority 
component of the national health-for-all strategy. 

- I t alleviates or overcomes a constraint on achievement of the health-for-all 
strategy due to limitation of national resources or capabilities. 

- I t is in conformity with WHO'S mandate of providing the following priority forms 
of cooperation, namely: 

(i) reviewing the health system, 

(ii) promoting or developing the health system, 

(iii) strengthening national capabilities, 

(iv) transferring valid information or technology, 

(V) generating or mobilizing resources, or 

(vi) promoting research and development. 

In addition, the Regional Programme Committee prepares country-specific guidance for 
use of WHO Representatives during the joint consultations on the programme budget 
preparation, to ensure that the programme budget reflects both country needs and 
priorities and WHO views based on experience in implementing previous programme budgets 
and other factors. 

Continuous dialogue is maintained between Member States and WHO in implementing 
WHO'S programme of cooperation at country level. In the Western Pacific Region, the best 
example of this dialogue is the Joint Coordinating Committee for the China programme 
which reviews annually progress, as well as problems, of the WHO programme in the 
country. 
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Introduction 

The nine programmes above have been selected to illustrate the identification and 
evolution of priorities in the Organization's Programme and the selection of priority 
activities within programme areas because 

(a) they represent different programme areas of the Eighth General Programme of 
Work; 

(b) they represent a mixture of "old" and "new" programmes； and 

(c) some are supported mainly by regular budget and some by extrabudgetary 
resources. 

I. EXTERNAL COORDINATION FOR HEALTH AND SOCIAL DEVELOPMENT (COR) - (PROGRAMME 2.4) 

One of the four main thrusts of the Programme for External Coordination for Health 
and Social Development - Emergency Preparedness and Response - has been selected to 
illustrate the theme of this paper and to show how the WHO activities have evolved from 
ad hoc disaster relief to emergency preparedness and response. 



Background and policy 

WHO'S mandate for emergencies stems from its Constitution, which states that one of 
the functions of the Organization shall be to furnish necessary aid in emergencies. For 
many years the Organization fulfilled this role, not only through provision of modest 
funds for relief in specific countries, but also by providing technical advice to United 
Nations agencies and nongovernmental organizations on the health aspects of emergency 
relief being provided by other agencies. Gradually, however, because of the heavy burden 
placed on health services by natural catastrophes and technological disasters, there was 
an increasing awareness that preparedness for and planned response to emergencies and 
disasters were essential to cope with the immediate effects of disasters and, in the 
long-term, to facilitate the rehabilitation of health and other services. 

In recognition of this, resolution WHA34.26, adopted by the World Health Assembly in 
1981, stressed that in spite of the undoubted importance of providing relief in 
emergencies, preventive measures and a state of preparedness are of fundamental 
importance. It requested the Director-General "... to strengthen its (the 
Organization's) capacity ... with a view to promoting ... the preparedness of Member 
States to deal with disasters (and) to participate in the coordination of aid ...". 
Hence the Organization introduced preparedness activities into the responsible WHO 
service 11 Emergency Relief Operations". This led to renaming the service "Emergency 
Preparedness and Response", which, in addition to giving technical advice on emergency 
relief, responds to requests from countries for advice on how to be better prepared for 
an emergency or disaster, and how better to assess needs and coordinate the assistance 
from within the country with that required from external agencies. 

In 1985, Member States reiterated this in resolution WHA38.29, stimulated by the 
critical situation in Africa, and in which they urged the Director-General and the 
Regional Directors concerned "... to respond to the health consequences of the crisis as 
an integral part of the regional and global strategies for health for all, particularly 
taking into account the need to intensify WHO'S technical cooperation at the country 
level to enable the Member States to enhance their disaster preparedness . . .11 . 

Activities in emergency preparedness 

One of the first priorities was to assist the Regional Offices in establishing 
regional plans, where these did not already exist, in order to strengthen their capacity 
to help Member States draw up and implement national plans for emergency preparedness. 
The target approved for the Eighth General Programme of Work and included in the 
corresponding Medium Term Programme is that "by 1995, 70% of all countries will have 
developed master plans appropriate to their particular circumstances to deal with the 
health aspects of emergency arid disaster situations". 

The promotion of the concepts of emergency preparedness at the country level, where 
it matters most, is carried out through the organization of workshops and training 
courses. First of all these were organized on a regional or intercountry basis with WHO 
providing teaching staff and materials and were followed by national workshops organized 
by individual governments using the models developed jointly by WHO and national counter-
parts . Essential components of this training are management skills in order to be able 
to take appropriate decisions at the outset of an emergency, to coordinate the relief 
received from donors, and to discourage inappropriate or unnecessary offers of relief. 



Coordination with other organizations 

While coordination of emergency relief at the country level is important, another 
priority is coordination among the different agencies of the United Nations system, the 
nongovernmental organizations involved in emergency response and other donor agencies. 
With the aim of improving and facilitating this inter-agency coordination and of 
promoting a common policy for emergency preparedness and response, WHO convened, in 1987, 
the first meeting of United Nations agencies and nongovernmental organizations involved 
in these activities, together with the technical focal points in WHO regional offices and 
headquarters programmes. It was found to be a worthwhile opportunity to exchange ideas 
and information, and it is planned to hold similar meetings in the future. 

Budgetary implications 

The regular budget provision for emergency relief in headquarters until 1985 
remained modest, providing the minimum number of staff and a small amount for duty travel 
and consultants. The funds for emergency relief per se were either provided from 
responsible United Nations organs and organizations or donor agencies with, occasionally, 
an amount from the Director-General‘s and Regional Directors' Development Programme for 
exceptional disaster situations. Stimulated by the Health Assembly resolutions, a 
programme for emergency preparedness activities was presented to the governing bodies in 
1986 - the Executive Board and subsequently the World Health Assembly - and resulted in 
the allocation of a special contribution from the Director-General's Development 
Programme for the biennium 1986-1987. The funds were used for training in preparedness 
at regional and country levels, for information dissemination from and to all levels and 
for research in early warning systems. This allocation has continued in the current 
biennium 1988-1989 from the WHO regular budget and a similar amount is proposed for the 
biennium 1990-1991. In addition, emergency preparedness activities have attracted 
extrabudgetary resources, both in the form of financial contributions and the assignment 
of Associate Professional Officers. While extrabudgetary resources for emergency relief 
also continue to be forthcoming, the importance of coordination of relief at the country 
level is gaining recognition and has led to donors providing resources through WHO to 
assist governments in the management and coordination of the health aspects of emergency 
situations through the provision of experienced health advisers. 

II. HEALTH SITUATION AND TREND ASSESSMENT (HST) - (PROGRAMME 3.1) 

The present Health Situation and Trend Assessment Programme is a new programme, 
started in 1982 by merging the former programmes on health statistics and on 
epidemiological surveillance of communicable diseases. However, both components have 
long history and have formed an essential part of the mandate of WHO ever since its 
creation. Indeed, the functions of health statistics and epidemiological surveillance 
were inherited from WHO's predecessors, viz., the Office International d'Hygiène 
Publique, the Health Organisation of the League of Nations arid the Health Division of the 
United Nations Relief and Rehabilitation Administration. 

These functions were included in Article 2 of the Constitution of WHO, namely, 

"(f) to establish and maintain such administrative and technical services as may be 
required, including epidemiological and statistical services", 

"(q) to provide information, counsel and assistance in the field of health", and 



"(s) to establish and revise as necessary international nomenclatures of diseases, 
of causes of death and of public health practices". 

Related obligations of the Member States are described in Articles 63 and 64 of the 
Constitution which state, respectively, that "each Member shall communicate promptly to 
the Organization important laws, regulations, official reports and statistics pertaining 
to health which have been published in the State concerned", and that "each Member shall 
provide statistical and epidemiological reports in a manner to be determined by the 
Health Assembly". 

These statutory functions have continued to be the basis of programme activities in 
the area of epidemiology and statistics, though the evolving world health situation and 
the changing requirements of Member States have always been taken into account in 
carrying out these functions. 

The first decade : 1948-1958 

During the first period of WHO's existence, priority was given to the mandates 
inherited from its precursors as mentioned above. In particular, the first World Health 
Assembly in 1948 : 

(1) adopted WHO Regulations No. 1 regarding nomenclature (including the compilation 
and publication of statistics) with respect to diseases and causes of death； and 

(2) decided to synthesize the then existing international sanitary conventions, 
dealing on the one hand with maritime and land traffic and on the other with air 
traffic. 

The latter resulted in 1951 in the adoption of the International Sanitary 
Regulations as WHO Regulations No. 2, covering 6 quarantinable diseases - cholera, 
plague, epidemic (louse-borne) typhus, relapsing fever, smallpox and yellow fever. 
Thus the activities to develop and administer the International Sanitary Regulations, to 
collect and disseminate epidemiological and health statistical information, and to revise 
the International Nomenclature of Diseases and Causes of Death were given high priority. 

Developments also took place, however, to advise and assist Member States in 
improving their epidemiological and statistical data collection and reporting to WHO. By 
the early 1950s the Health Assembly approved annual budgets providing staff posts of 
regional advisers in health statistics, whose main duties were to give advice and 
assistance to countries in the organization of health statistical services. Similar 
duties regarding epidemiological surveillance were assumed by regional advisers in 
communicable diseases, which were also provided for in the annual budgets. 

The second decade : 1958-1968 

The second decade saw continuation and further development of the priority 
activities of the first decade. Two areas noteworthy in the second decade were the 
expansion of "technical assistance" to Member States and the emphasis given to 
international collaborative studies, especially on statistical support to epidemiological 
research on diseases of public health importance. In emphasizing the need for technical 
assistance to strengthen national capacity in health and statistics, a review made of the 
first 10 years of WHO's work went so far as stating that "the countries giving 
satisfactory information, both on the actual occurrence of death and on its causes, could 

1 The regulations were revised and consolidated as the International Health 
Regulations in 1969 (resolution WHA22.46). They were further revised in 1973 (resolution 
WHA26.55) regarding the provisions for cholera and again in 1981 (resolution WHA34.13) by 
excluding smallpox in view of its global eradication. 



be numbered on the fingers of one hand". As for epidemiological research, 
collaborative studies of these diseases undertaken during this and the subsequent 
decades, were considered important in order to obtain clues on their complex etiology. 
This emphasis was to support disease control on which numerous resolutions had been 
adopted by the governing bodies containing inter alia recommendations for obtaining 
relevant epidemiological and statistical information. It may be recalled that the 
priority given by the governing bodies to WHO's active engagement in the conduct of 
epidemiological research led to the establishment, in 1967, of the short-lived Division 
of Research in Epidemiology and Communications Science (disestablished in 1972). 

The priority in research later shifted from direct engagement of staff to a 
coordinating role of WHO. 

The third decade: 1968-1978 

The creation of the Headquarters Programme Committee in 1971, subsequent 
establishment of similar committees in regional offices, and finally the establishment of 
the Global Programme Committee in 1977 had important implications for the management of 
WHO'S programmes. These mechanisms facilitated detailed internal reviews of programmes, 
budgets and their implementation and strengthened policy guidance on prioritization of 
activities for all programmes. 

The impact of computer technology in the health field in the 1960s was significant. 
A computer was installed at WHO headquarters in 1966 and a considerable part of its 
statistical work was computerized during the third decade.^ Statistical data 
processing was expedited and the computer made it practicable to store time series in an 
easily retrievable form, including data received by WHO from Member States since 1950. 

Along with the rapid development of automation in the industrialized countries, a 
new approach to health information was also advocated so as to develop comprehensive 
computer-based information systems. WHO'S own management information system was put 
under intensive development and efforts were made to apply a similar concept and approach 
to the development of national health information systems. Unfortunately, the attempts 
on national health information systems made over the decade did not turn out to be 
successful. The main reason for the failure was a lack of clear recognition of the 
importance of the prerequisites to such computerization, e.g. the securing of the quality 
of source data, the ability to collect and prepare input to an automated system, as well 
as the capacity of health managers and decision-makers to utilize the output information 
to improve the health of people. 

The fourth decade: 1978-1988 

The lessons learned during the third decade in the development of national health 
information systems were reflected in the programme activities of the fourth decade. 
However, by far the most significant changes occurring during the new decade were the 
adoption of the Alma-Ata Declaration on primary health care and the launching of the 
Global Strategy for Health for All, as well as the accelerated decentralization of WHO's 
activities. At the same time, the planning of the WHO Secretariat's work was 
systematized through the introduction of medium-term programmes corresponding to each 
General Programme of Work, covering a six-year period. Programme-budgeting and its 
monitoring and evaluation were greatly facilitated and more sharply focused, following 
the introduction of the Seventh General Programme of Work for the period 1984-1989 which 
provided, for the first time, objectives and targets for the Health Situation and Trend 
Assessment Programme. 

1 Gear, H. S. et al. International work in health statistics, 1948-1958. WHO, 
Geneva, 1961. 

2 
The computer installation was transferred to the newly created International 

Computing Centre in 1971. 



Against this background a new programme on Health Situation and Trend Assessment was 
started in 1982, with particular emphasis on the target-oriented approach to 
information. Top priority should be given to the use of relevant information, and only 
the most essential information, for the betterment of the health of people. Development 
and use of a limited number of indicators on the socioeconomic situation, health policy 
development, health service delivery and health status for monitoring and evaluating 
health-for-all strategies, at national, regional and global levels, were considered the 
key in the implementation of the new programme. The development of the regional targets 
and indicators in the European Region was the most conspicuous example of the new 
approach. The need for generating and using relevant information at sub-national level 
has been stressed since the adoption of the health-for-all strategy, and further 
highlighted in response to the priority accorded by the Health Assembly to the district 
health system. The series of resolutions adopted by the governing bodies on these 
subjects, have been the basis of the Seventh General Programme of Work and the 
corresponding Medium-Term Programme for Health Situation and Trend Assessment, both 
related to the period 1984-1989. The Eighth General Programme of Work for the period 
1990-1995, which was approved by the Fortieth World Health Assembly in 1987, and the 
corresponding new Medium-Term Programme represent further development and refinement of 
the policy direction established in the Seventh Programme. The problems and deficiencies 
identified in the national reports on the periodic monitoring and evaluation of the 
health-for-all strategy have provided a basis for these adjustments. 

In the biennium 1988-1989 the proportion of the HST budget allocated to global and 
interregional activities is 29.4%. The changes which occurred during the last 10 years 
towards decentralization, however, are difficult to demonstrate in the budgetary data, 
since part of the regional activities previously earmarked separately for epidemiological 
surveillance of communicable diseases is now incorporated into the budget for 
communicable diseases prevention and control and can no longer be identified separately. 

III. DEVELOPMENT OF HUMAN RESOURCES FOR HEALTH (HMD) - (PROGRAMME 5.0) 

Priorities in the Health Manpower Development Programme have been influenced along 
several axes. First and foremost, resolutions of the governing bodies. These reflect 
perceptions within the Member States themselves based on needs, which influence the 
direction of their interventions in meetings. Secondly, ideas and new concepts developed 
by experts, inside or outside the Secretariat, which have caught the imagination or were 
seen to meet a felt need. These generally emerge from, or are confirmed by, Expert 
Committees and Study Groups, followed by the publication of a report with 
recommendations. They have guided the development of programme objectives and 
priorities. Thirdly, available finance, both within the Organization and within Member 
States which dictated the lines of action they could take, has had an important influence 
on the setting of programme priorities. In recent years the increased attention paid to 
monitoring WHO activities has also had an influence on the development of the programme. 

In summary. the priorities in the HMD programme have changed from measures to 
counteract the shortage of health personnel (including fellowships), to the promotion of 
social relevance of the HMD process (planning, training, utilization) and the development 
of self-reliance. Technical cooperation replaced technical assistance. Priorities in 
the past and the relative order of importance, are listed in the table on page 11. The 
Programme's present priorities are reflected in the Objective and targets of the Eighth 
General Programme of Work, around which the activities of the Programme will be oriented 
in the future. 

Priorities as set out in resolutions and official documents 

The Organization considered education and training to be one of its priorities from 
the very first days of its existence. One of the articles of the Constitution is: 

"to promote improved standards of teaching and training in the health, medical and 
related professions". 



WHA1.29 "gave number six priority to the subject of technical education", and 
decided that it should be included in the section dealing with fellowships. Fellowships 
in fact was the subject of the following resolution (WHAl.30), and continued to receive 
the greatest number of mentions in interventions in Executive Boards and Assemblies 
during the early years of the Organization. 

WHA2.7 identified the establishment and development by governments of national 
educational institutes in the field of health as an area in which the Director-General 
should give support. 

These priorities as seen by Member States were reflected in the programme budgets, 
the first of which stated "The question of training, employment and supervision of 
various grades of auxiliary personnel is of the most urgent importance" and that 11 the 
quickest way of providing health services necessary to the population … . i s the 
provision of large numbers of suitably trained auxiliary personnel". 

General Programmes of Work also laid down priorities. The First referred to the 
recommendations of an Expert Committee on Professional and Technical Education of Medical 
and Auxiliary Personnel held in 1950 which listed the attainment of the highest possible 
standards of training of health personnel in all areas of the world, and the increase in 
number of medical, nursing, and other health personnel and of training institutions in 
countries and areas, to be the general aims of a long-term programme in professional and 
technical education. 

The Third General Programme of Work states that "activities related to the education 
and training of professional and auxiliary personnel will remain for a long time one of 
the most important functions of the Organization". 

These principles guided the Programme's work for the next period until the 1970s 
when a radical change in emphasis took place. WHA24.59 stressed the importance of 

"the development of a flexible system for the training of health personnel ... which 
takes into account also both fundamental international standards in medical 
education and local circumstances that reflect the specific character of the state 
of health of the population and of the public health services in different countries 
and regions". 

It called on Member States 

"to give priority attention in their social and economic development plans to the 
problems of training and utilizing national health personnel for their own needs ... 
and also to the correct social orientation of such personnel towards active 
participation in the activities of the public health services and institutions and 
towards serving the interests of their own peoples and of the whole of society". 

This trend was further developed in resolution WHA29.72. It recognized the need for 
a "systematic and integrated approach to health manpower planning, production and 
management directly related to the assessed needs of populations". This resolution, and 
the Assembly document A29/15 which gave rise to it, have provided the basic policy 
guidance, including priority setting, for the whole HMD Programme of the Organization up 
to the present time. 

It requested the Director-General, inter alia, to: 

"(1) assist Member States in the formulation of national health manpower policies 
that are responsible to health service requirements ... 



(2) to intensify efforts to develop the concept of integrated health services and 
manpower development so as to promote manpower systems that are responsible to 
health needs； 

(3) to collaborate with Member States in strengthening health manpower planning as 
an integral part of overall health planning ... 

(4) to encourage the development of health teams trained to meet the health needs 
of populations, including health workers for primary health care,... 

(5) to collaborate with Member States in the development and adaptation of 
effective health manpower management policies". 

Finally, the overall orientation to the programme was given by the Global Strategy 
for Health for All and the Declaration of Alma-Ata, with its emphasis on primary health 
care, developed later to target on the district level, which have influenced the further 
development of the Programme. 

The most recent resolution of direct relevance to HMD is WHA40.14 on the promotion 
of balanced health manpower development, which calls on the Director-General "to 
cooperate with Member States in strengthening their national health manpower systems 
including manpower planning consistent with the strategies for health for all". 

The Programme;s priorities as a reflection of official policies and of trends 

The Programme's objectives and priorities largely followed the line of these 
resolutions which were in turn dictated by the needs in countries. Within the 
Organization these priorities were reflected in General Programmes of Work and Programme 
Budgets. Later medium-term programmes were added to these tools, and these gave the 
Organization an opportunity to highlight perceived priorities in policy documents and 
attempt to influence statements of Member States. Targets are refined and activities 
developed during preparation of the MTPs, based inter alia on information derived from 
regular monitoring of activities at headquarters and regional level, and in selected 
countries. Indicators have been built into targets to assist in this process. Studies 
are undertaken and new concepts developed by experts, frequently supported by 
recommendations of Expert Committee or Study Groups, and are disseminated through 
publications and reports. 

The major influences in countries in the early years were the conditions after the 
Second World War shortly followed by decolonialization and the enormous problems faced by 
developing nations. Priority needs were expressed in statements during the Assemblies 
and Executive Boards, and changed with time. During the first period they were seen to 
be mainly related to fellowships, to the need for nursing and midwifery education, the 
need to train auxiliaries, and only fourth, the general shortage of health personnel. By 
the 1960s the shortage of health personnel was in first place, followed by the need for 
training auxiliary personnel. The brain drain appeared in third place, arid problems 
related to fellowships fell to fourth place. In response to these statements and 
resolutions, priority attention within the Organization in the health manpower 
development area during the first years was given overwhelmingly to fellowships. The 
collection and exchange of information, and the provision of large numbers of health 
personnel through promoting the establishment of new medical schools were also seen as 
priorities, and the Programme was structured around these three items. Quality aspects 
were also considered, but related to standards of excellence based on those in developed 
countries, and considerable attention was given to the question of the "equivalence of 
degrees". Problems of migration and the brain drain gained in importance, and eventually 
led to a wide-reaching study. 

While the programme objectives in policy documents provided guidance, it was obvious 
that countries, while expressing support in governing bodies, were making few changes in 



their basic manpower policy. Policies and plans were frequently lacking, and policies 
promoted by the Organization made little impression at country level. Quantitative 
aspects, and "excellence" continued to receive most attention. Fellowships continued to 
be requested for training in traditional areas, frequently as a result of vested 
interests. To counteract this, in the late 1960s and early 1970s the Organization began 
to take a higher profile by promoting actively such aspects as teacher training, training 
in public health, and making efforts to improve the status of the auxiliary within the 
health team. 

One of the tools to try to reach countries was the Technical Discussions in 1970 on 
"Education for the health professions - regional aspects of a universal problem", which 
concluded that : 

-adaptation is needed 

-team approach is needed 

-auxiliaries are needed as a "permanent institution" 

-functions of each team member should be defined on the basis of the community's 
needs 

-incentives for team members are needed 

-health manpower planning based on an analysis of health problems and functions are 
required to achieve well-defined objectives 

-health manpower plans should serve as a basis for educational plans 

- i n planning, educationalists, professional groups and health managers should be 
involved as well as the community 

- a multidisciplinary (integrated), multiprofessional (team) and community-oriented 
approach in education of health personnel is needed. 

Other items included overcoming resistance to the use of auxiliaries, need for 
continuing education, teachers should learn about educational theory and processes, need 
for action-oriented research, and the willingness of Member States to ensure 
intersectoral coordination. 

A subsequent study carried out for the Executive Board proposed inter alia that the 
training of national health personnel should be a part of the development plan of each 
country. 

These concepts gained full recognition with the acceptance of resolution WHA29.72 
mentioned above. Priority attention within the Organization was then given to the 
concept of the integrated development of health systems and manpower, and to "relevance" 
with the understanding that you cannot be excellent unless you are relevant to the health 
needs and demands of the people. This in turn meant that training must be relevant to 
the needs of the population, and no longer based on the highest possible standards of 
developed countries. This trend, already growing in the Programme, was reinforced by the 
Declaration of Alma-Ata and the Organization's emphasis on primary health care. 

The need for policy formulation and improved planning and management of health 
manpower, spelled out in Assembly document A29/15 followed naturally, and were vigorously 
promoted in policy documents, and through publications, visits to countries, and 
presentations in outside meetings. From this background have developed the Programme's 
present priorities : (1) the need for efficient planning and management of health 
manpower, through the integrated development of health systems and manpower, taking into 



account qualitative (competency) and economic (resource) aspects, and coverage of 
underserved populations； and (2) training that is relevant to the needs and resources of 
the community, the strengthening/reorientation of schools of health personnel to provide 
the necessary health manpower with emphasis at the district level, and the production of 
health learning materials and their adaptation to local needs. The economic crisis of 
the last few years has highlighted the importance of these approaches. Economic aspects 
of manpower development are therefore attracting increasing attention, together with 
methods to avoid growing imbalances. 

A further priority, inherent in all the others, is the need to change political 
attitudes, and attitudes of health professionals, including teachers, to accept the new 
concepts and directions. 

Priorities as reflected in the budget 

The priority given to the need for education and training by Member States was 
reflected in the Programme Budget proposals since the early years of the Organization. 
In 1948 the Programme received 16.6% of the regular budget. This grew to a high in 1951 
when the Programme received an allocation of 26.3% of the regular budget. With the many 
changing factors it is difficult to make valid comparisons, but in the following years, 
although education and training continued to receive considerable attention in the 
governing bodies, chronic under-spending may have led to the marked reduction in the 
budget allocations, with the Programme's share falling to an all-time low of 1.6% 
in 1958. This gradually rose again (with a trend to over-expenditure), to 10.2% in 1971 
and 14.2% in 1975 when the Programme was receiving particular attention in governing 
bodies. For the present biennium 1988-1989, the global allocation amounts to 10.13%. A 
considerable part, however, is devoted to fellowships, and this leaves little for 
promoting action in connection with the Programme‘s own priority concerns. 

Fellowships accounted for 68% of the Programme's budget in 1949. In 1958 it was 
58.6% which is an indication of the continued importance given to this side in view of 
the increasing funds being allocated to programme costs in regional offices. In recent 
years the figure is estimated to have remained at around 60% of the Organization's total 
educational activities, many of them budgeted under individual programmes. Greater 
attention is now being paid to monitoring the implementation of fellowships in response 
to resolution EB71.R6 to ensure their relevance to Health for All. 

The availability of extrabudgetary funds has not reflected the general view of the 
importance of the Programme. This is easily explained by the fact that it is difficult 
to attract funds to a programme such as HMD, where it is not easy to show measurable 
achievements. The majority of the funds received in headquarters in the immediate past 
have been attracted by the Health Learning Materials Programme or by Nursing. In 1974 
the HMD share compared with total extrabudgetary expenditures by the Organization was 
7.75%. In 1986-1987 this had fallen to 1.89%. 一 

At headquarters level, only limited funds are available to devote to activities 
aiming at the achievement of targets in the General Programme of Work and the MTPs. At 
regional level, while recognizing and supporting the MTPs and the stated priorities in 
principle, in practice it depends on the amount of influence the regional offices can 
bring to bear on Member States, and support is frequently given to activities demanded by 
countries. Few funds are available to promote ideas and assist in formulating national 
action plans, and regional offices request funds if asked by headquarters to do so. 
Member States frequently feel that country allocations "belong" to them and, as mentioned 
above, continue to spend them along traditional lines, with fellowships taking priority. 
In a mid-term review of the General Programme of Work carried out in 1986, the Regional 
Office for Africa estimated that only 10% of the Programme's budget for countries 
reflected priorities in the medium-term programme. 



Health manpower policy objectives: approximate evolution in WHO from 
1948 onwards. by time-period and degree of importance 

Objectives 
Period I 
1948-1951 

Period II 
1952-1961 

Period III 
1962-1972 

Period IV 
1973-1983 

Period V 
1984 
onwards 

Quantity of conventional 
personnel X X X X X X X X X X 

High quality of medical 
and nursing education X X X X X X X 

Geographic coverage in 
countries X X X X X X X X X X X 

Management and efficiency 
of health personnel X X X X X X 

Planning of health 
manpower including the 
avoidance of imbalances X X X X X X X 

Relevance of health 
personnel the needs of the 
people and reorientation 
of training institutions X X X X X X X 

Implementation of national 
HFA strategies in the field 
of HMD within existing 
economic constraints X X X X 

1 Reflecting general trends in the Organization' s work in the field of HMD, 



IV. ADOLESCENT HEALTH (ADH) - (PROGRAMME 9.2) 

Introduction 

Health needs of adolescents have always been a priority concern for WHO as attested 
to for example by a number of major meetings on the topic leading to publication of 
technical reports : "Health Problems of Adolescence", Technical Report Series, (TRS) 
No. 308， 1965; "Pregnancy and Abortion in Adolescence", TRS No. 583, 1975; "Health 
Needs of Adolescents", TRS No. 609, 1977, and "Young People's Health - a Challenge for 
Society", TRS No. 731， 1986. The World Health Assembly has in addition passed a number 
of resolutions relating specifically to the health of adolescents and youth on a number 
of subjects: "Health education" WHA27.28 1974; "Health at the workplace" WHA29.57 
1976; "Sexually transmitted diseases" WHA31.57 1978； "Alcohol consumption" WHA32.40 
1979; "Drug abuse and narcotic dependence" WHA33.27 1980; "Smoking" WHA29.55, WHA31.56, 
WHA33.35 1976, 1978, 1980 respectively; "Maturity before parenthood" WHA38.22 1985. 

As a result, concern for the health needs of adolescents has been a part of WHO'S 
activities in MCH as well as a component of other programme areas. Changing social 
conditions, growing recognition of the importance of behaviour in achieving good health, 
the knowledge that young people will determine the health of future generations, and the 
dramatic demographic shift to a younger population in developing countries has created a 
consensus that for Member States and WHO to successfully meet the needs of adolescent 
health and to make use of young people as a resource, including for health for all 
through primary health care, a separate programme should be established in the Eighth 
General Programme of Work. Thus Adolescent Health in its approach to participation, 
promotion of self-care, and community involvement represents an expression of the major 
principles of primary health care. 

Background 

In recent years the health of young people, particularly adolescents, has emerged as 
a major issue in all societies. The energy and idealism of young people are an important 
potential resource in primary health care and health-for-all strategies； their behaviour 
is a key to their own present health, their subsequent health in adult life and the 
health of their future children. Although their health problems take many forms, the 
underlying bases of these problems are often common and the methodological approaches to 
their prevention are similar. Meeting the needs of young people requires appropriate 
socially and culturally adapted action. Such action must respond to the developmental 
needs of young people in all societies in the transition from childhood to adulthood in 
order to support their development of healthy life-styles and to ensure their preparation 
for responsible parenthood. It will help to minimize the risk of pregnancy before 
adolescents are prepared for the responsibilities of parenthood. Moreover, adolescent 
pregnancy is associated with high risks of maternal and child morbidity and mortality as 
well as low birth-weight. Risk-taking, while a natural part of growing up, can give rise 
to injuries, e.g. in relation to road accidents； and to health problems, e.g. sexually 
transmitted diseases. Tobacco use, excessive alcohol consumption and drug abuse, can 
have both immediate and long-term health and social consequences for young people. 
Emotional instability in this age-group can give rise in some cases to psychosocial 
problems and even suicide. Inappropriate employment and unemployment, as well as 
work-related accidents due to inadequate training and inexperience, compound the health 
problems faced by young people. 

Other factors influencing the development of the programme include : the fact that 

-information on which to base national policies and programme development is 
incomplete since systematically collected and disaggregated baseline data on these 
major adolescent health problems is rare； and 



-the subject matter of some adolescent health problems, especially in regard to 
sexual behaviour and substance abuse, are sensitive issues making both research 
and the provision of education and services difficult. 

The priorities for WHO action to meet adolescent health needs and enhance their 
participation in family and community health, have been identified from a rich and 
continuing consultative process between WHO and its Member States, across WHO programme 
areas and with other agencies. This process also benefited from the opinions of 
policy-makers, scientific and professional experts in health, education, social welfare 
and youth, and increasingly from youth leaders themselves at all levels. Priorities have 
thus been identified in five major ways : (1) through dialogue between countries at the 
World Health Assembly and regional committees leading inter alia to ten specific WHA 
resolutions； (2) through the recommendations arising from four major WHO meetings； 
(3) through the work of the independent Steering Committee of the Task Force on 
Reproductive Health in Adolescence which has continued to monitor progress and has 
recently been expanded to include other areas of adolescent health； (4) through the 
identification of country-specific priorities in all regions using methodologies 
especially developed to help country participants select local priorities for programme 
planning; training in counselling and communication; and research, and (5) through 
cooperative efforts with other programmes, with other United Nations agencies and with 
nongovernmental organizations - efforts intensified since preparations began for the 1989 
World Health Assembly Technical Discussions on the Health of Youth. 

Strategy 

From the outset, an important priority identified for the programme was the need to 
promote adolescent health - with particular emphasis on reproductive health. An initial 
strategy to use research both to strengthen understanding of the important issues in 
adolescent health, and to act as a stimulus to raise awareness among policy-makers was 
devised by WHO based on recommendations from three major meetings as reported in 
TRS No. 583, TRS No. 609 and TRS No. 731 referred to above. In the mid 1970s, a Task 
Force was formed on Reproductive Health in Adolescents (RHA) and a Steering Committee of 
distinguished individuals worldwide was established to monitor progress in programme 
development and implementation. Two major multi-country research projects were begun: 
the first investigated menarche in adolescents in both developed and developing 
countries； the second was an international survey of education and services for 
adolescent reproductive health. The latter survey was reviewed at an international 
meeting in Mexico in 1980. 

This work in turn underlined the importance of the need to gather data and 
information on the health of young people and to develop services for them. WHO also 
recognized that another important priority was for policy-makers to be informed and aware 
of health needs of adolescents and motivated to develop policies and programmes required. 

With the establishment of the reproductive health in adolescents (RHA) programme 
area within the Maternal and Child Health including Family Planning programme, a 
commitment was made to develop innovative methodologies which would serve to elicit 
information so that other priority areas for policy and programme development in 
countries could be identified. Since that time, a series of such methodologies has been 
used including: the grid approach for programme and project planning; the counselling 
skills training module to identify and minimize local sensitivities through culture 
specific communication training; a special research approach designed to elicit and 
modify opinions of policy-makers, and an innovative approach to behavioural research 
currently being developed using a narrative form derived from local cultures. 

As the WHO programme continued to evolve, the need to involve young people 
themselves also emerged as a priority as identified through ongoing dialogue in 
countries, including with young people themselves. The need to involve young people both 



in identifying health needs and in implementing projects and programmes had also been 
identified in the Expert Committee Meetings held by the programme, and subsequently was 
reinforced during the 1985 United Nations International Youth Year ("Young People's 
Health - A Challenge for Society" Technical Report Series, No. 731, 1986). Accordingly, 
the adolescent health programme and particularly the reproductive health in adolescence 
programme area has worked intensively in all regions since 1984 with nongovernmental 
youth organizations utilizing the methodologies described above for priority 
identification by young people and to generate action. Developments in the programme 
area were described in Technical Report Series, No. 731 that was submitted to the 
Executive Board in January 1987. 

Increased awareness of the need for action in this area and results of previous 
programme efforts led the Executive Board to request the establishment of a separate 
adolescent health programme as part of the Eighth General Programme of Work as approved 
by the Fortieth World Health Assembly in May 1987. Subsequently, "The Health of Youth" 
was chosen as the theme for the 1989 World Health Assembly Technical Discussions. The 
new programme and the preparations for the Technical Discussions will serve to harmonize 
the many kinds of activity now under way both within and outside of WHO addressing 
adolescent health. In turn, the preparations for the Technical Discussions and the 
Technical Discussions themselves will serve to develop new initiatives and to place 
before countries in a vivid manner current views on the state of adolescent health 
worldwide and the nature and effectiveness of current interventions as perceived both by 
young people and health professionals. It is anticipated that this will lead to a strong 
new stimulus for action with priorities being identified both on the basis of 
achievements to date and on needs identified through the ongoing consultative process 
described above. 

Funding 

While the bulk of the funding for Adolescent Health has been for activities on 
Reproductive Health in Adolescence (RHA), both from extrabudgetary (mainly UNFPA) and 
from small regular budget contributions from the MCH budget, other priority activities 
have been supported by activities in other programmes. In addition, activities initially 
supported by RHA funding have generated funding from many other sources for follow up 
activities in countries. 

With the establishment of a separate programme for Adolescent Health for the period 
1990-1995, a small regular budget allocation is being requested which is slightly larger 
than that it has received in the past. However, in view of the interprogramme nature of 
this subject and the coordinating role this programme will play, it is anticipated that 
the contributions made from other programme areas in the past will continue in the 

V. HEALTH RISK ASSESSMENT OF POTENTIALLY TOXIC CHEMICALS (PCS) - (PROGRAMME 11.3) 

The origins of the programme 

Environmental pollution by chemicals resulting from industrialization and 
motorization, accidental releases of chemicals into the environment, and the growing use 
of chemicals in public health, industry, agriculture, food production and in the home, 
have dramatically increased public perception of the threats to health arid the 
environment by chemicals. Scientists were concerned not only about the acute but 
especially the chronic or combined toxic effects not only on present but also on future 
generations, that may result from exposure to chemicals in air, water, food, consumer 
products and at the place of work, particularly, if combined with exposure to other 
chemicals, infectious agents and physical factors. Public fears resulted in growing 
pressures on governments to develop policies and control strategies to minimize or 
eliminate these threats. However, only very few Member States were equipped to study 
long-term strategies for the evaluation of the effects on health of chemicals in the 
environment including possible options for international cooperation. 



Aware of the progress made by WHO in evaluating health hazards from exposure to 
chemicals through its Human Health and Environment Programme and recognizing the need for 
accelerated further action, the Thirtieth World Health Assembly in resolution WHA30.47 
requested the Director-General to study particularly the long-term aspects of the problem 
and long-term strategies in this field. In resolution WHA31.28, the Thirty-first World 
Health Assembly considering the key role of WHO in all aspects concerning the effects of 
toxic chemicals on health and considering the need for practical implementation and 
technical cooperation to solve those specific problems in Member States endorsed the 
proposal of the Director-General to implement the programme through a Central WHO Unit at 
headquarters for planning and coordination and a network of institutions that would be 
assigned specific tasks. This approach was further developed and reviewed by the 
Executive Board at its sixty-third session when the Board endorsed the proposal that the 
programme consists of the following organizational elements : a Programme Advisory 
Committee； a WHO Central Unit； a network of national and other Participating 
Institutions (Pis)； with WHO Regional Offices assuming a leading role, particularly in 
the dissemination and publication of results. In response to resolution WHA31.28, the 
International Programme on Chemical Safety (IPCS) was established and structured by WHO. 
The interest of other international organizations in chemical safety was demonstrated by 
the ILO and UNEP joining with WHO in the establishment of the IPCS which was formally 
launched in 1980 when a Memorandum of Understanding was signed among the three 
organizations with WHO as the executing agency. 

Structure of the IPCS 

Since its establishment, IPCS has developed into a confederation of three 
independent cooperating organizations, contracting to collaborate in activities 
corresponding to the stated objectives of the programme. 

While WHO'S activities contributing to the International Programme on Chemical 
Safety during the Seventh General Programme of Work were part of Programme 11.3, Control 
of Environmental Health Hazards, in the Eighth General Programme of Work, they are to be 
carried out under the aegis of a new programme 11.3, Health Risk Assessment of 
Potentially Toxic Chemicals (PCS). Activities are coordinated by the Central Unit 
located in the Division of Environmental Health at WHO headquarters and operating under 
WHO'S rules and procedures. The Central Unit is responsible for the implementation of 
IPCS on behalf of the cooperating organizations, for its overall management and 
coherence, and for issuing priority lists of chemicals for evaluation. 

Coordination of chemical safety activities within WHO is provided through an 
Intra-WHO Coordinating Committee on Chemical Safety. The Intersecretariat Coordination 
Committee (ICC) ensures participation of the cooperating organizations and their 
cooperation in the IPCS. It is composed of representatives of the three executive heads 
and reviews and decides upon proposals and workplans including the substantive and 
budgetary aspects to be submitted to or recommended by the Programme Advisory Committee 
and other advisory bodies, as appropriate. 

The Programme Advisory Committee reviews reports of the work of IPCS, and 
periodically examines all the activities undertaken, the progress made, and the quality 
of outputs and, if necessary, recommends changes both in the scope and content of the 
IPCS. 

In addition, a network of 50 Participating Institutions (Pis) which take a role in 
relation to specific tasks within the IPCS is operational in 20 countries. 



Priority setting in selected areas of work of IPCS 

1. Risk evaluation 

It has been estimated that 5000 or so known chemicals may be of special interest as 
threats to human health and the environment. It is among these chemicals that the IPCS 
priority setting takes place. The priority chemicals for evaluation by the IPCS are 
established through a mechanism whereby priorities of countries and various organizations 
are sought by correspondence and then discussed at international consultations. As 
regards food additives and pesticide residues, priority chemicals for evaluation by the 
Joint FAO/WHO Expert Committee on Food Additives and the Joint WHO Expert Committee on 
Pesticide Residues are recommended by the Codex Committee on Food Additives and the Codex 
Committee on Pesticide Residues respectively. 

The publication of the evaluation of environmental chemicals has taken place in the 
series of environmental health criteria (EHC) documents. Based on a survey that was 
undertaken in 1984 of the users of the EHC documents, it was decided by the programme and 
endorsed by the Programme Advisory Committee to make the information on a larger number 
of chemicals readily available to a broader audience through the Health and Safety Guides 
and International Chemical Safety Cards. Although these new documents will help to speed 
up the process of dissemination of information, the efficiency of this mechanism will 
still be dependent, to a large extent, on unpredictable voluntary contributions. 

2. Methodology 

Another area for the IPCS considered of high priority by the Member States of WHO 
and its Participating Institutions and the Programme Advisory Committee is the harmonized 
development of an international agreement on methodology for laboratory testing and 
ecological and epidemiological studies of importance for assessing the risks of 
chemicals. Priority activities in this area are established, following the request of 
the Governing Bodies of the Cooperating Organizations, through consultation with the 
Programme Advisory Committee and ad hoc Expert Groups including representatives of the 
Pis. 

3• Prevention and treatment of chemical poisonings 

A survey undertaken in 1984-1985 showed that while many developed countries had 
facilities for dealing with acute intoxications by chemicals, only 12 developing 
countries had such facilities. Since then a growing number of developing countries have 
sought help from the IPCS in establishing facilities for the prevention and treatment of 
poisonings by chemicals. 

The Programme has established Guidelines for Poison Control Programmes and is 
developing a computerized poisons information package on diagnosis and treatment of cases 
of poisoning most commonly encountered in developing countries； it is preparing a 
handbook for the primary health care worker on first aid response to poisonings, and a 
manual for hospital laboratories on analytical techniques for poisonings and is 
evaluating antidotes used in the treatment of poisonings. Priorities for these 
activities were established through consultations with experts from poison control 
centres throughout the world. The training needs of developing countries in the field of 
poison control have also been reviewed. Activities are being directed towards the 
application of the outputs of the Programme in setting up poison prevention and control 
facilities in Member States. 

Funding 

During all its existence, the IPCS has received funds from the WHO regular budget, 
UNEP and from voluntary contributions from a few Member States and Institutions. The 
contributions for the biennium 1986-1987 were US$ 6.2 million; these do not include 



contributions in kind which are difficult to estimate, such as secondment of staff, 
hosting meetings, printing of documents, etc. Of the total amount, 20.8% came from the 
WHO regular budget, 9.6% from UNEP, arid 69.6% from voluntary funds. During the period 
1981-1988, the trend is that WHO'S contributions have increased progressively, UNEP's 
contributions have decreased and contributions from voluntary funds have increased 
considerably. The budget of the IPCS is on the increase； for example for 1988 alone, it 
amounts to approximately US$ 4.1 million. 

The Programme is heavily dependent on extrabudgetary resources (80%) and a large 
proportion of these resources in any biennium remains blocked to cover salaries on 
extrabudgetary resources. Both the Executive Board and the Programme Advisory Committee 
have repeatedly expressed concern on the IPCS budget situation. The total resources have 
certainly been considered insufficient. (In 1979, the Executive Board estimated the 
annual resource requirements to be in the order of about US$ 6.5 million when the 
Programme would be fully operational.) But the deepest concern has been that realistic 
long-term planning has been impossible, and even short-term planning has met with great 
difficulties. The main reasons for that are : 

(i) a lack of long-term commitment of funding by government agencies and donor 
institutions (usually for one year). The resources are both too "inflexible" (i.e. 
no ready expansion with increasing demands on the Programme) and too "flexible" 
(i.e. cannot be sure of the level of external funding over a reasonable period of 
time)； 

(ii) tardiness in making commitment contributions； 

(iii) lack of flexibility in use of most of the voluntary funds, and 

(iv) a significant proportion of these extrabudgetary resources is provided by 
donors for specific purposes. This hinders the Programme's ability to respond fully 
to the needs and requests of Member States, particularly developing countries, in 
the areas of manpower development and technical cooperation. 

VI. CLINICAL, LABORATORY AND RADIOLOGICAL TECHNOLOGY FOR HEALTH SYSTEMS BASED ON PRIMARY 
HEALTH CARE (CLR) - (PROGRAMME 12.1): HEALTH LABORATORY TECHNOLOGY (LAB) 

Introduction 

Health laboratory services have been a programme area in WHO for many years, not 
just because of the importance of this area in terms of public health and clinical care 
but also since WHO inherited the health functions of the United Nations Relief and 
Rehabilitation Administration (UNRRA), which had been involved, amongst other functions, 
in the fight against tuberculosis, malaria and epidemic diseases, for which the 
contribution of laboratory services was crucial. Since effectiveness and efficiency of 
many major health programmes at national level also benefit directly arid indirectly from 
laboratory services, this has also been, and continues to be, a primary concern of the 
Member States. This is well reflected in many of the early resolutions of the governing 
bodies on tuberculosis, malaria and syphilis that clearly refer to the role of laboratory 
services : 

WHA1.20 (1948) related to tuberculosis: 
diagnosis examination and follow-up ..• 

establishment of clinics for 

WHA1.11 (1948) related to Malaria: 
new cases ...". 

an appropriate organization for detecting 

-WHA1.22 (1948) related to syphilis: 
necessary for venereal diseases control 
syphilis ...". 

that governments ... take measures 
..including serologic tests for 



These policy statements and recommendations were substantiated further by the 
technical recommendations emerging inter alia from Expert Committees and study groups. 
For example, two technical reports published in 1950， TRS No. 7 and TRS No. 14, described 
diagnostic and laboratory procedures for tuberculosis and venereal diseases respectively. 

Programme evolution 

The importance of the WHO laboratory programme was at first only indirectly 
recognized and resulted from the priority given to specific programmes in turn depending 
on laboratories for successful implementation. Unfortunately, however, the priority 
given to these programmes did not automatically trickle down to the Health Laboratory 
Technology programme itself. This may partly explain the small progress achieved in some 
of these programme areas in comparison with the needs in countries. This "vicious 
circle" led later on to the adoption of resolutions pointing out the need, once again, 
for improved laboratory services. The Technical Discussions on social and health aspects 
of sexually transmitted diseases at the Twenty-eighth World Health Assembly noted that 
"...the peripheral level or service level ... should be provided where possible with 
simple local laboratory facilities ...". 

The need for coordinated efforts between LAB and other WHO programmes is again well 
illustrated in the related need for health services in countries to have specific 
laboratory support in order to accurately determine the incidence and prevalence of HIV 
infection. 

For the period of the Sixth General Programme of Work 1978-1983, the health 
laboratory programme was recognized as a priority area in its own right； the detailed 
objective for the programme was "to promote the development of public health laboratory 
services". Additional specific policy guidance on particular aspects of health 
laboratory technology and services was found, inter alia, in resolutions WHA27.62 (1974) 
on laboratory technology and WHA28.72 (1975) on blood and blood products. General 
guidance on mechanisms for technical cooperation between countries and WHO on all 
programme issues was described in resolutions WHA28.75 and WHA28.76 (1975). Specific 
input from the regions was obtained, including from the regional advisers for the 
programmes since they were the most knowledgeable about the needs of countries in their 
region, and about national priorities that had been identified in the area. Regional 
advisers meetings in turn provided the opportunity for exchanging views on issues and 
priorities common to several regions； to advise on programme activities to be undertaken 
at different levels, and to reach a general consensus on the financing of activities to 
best support the programme's priorities. 

In 1978, in accordance with the recommendation made at the International Conference 
on Primary Health Care in Alma-Ata, and pursuant to resolution WHA29.48 regarding 
technical cooperation with developing countries, the Health Laboratory Technology Unit 
reassessed its programme priorities with the objective of reorienting them in the light 
of recent policy changes whilst keeping problems identified as important by developing 
countries themselves as the basic criteria for determining priorities. A study was 
undertaken by the programme based mainly on discussions and meetings with WHO technical 
staff of other priority programmes where laboratory technology is an important component, 
and visits to selected developing countries to obtain a better understanding of the 
problems they faced, and of their future needs for support from and collaboration with 
WHO in the area of laboratory technology. Throughout, it was reiterated that the work of 
the Health Laboratory Technology programme should be carried out in close cooperation 
with those programmes in WHO that required laboratory support. 

This programme reorientation led to the identification of three priority 
objectives : (1) to transfer health laboratory technology, particularly in support of 
primary health care, in rural areas； (2) to provide simple and appropriate technology 
for laboratory support for the control of the most important public health problems in 
developing countries, and (3) to improve the availability of essential diagnostic 
material and reagents at a reasonable cost. 



On the basis of these, a logical sequence of activities for implementation was 
developed. This programme reorientation was approved in resolution WHA32.16 (1979) 
emphasizing inter alia the need for an integrated health laboratory service. 

This led in turn to an internal reallocation of the small programme funds available 
in headquarters to: duty travel (US$ 4000/year)； consultants/temporary advisers 
(US$ 22 500) and research grants (US$ 30 000). Additional funds (US$ 60 000) were 
obtained from the Director-General's Development Programme for funding the field trials 
to test the validity of the concept of peripheral laboratories finalized at the Regional 
Advisers Meeting in New Delhi in 1978 (document LAB/79.1). 

During the Seventh General Programme of Work 1984-1989 the Health Laboratory 
Programme continued to follow this plan of action and had as a priority promotion and 
establishment of peripheral laboratory networks as an active component of primary health 
care. Specific targets focused on the improvement of existing laboratory services, and 
on technology assessment. In view of differences in the level of health development in 
countries and particularly in view of the diversity of needs in developing countries, the 
programme saw as a key the identification and/or development of the most appropriate 
technology for peripheral laboratories supportive to PHC. 

The global medium-term programme for the period 1984-1989 was reviewed at the 
Regional Advisers Meeting in Copenhagen in 1983. In line with the above priorities and 
on the basis of their firsthand knowledge of the problems that countries faced, it was 
decided that the Regions would promote the development in countries of peripheral 
laboratories where primary health care services already existed and that they would 
support countries to identify areas where the most appropriate technology was lacking. 
At headquarters, the Health Laboratory Technology Unit would continue to focus on 
practical and operational issues, including the cost of peripheral laboratories； to 
disseminate and publish up-to-date information and material on the concept and 
organization of peripheral laboratories； and to develop approaches for assessing the 
clinical utility of laboratory methods. 

Reflecting the different priorities of the industrialized countries, the programme 
also directed its work to the assessment of the clinical utility of laboratory methods 
and quality of existing laboratory services. This was in response to the rise in public 
concern in industrialized countries, over the increasing cost of health care and the 
contribution to this of laboratory tests. LAB at headquarters obtained extrabudgetary 
funds for the organization of interregional training courses in health laboratory 
management, training of tutor supervisor technicians, and quality control. LAB at 
headquarters also had an important role to play in sensitizing other organizations that 
had technical cooperation activities in this domain with developing countries, to the 
priority issues that needed to be addressed. In the regions, action was taken for the 
establishment of national quality assessment programmes, and the organization of training 
courses of peripheral laboratory workers. 

During this same period, LAB at headquarters was directly involved in efforts to 
develop a simple colorimeter for use specifically in peripheral laboratories operating 
under the conditions prevailing in developing countries. Unfortunately, no financial 
support was ever received thereby slowing progress in identifying simple and inexpensive 
technology that would greatly enhance the effectiveness, efficiency and efficacy of 
primary health care and care at the first referral level. This led in turn to a 
diminishing interest from the programme's collaborating centres in supporting these types 
of activities. 

As described in the Eighth General Programme of Work WHO will continue to focus on 
the priority issue of developing peripheral laboratory networks that can support primary 
health care, disease surveillance and all aspects of disease prevention in developing 
countries. Such a development should in turn lead to the strengthening and improvement 
of laboratory services at intermediary and central levels through the establishment of 



referral, logistic and supervisory linkages between the different levels. A second-
priority to be maintained is the assessment of the most appropriate technologies for 
peripheral laboratories. As described above, a third priority will relate to laboratory 
support to efforts to diagnose and monitor acquired immunodeficiency syndrome. 

In view of the role played by uncontrolled blood transfusion in the transmission of 
the human immunodeficiency virus (HIV), and the weakness in practice of monitoring for 
safe blood and in the blood transfusion services in many developing countries, the 
programme had already greatly reinforced its activities regarding the establishment of 
mechanisms for the provision of safe blood and blood products. In accordance with the 
decision made during the Sixth General Programme of Work calling for "close cooperation 
with other units" the related programme activities were worked out in close cooperation 
with the WHO Global Programme on AIDS, particularly in regard to support for the 
development and implementation of national AIDS prevention and control programmes with 
emphasis on laboratory capability, among others. 

Funding 

The financing of the programme generally comes from the regular budget. At global 
and interregional levels, the small amount of money allocated to the programmes is 
distributed for: duty travel funds (approximately US$ 4000/year) and consultant/ 
temporary adviser funds (approximately US$ 18 000/year) in function of the Eighth General 
Programme of Work priority identified for the programme during 1990-1995. In addition, 
the Global Programme on AIDS will fund a post in the programme to undertake activities in 
relation to safe blood and transfusion services. In the regions and at the country 
level, budget allocations to this programme area are comparatively larger than in 
headquarters. For example, for the 1986-1987 biennium, allocations for LAB for four 
regions were : the Regional Office for the Americas US$ 1 222 100 (regular budget)； the 
Regional Office for Africa, for regional programmes US$ 413 319 (regular budget), and 
US$ 754 462 for country programme (regular budget)； the Regional Office for the Western 
Pacific US$ 1 238 003 (regular budget) and US$ 89 870 (other sources) and the Regional 
Office for the Eastern Mediterranean US$ 330 142 (regular budget). For the 1988-1989 
biennium, the Regional Office for South-East Asia allocated US$ 1 648 400 (regular 
budget) and US$ 347 356 (other sources) to the CLR programme. Despite these encouraging 
figures, a question remains regarding whether such support will be sustained: for 
example, in one region, the total financial allocation to the programme for 1988-1989 was 
47% of the 1984-1985 allocation while in another region, total allocations in 1986-1987 
were 85% of those in 1984-1985. 

VII. DRUG AND VACCINE QUALITY, SAFETY AND EFFICACY (DSE) - (PROGRAMME 12.3): 
PHARMACEUTICALS (PHA) 

Within the terms of its Constitution the World Health Organization is required to 
assist governments, upon request, in strengthening health services and to provide 
information, counsel and assistance in the field of health. Virtually from its inception 
in 1948, the governing bodies of the Organization identified drug regulation arid control 
as a field in which these responsibilities could be applied to useful effect. Over the 
years, more than sixty formal resolutions have been adopted by the World Health Assembly 
which call for the establishment of international norms, exchange of information and 
multilateral collaboration to support the drug regulatory apparatus of national 
governments. 

The International Pharmacopoeia and International Nonproprietary Names 

The early resolutions were adopted at a time when drug quality and safety were 
assured principally through the operation of pharmacopoeial standards and before the 
introduction of statutory product licensing procedures. The aim was to rationalize 
standards of drug quality and thereby simplify international commerce in pharmaceutical 



products through the adoption of a single internationally-recognized pharmacopoeia 
(WHAl.27) and an agreed international system of nomenclature of pharmaceutical substances 
(WHA3.11). 

Throughout the forty years that it has been in existence the Organization's 
responsibility for designating nonproprietary names has remained extant and operative. 
International nonproprietary names are recognized, without qualification, as being vital 
in facilitating communication in medicine internationally as well as in the labelling and 
advertising of medicinal products in international commerce. In contrast, the Assembly's 
original aspiration that the Organization should work towards the unification of all 
national pharmacopoeias has proved untenable with the passage of time. The Assembly was 
not in a position to foresee the unprecedented scale of new drug development over the 
ensuing thirty years. Nor could it anticipate that statutory national drug registration 
systems - and the subsequent understandings on confidentiality developed between 
manufacturers and governments regarding product-specific information - would create 
uncertainty about the continued unrestricted publication of pharmacopoeial 
specifications. National licensing procedures created both a need and a possibility to 
establish other approaches to the quality assurance of pharmaceutical products moving in 
international commerce. They thus prepared the ground for the introduction of the WHO 
Certification Scheme on the Quality of Pharmaceutical Products moving in International 
Commerce in 1975 (WHA28.65). They also created a situation in which the task of 
compiling pharmacopoeial monographs for new drug substances devolved not upon WHO, but 
upon national pharmacopoeial commissions operating in close liaison with the competent 
national drug regulatory authority. 

In the event, the case for maintaining published compendia of pharmaceutical 
specifications has prevailed. Indeed, in recent years it has become more compelling as a 
result of increased trade in generic products and the circulation of products in export 
markets that are not registered in the country of origin. These developments have led to 
a reappraisal of the role of the International Pharmacopoeia and a decision to attune it, 
in particular, to the needs of less developed countries which are particularly vulnerable 
to substandard, spurious or degraded drugs (WHA41.16) and which frequently lack any means 
to check at firsthand the quality of imported or locally manufactured products. It is 
now being radically revised, in accordance with the advice of the Expert Committee on 
Specifications for Pharmaceutical Preparations, with a view to bringing an effective 
measure of analytical control within the grasp of virtually every country. Priority has 
been accorded to developing monographs for substances contained within the WHO Model List 
of Essential Drugs. Work has started on the compilation of monographs for final dosage 
forms and, as far as is practicable, reliance is being vested in classical methods of 
analysis that can be performed in a small, modestly-equipped laboratory which is 
recommended as a cost-effective investment in any country where no provision for quality 
control as yet exists (TRS No. 704). 

Drug assessment and exchange of information on licensed products 

The initially prevailing, pre-eminently pharmacopoeial approach to drug control was 
decisively changed by the thalidomide tragedy in the early 1960s. At a time when 
pharmaceutical innovation had gathered unprecedented momentum, pharmacopoeial standards 
of quality and national poisons schedules were revealed as inadequate mechanisms for 
assuring drug safety and controlling trade in medicinal products. Henceforth, it became 
mandatory to accord more consideration to the biological activity of the drug substance 
as a criterion of safety. Virtually at a stroke, governments found themselves beholden 
to engage directly in assessing the quality, efficacy and safety of products, in 
authorizing their marketing, in controlling their sale, in regulating their promotion and 
distribution, in monitoring their performance under routine conditions of use and, in a 
few instances, in setting up compensation schemes for drug-induced injury. In order to 
provide a regulatory framework for such control many governments simultaneously and 
independently perceived a need for formal licensing of individual products at national 
level. Many of the products at issue, however, were widely available in international 



commerce and it was inevitable that many new responsibilities would devolve upon WHO. 
Indeed, as a matter of urgency, the Director-General was requested in 1962 (WHA15.41) to: 

-establish minimum basic requirements and recommend standard methods for the 
clinical and pharmacological evaluation of pharmaceutical preparations； 

-secure regular exchange of information on the safety and efficacy of 
pharmaceutical preparations； and 

-secure prompt transmission to national health authorities of new information on 
serious side-effects of pharmaceutical preparations. 

Harmonization of regulatory requirements 

Throughout the 1960s, when many countries were still instituting statutory systems 
of drug regulation, WHO provided a crucial forum for the discussion and elaboration of 
norms for the technical assessment of drug safety. Many basic recommendations on the 
pharmaceutical, toxicological and clinical aspects of drug evaluation were issued under 
the auspices of the Organization in Expert Committee Reports at that time. This 
tradition is now continued from within the WHO Regional Office for Europe which is 
issuing an extensive series of guidelines for the clinical evaluation of specific classes 
of drugs. Overall, however, WHO is now less involved than formerly in the provision of 
didactic technical guidance for drug regulators. The broad scientific principles of drug 
assessment have long been established insofar as contemporary knowledge allows. The 
divergences now apparent in national policies and practices are without significant 
public health implications and they are unlikely to yield to further attempts to forge an 
international consensus. The Secretariat must, none the less, remain alert to new 
developments that may impinge upon existing practices. The recent rapid evolution of 
biotechnology is a case in point, since fundamentally new approaches to the production of 
biologically-derived substances establish a need for new approaches to their control. 
The biennial International Conferences of Drug Regulatory Authorities, which are held 
under the aegis of WHO, are intended to provide a forum for the discussion of such 
developments. 

Exchange of information on regulatory decisions 

The introduction of national product-licensing procedures has resulted in exchange 
of regulatory information becoming one of the most highly visible of the Programme's 
activities. It confronts the Secretariat not only with an intensive operational 
responsibility but also with a technical challenge to place national decisions into 
global perspective. Its importance is reflected in a series of some 20 resolutions from 
the governing bodies, one of which (WHA28.66) requests the Director-General, inter alia, 
to disseminate to Member States evaluated information on drugs. It has drawn strength 
from direct relationships with all national regulatory authorities established in 1980 
through the creation of a network of formally-designated information officers and through 
the institution of the International Conferences of Drug Regulatory Authorities. It has 
culminated in the production within the unit of a monthly Pharmaceutical Newsletter 
circulated to competent national authorities in all Member States and in the publication 
of the quarterly subscription journal "WHO Drug Information". Latterly, it has also 
provided the basis for WHO's contribution to the annually-updated "UN Consolidated List 
of Products whose consumption and/or sale have been banned, withdrawn, severely 
restricted or not approved by governments". 

International drug monitoring 

During the early development of national drug monitoring programmes it was 
considered by the governing bodies that WHO might assume an important coordinating role, 
not only in the exchange of drug regulatory decisions but also in the collation of 
reports of suspected adverse reactions notified to governmental authorities. It was 



assumed that, by pooling data internationally, more secure early warning could be 
provided of unanticipated drug-related adverse effects. Partly as a result of the 
inevitable time-lags within the system, and partly because of problems inherent in the 
interpretation of the data, the realization of this expectation has been equivocal. 
However, collation of the data submitted by the 27 national participating centres 
provides a useful working tool for the countries directly involved and, since 1979, the 
operational activity, which is housed within the Swedish Department of Drugs, has been 
generously sustained on funds allocated by the Swedish Ministry of Health. New 
mechanisms for more rapid selective transfer of relevant information are now being 
subjected to pilot testing by several interested governments which have imposed explicit 
statutory requirements on multinational drug companies to this end and, in a broader 
context, a watching brief is being maintained on developments in epidemiologically-based 
approaches to monitoring. 

The essential drugs concept 

The devolution of the operative aspects of the monitoring system, which had called 
for a major commitment of staff resources, created a timely opportunity for radical 
restructuring within the unit. This was occasioned by strong conviction within the 
governing bodies that the Organization should build a socioeconomic dimension into its 
activities relating to the pharmaceutical sector. These developments were presaged by a 
report of the Director-General to the Twenty-eighth World Health Assembly in 1975 
(Official Records, No. 226, 1975, Annex 13, pages 96-110) which reviewed the main 
drug-related problems facing developing countries and outlined possible new policies. 
This has stimulated a profound reorientation of activities within the programme that 
stemmed from a series of consequential resolutions (notably WHA28.66) requesting the 
Director-General, inter alia, to develop means by which the Organization can be of 
greater direct assistance to Member States in: 

-the formulation of national drug policies； 

-advising on the selection and procurement, at reasonable cost, of essential drugs 
of established quality corresponding to national health needs； 

-the education and training of scientific and technical manpower for research, 
production, evaluation, control and management of prophylactic and therapeutic 
substances. 

Major new initiatives were required from the Secretariat. Its response was to 
propose in 1978 the establishment of the Action Programme on Essential Drugs (WHA31.32) 
as an operational programme concerned with support to Member States to ensure the regular 
supply of essential drugs with particular emphasis on primary health care (document 
WHA35/1982/REC/1, p. 99)； to create and regularly update the WHO Expert Committee on the 
Use of Essential Drugs (TRS No. 615 et seq): and to emphasize WHO's catalytic role in 
developing training opportunities for governmental officers involved in all aspects of 
regulatory work. 

The WHO Model List of Essential Drugs, which has been updated biennially since 1977, 
has provided a new perspective to many of the unit's other operational activities since 
listed substances are accorded particular attention in the International Pharmacopoeia 
and in the entire range of the unit's informational services. The list at once provides 
both a systematized approach to drug selection and a stimulus to all countries to 
consider the available options for establishing cost-effective drug policies in the 
public sector. In practice, it has proved to be a crucial aid to drug procurement within 
many countries over the past decade. 



The Rational Use of Drugs and Ш0' s Revised Drug Strategy 

The manifest impact and potential of the essential drugs concept has created within 
the World Health Assembly a call for the Organization to adopt a leadership role in 
canvassing the need and promoting the concept of rational use of drugs. The issues, as 
they relate both to flow of information and the role of marketing practices, were 
discussed in detail at a conference of experts, drawn from all interested parties, 
convened in Nairobi in 1985, and they have subsequently been incorporated in WHO's 
Revised Drug Strategy (WHA39.27). 

The elements of this Strategy embody all pre-existing activities of the unit and 
further require it to assume additional responsibilities including, notably: 

-the preparation of guiding principles for small national drug regulatory 
authorities； 

-the compilation of model prescribing information to complement the WHO Model List 
of Essential Drugs； 

- a n examination of the role of the pharmacist and clinical pharmacology in 
promoting rational drug use. 

Budgetary implications 

This résumé indicates that over the years the functions arid responsibilities of the 
programme have grown sequentially and in parallel with the evolution of national drug 
regulatory authorities. None has become obsolescent. Many of them are open-ended in 
character, but each needs to be maintained under review and revised, as necessary, to 
meet changing requirements. Several make intensive operational demands on the staff 
complement. During its meeting in January 1988 the Ad Hoc Committee of the Executive 
Board on Drug Policies, in considering the implementation of WHO's Revised Drug Strategy 
(WHA39.27), declined to prioritize activities undertaken within the programme. The 
Committee's conclusion that the Revised Drug Strategy needs to be implemented in full was 
endorsed in WHA41.16 which, inter alia. requests the Director-General to implement the 
remaining components of the Revised Drug Strategy, seeking extrabudgetary resources in 
addition to the regular budget to this end. Since the programme's activities are 
essentially intergovernmental, and because of potential conflicts of interest, the 
programme is limited in its possibilities of collaborating with donors in the private 
sector. It is against this background that the programme, which has been vitally 
dependent for its necessary expansion in recent years on supplementary funding approved 
by the Director-General, is marked out for modest expansion in the 1990-1991 Proposed 
Programme Budget, notwithstanding the need for retrenchment within the Organization as a 
whole. 

VIII. DIARRHOEAL DISEASES (CDD) - (PROGRAMME 13.6) 

Until the mid-1970s, WHO'S efforts in the control of diarrhoeal diseases had been 
largely concentrated on cholera. A significant step was taken when the Sixth General 
Programme of Work of the Organization for the period 1978-1983 identified the need to 
extend the impetus given to cholera control "... to the entire range of acute infections 
of the intestinal tract . . . " . The growing awareness of the need for a broader programme 
for the control of diarrhoeal diseases was reflected in discussions at the fifty-ninth 
session of the Executive Board in 1977, and the need for appropriate research in this 
field was stressed by the Global Advisory Committee for Medical Research in the same 
year. 



This expanded interest in diarrhoeal disease control was in large part a result of 
significant advances in knowledge in the field of diarrhoeal diseases in the past 
decade. Some of the findings at that time, which had implications for improved treatment 
and prevention of these diseases were : 

-The finding that, except in extremely severe cases, dehydration in all diarrhoeas, 
whatever their cause, could be safely and effectively treated and prevented with a 
solution of Oral Rehydration Salts (ORS). Early oral rehydration therapy had also 
been found to reduce the ill effects of diarrhoea on nutritional status. 

-Recognition of the role of new viral and bacterial agents, which had made it 
possible to identify the etiological agents in 70-80% of diarrhoea cases visiting 
treatment centres. 

-Better understanding of the pathogenesis of many of the acute diarrhoeas and of 
the intestinal immune response, which offered new possibilities for the 
development of improved methods of prevention and treatment, including new and 
better vaccines and drugs. 

The WHO CDD Programme was launched in May 1978. when the Thirty-first World Health 
Assembly requested WHO: "to intensify involvement of Member States in the development of 
a plan of action for an expanded programme on diarrhoeal diseases control ...", and 
specifically, "to promote ... formulation, implementation and evaluation" of "national 
programmes", including "training health workers at different levels"; and "to accord 
high priority to research activities for the further development of simple, effective and 
inexpensive methods of treatment, prevention and control . . . " . ̂  

This resolution was the first definite commitment of the Organization's Member 
States to attack the problem of all acute diarrhoeal diseases on a global scale, and 
called for a Programme that would include activities in control and research. The 
adoption of this resolution and the initiation of the Programme were very much in line 
with the new international commitment to primary health care, and to the achievement of 
Health for All by the Year 2000. 

The obj ectives of the programme, as recommended by the World Health Assembly, were : 

- t o reduce the mortality from diarrhoeal diseases； 

- t o reduce morbidity from diarrhoeal diseases and associated ill effects, 
particularly malnutrition, especially in infants and young children; 

- t o promote self-reliance in the delivery of health and other social services for 
the control of diarrhoeal diseases. 

In order to achieve these objectives, the Programme is divided into two major 
components : a health services (or control) component, which is concerned with the 
implementation and evaluation of national CDD programmes as an integral part of health 
services and in the context of primary health care, and a research component, which is 
concerned with the promotion and support of research to develop and evaluate new 
technologies and strategies for application in countries. 

Based on the programme objectives, four policies have been followed by the 
Secretariat in formulating the programme's priority activities. namely: (a) that 
activities designed to reduce childhood mortality be given priority over those to reduce 
morbidity; (b) that within the area of mortality reduction, priority be given to the 
case management strategy, particularly oral rehydration therapy； (с) that priority be 
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given to the application of known technology within countries' CDD programmes in 
preference to the development of new technologies； and (d) that regional and country 
activities be given preference over global and interregional activities. The Programme's 
services activities are managed through the Organization's structure； approximately 80% 
of the Programme's expenditures in this area are at country and regional level. These 
policies will continue to be used to formulate the programme's budgets and workplans for 
the period of the Eighth General Programme of Work. The Programme activities and plans 
are periodically reviewed at global and regional levels by the regular internal review 
bodies of the Organization. The Executive Board reviewed reports submitted by the 
Director-General on the progress of the Programme in 1982 and 1987, and adopted 
resolutions which were subsequently adopted (with minor modifications) by the World 
Health Assembly.1,2 

The Programme expenditures have increased from US$ 3.5 million in the 1978-1979 
biennium to US$ 17.8 million in the 1986-1987 biennium. Eighty percent of the resources 
have come from extrabudgetary contributions reflecting the priority given by donors to 
this public health problem. In turn, these external donors are actively involved in 
overall programme development and management, through the following structure which 
support the work of the World Health Assembly and the Executive Board in the selection of 
priority activities, the monitoring of their implementation and the proper use of the 
programme resources : 

(a) The overall scientific and technical review and evaluation of the Programme is 
the responsibility of a Technical Advisory Group (TAG), which is appointed by 
the Director-General. At its annual meetings the TAG reviews broad technical 
and policy issues of importance to the programme, provides specific 
recommendations for action and approves the programme's budget. WHO staff from 
headquarters and all regional offices participate in the meeting. 

(b) The overall management of the Programme is reviewed in depth yearly by a 
Management Review Committee. composed of representatives of the interested 
United Nations agencies (WHO, UNDP, UNICEF) and the World Bank, and three 
national representatives nominated by the Meeting of Interested Parties (see 
below) on a rotating (two-year) basis. This group focuses its attention on 
administrative and financial aspects of the Programme and donor coordination. 

(c) Each year there is a Meeting of Interested Parties. which is attended by 
representatives of governments and agencies (including United Nations agencies) 
that are contributing, or are interested in contributing financial support to 
the Programme, as well as representatives from at least six developing 
countries. This Meeting reviews the Programme's general progress, plans 
(including recommendations of the TAG), financial position and budget and 
receives pledges of financial support. 

(d) Research priorities are set and research activities are managed through three 
global Scientific Working Groups (SWGs), each composed of eight experts from 
outside WHO. The SWGs meet twice a year to assess ongoing activities in the 
light of recent advances in scientific knowledge, decide on funding of projects 
and guide the research activities towards the goals outlined in the group's 
overall workplan. 
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IX. LEPROSY (LEP) - (PROGRAMME 13.9) 

Leprosy continues to remain a serious public health problem in most developing 
countries of Asia, Africa and Latin America. The populations of leprosy endemic 
countries are large (about 1.6 billion). The global estimate of the extent of leprosy 
cases remains at 10 to 12 million and more than one-third face the threat of progressive 
physical and social disability. The leprosy situation is far more serious than the 
numbers alone indicate, particularly in terms of the social problems related to the 
disease. 

The priority given to the WHO Leprosy Programme and the setting of priorities within 
the programme have progressed in parallel with advances in the knowledge of the disease 
and the evolution of new tools for its control, apart from other development in the area 
of health care delivery. This is well reflected in the World Health Assembly and 
Executive Board resolutions and in the WHO technical reports. Monitoring and evaluation 
of the leprosy programme are integral components of the Leprosy medium-term programme and 
are carried out on a continuing basis so that activities can be readjusted and priorities 
reassigned either as the programme develops or as necessary. 

Chronological developments 

Before the 1940s, when our knowledge of leprosy was limited and we lacked an 
effective drug for its treatment, isolation of patients in specialized institutions 
(usually those run by missionaries or voluntary organizations) was accepted by most 
governments as the control policy for the disease. 

With the availability of sulfones (the first effective chemotherapeutic drugs for 
leprosy) in the late 1940s, the strategy for controlling leprosy has been based on the 
early detection of cases and continuous, regular treatment so that transmission of the 
disease can be interrupted arid deformities prevented. 

Leprosy was recognized as an important problem by WHO even in its early years and 
activities relating to leprosy were included in the First General Programme of Work. 
Since then the WHO programme has continued to attract substantial extrabudgetary funds 
which have significantly supported leprosy programmes at the country level, both disease 
control and research. 

The Second World Health Assembly and the Executive Board adopted resolutions that 
led to the creation of a group of experts on leprosy (WHA2.43) who were to (a) assess the 
effectiveness of the various preparations of the new sulfone drug (EB7.R1) and 
(b) promote leprosy control at regional and country levels (EB17.R29). Various WHO 
Expert Committees on Leprosy (1953, 1960, 1966, 1971) played a very important role in 
creating government-awareness of the leprosy problem and in providing technical advice 
for its control. 

The First WHO Expert Committee on Leprosy (1953) recommended intensive case finding 
and regular treatment of patients with the recently introduced sulfones. So as to 
protect contacts and prevent transmission the temporary initial isolation of patients was 
also suggested: however, this isolation was not confined to institutions as it included 
domiciliary conditions. 

In its second report (1960), the Expert Committee on Leprosy provided detailed 
guidelines for organizing leprosy control programmes. These included Attack and 
Consolidation phases which are typical of the vertical or specialized programmes. The 
Committee recommended that studies on new drugs should be undertaken and that WHO should 
assist in the organization of controlled chemotherapeutic investigations. The Committee 
also recommended studies on chemoprophylaxis and immunoprophylaxis. Special attention 



was given to the prevention of disabilities and rehabilitation of disabled patients and 
the need to train medical and paramedical personnel, from both specialized and general 
health services was identified. 

During its third meeting in 1966, the Committee reviewed the leprosy control 
measures and decided that the role of sanatoria (leprosaria) should be limited to the 
treatment of cases with acute lepra reactions and other complications and to surgery and 
physical rehabilitation. They could also serve as centres for research and training. In 
countries with adequate facilities, the most infectious cases could be admitted on a 
voluntary basis to sanatoria for limited periods of time. However, efforts to 
hospitalize should not be at the expense of out-patient treatment. The Committee also 
emphasized the importance of voluntary bodies and their role in national leprosy 
programmes. 

In 1970, the Fourth Expert Committee recognized the need to integrate leprosy 
control into the structure of the general health services, although it foresaw the 
difficulties in achieving it. Immunoprophylaxis with BCG and chemoprophylaxis provided 
some possibilities and so also did new drugs such as long-acting sulfonamides, acedapsone 
and clofazimine for the treatment of leprosy and thalidomide for the treatment of lepra 
reaction. The rehabilitation of disabled patients and the prevention of disabilities 
were given particular importance during this meeting. 

At the Fifth Expert Committee meeting (1976), strong emphasis was placed on the 
formulation and management of leprosy control programmes on a systematic basis. It also 
identified the need to use combined therapy in leprosy control because of reports of 
resistance to M. leprae. 

During the 1960s and 1970s, the leprosy programme at the global, regional and 
country levels was considerably strengthened by the more active role played by 
governments. The World Health Assembly resolutions were then focused on intensifying 
(among others) activities on training； research (basic and operational)； integration 
into general health services； and, coordination with international and national 
voluntary organizations (WHA27.58; WHA29.70; WHA30.36 and WHA32.39). 

The whole of this period has been characterized by the rapid progress in the 
scientific knowledge on leprosy, the worldwide strengthening of leprosy programmes and 
the considerable increase in the number of registered and treated leprosy patients； 
however, patients had to be treated for very long periods of time, sometimes for life, 
and thus compliance to treatment was poor. 

The 1980s marked the beginning of a new era in the control of leprosy. The WHO 
Study Group on Chemotherapy of Leprosy for Control Programmes (1981) studied the rapidly 
increasing problem of M. leprae resistant to sulfones and recommended the use of 
multidrug therapy (MDT) for all leprosy patients. The duration of MDT is very short when 
compared with sulfone monotherapy and the drug combinations have few side-effects and are 
well accepted by patients. This has resulted in good treatment compliance and a decline 
in the number of registered leprosy patients - one-third of the 5 million registered 
leprosy patients are on MDT and more than half a million have completed their treatment. 
To assist governments in monitoring and evaluating the implementation of MDT, a WHO Study 
Group on Epidemiology of Leprosy in Relation to Control (TRS No. 716) recommended a 
series of epidemiological and operational indicators. The Sixth Expert Committee on 
Leprosy (1987) reviewed the whole of the leprosy programme and supported the 
recommendations made by the Study Groups. However, before implementing these 
recommendations, the national technical and managerial capabilities need to be 
strengthened. This will involve training of health workers at all levels； integration 
of control activities into the general health services following the PHC approach； and 
better coordination with international, bilateral and voluntary organizations. The 
Committee emphasized once again the importance of preventing disabilities. In order to 
eliminate leprosy as a public health problem, it recommended the development of an 
effective vaccine against the disease and also more effective anti-leprosy drugs. 



The technological and other progress in controlling leprosy has enabled the 
Organization to influence its Member States, through its governing bodies to improve 
their national control activities； for example, through resolutions on the 
implementation of MDT adopted by the Regional Committees for South-East Asia (1982) and 
the Western Pacific (1984). A regional leprosy programme review and evaluation is due in 
September 1988 at the Regional Committee meeting for the African Region. At the global 
level, the World Health Assembly adopted a resolution on the elimination of leprosy, 
WHA40.35. Moreover, the impact on national leprosy programmes is reflected by the 
increase some countries have made in their national budget (WHO regular budget and 
national) for the implementation of MDT for leprosy control. One of the more significant 
recent outcomes of the current WHO/MDT approach has been the increasing collaboration and 
coordination of activities between the WHO leprosy programme and the various 
nongovernmental organizations active in the field of leprosy; there has been a clear 
shift in the voluntary organizations' leprosy work policies from institutional care to 
control and, more specifically, MDT implementation activities. This collaborative effort 
between WHO and Leprosy nongovernmental organizations is maintained and improved through 
joint activities discussed at the biennial coordinating meetings. 

Budget 

Although the budgetary allocations for leprosy control have steadily increased, 
(i.e. from some governments, from voluntary organizations working in leprosy and from 
donor agencies like the Japan Shipbuilding Foundation), paradoxically, because of this 
support to the WHO leprosy programme, there has been no increase in the budget allocation 
to leprosy from the WHO regular budget and the regular budget funding has remained at the 
same level for the last ten years. The regular budget allocation by itself does not 
reflect the priority that leprosy control has within WHO. Operational support for the 
expansion of MDT coverage, including professional staff, at global, regional and country 
levels is sustained with extrabudgetary funds. 

As can be seen from the above, it is clear that leprosy's priority within WHO, and 
the activities of the WHO Leprosy Programme, have evolved over the years as a result of 
World Health Assembly and Executive Board resolutions, Expert Committee recommendations, 
progress made in development of tools and their application, evolution of health care 
delivery systems, and increasing involvement and contributions from nongovernmental 
organizations and donor agencies. 


