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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
intercountry 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 intercountry, 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 intercountry
and regional levels is provided in Annex 3.
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 and, 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
extrabudgetary resources, this figure will probably exceed 50% for 1988-1989. These
extrabudgetary 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 and
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 arid 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 intercountry 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 and its annexes the
Programme Committee may wish to propose to the Board, as a follow-up to its
discussion, one of the following options :
(a) that the Programme Committee review the situation regarding the setting up
of priorities in 1989 in the light of the progress made in strengthening
programme management, and in particular the monitoring and information
components as mentioned in paragraphs 13 and 14 above； or
(b) that a comprehensive study be launched, involving all concerned,
develop 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.
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ANNEX 1
FORMULATION OF PROGRAMME PRIORITIES1
Note by the Director-General
[EB81/11 - 8 October 1987]
I.

Background

1.
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, at its meeting from 29 June to 2 July 1987, recommended to the
Director-General that he should emphasize the need for explicit priorities in all
proposed programme activities at each echelon, based on the Eighth General Programme of
Work and the Global Strategy for Health for All by the Year 2000.
2.
In this connection, the Programme Committee noted the Director-General‘s comments
concerning the difficulties he had encountered in obtaining specific guidance on
programme priorities from the governing bodies. The Committee also recognized that it
had been possible over the years to redefine priorities in response to emerging health
problems of Member States. Nevertheless, the Committee believed it was possible for the
Health Assembly, the Executive Board, the Programme Committee and/or the regional
committees to become more deeply involved in giving guidance to the Director-General on
priorities - either to guide future programme development, including the ranking in
priority order of substantive programmes, or to assist the Director-General in making
programme reductions when these become necessary. The Programme Committee welcomed the
Director-General‘s suggestion to present this issue at the forthcoming session of the
Executive Board.
3.
Accordingly, this document outlines the policy basis, processes and mechanisms the
Organization has established over the years and uses to determine programme priorities.
II.

Policy basis for the determination of programme priorities

4.
In 1977 the Health Assembly decided that the main social target of governments and
WHO should be the attainment by all the citizens of the world by the year 2000 of a level
of health that will permit them to lead a socially and economically productive life
(resolution WHA30.43). In 1978 the International Conference on Primary Health Care, held
in Alma-Ata, USSR, affirmed that primary health care is the key to attaining this target.
5.
In May 1980 the Thirty-third World Health Assembly decided to concentrate the
Organization's activities over the coming decades, as far as possible in the light of all
its constitutional obligations, on support to national, regional and global strategies
for attaining health for all by the year 2000 (resolution WHA33.17). Subsequently, the
Thirty-fourth World Health Assembly (1981) adopted the Global Strategy for Health for All
by the Year 2000. The main thrust of the Strategy is the development of each country's
health system infrastructure, beginning with primary health care, for the delivery of
countrywide programmes that reach the whole population.
6.
Article 28(g) of the Constitution of WHO requires its Executive Board "to submit to
the Health Assembly for consideration and approval a general programme of work covering a
specific period". In preparing the Seventh General Programme of Work covering the period
1984-1989 inclusive - the first of the three general programmes of work needed to cover
the period until the year 2000 - the Executive Board proposed, and the Health Assembly
subsequently decided, that the focus of the Programme would be on WHO's response to the
Global Strategy for attaining the long-term goal of health for all by the year 2000.
1

Reproduced from document EB81/1988/REC/1, pp. 202-211.

The Programme thus consisted of priority issues for WHO action, and the broad lines for
such action, in the health sector as well as other sectors concerned, to support the
collective and individual efforts by the countries of the world to attain that goal. The
Eighth General Programme of Work covering the period 1990-1995 inclusive, which was
adopted by the Executive Board and the Health Assembly in 1987， reflects WHO's continuing
support to the Global Strategy for Health for All, particularly its national components.
7.
Priorities are implicit in these two programmes of work, because there are manyareas that are not included, in particular tertiary clinical care which is altogether
excluded. Furthermore, the Eighth General Programme of Work lays great stress on the
democratic principle of priority activities that are consonant with collectively agreed
policy being decided by governments through a process of continuing dialogue with WHO. A
further important principle is that priorities have to be set within the realistic
financial confines prevailing at the time of programme implementation. This process is
described in Section III of the present document, and the relevant section of the Eighth
General Programme of Work is attached as Appendix 1.
8.
In the Eighth General Programme of Work emphasis is maintained on strengthening the
health system infrastructures of countries for the integrated delivery of health
programmes, making use of appropriate technology which, in turn, has been systematically
identified or developed on the basis of research. Particular emphasis is laid on
supporting developing countries, but the needs of developed countries have also been
taken fully into account.
9.
To ensure the preferential allocation of resources to priority activities, the
Eighth General Programme of Work includes specified criteria for selecting programme
areas for WHO involvement, and for determining at which organizational levels programme
activities should take place, namely, country activities, intercountry and regional
activities, and interregional and global activities. It also includes resource
criteria. These criteria are attached as Appendix 2.
10. Moreover, within the framework of the General Programme of Work, the Health
Assembly, the Executive Board and the regional committees adopt resolutions that
influence the determination of programme priorities. In addition, each region has
adopted a regional strategy for attaining health for all by the year 2000 which, whilst
reflecting the Global Strategy, takes into account the particularities of the region
concerned. These regional strategies influence the determination of regional priorities.
Ill.

Processes for the determination of programme priorities

11. WHO is a regionalized organization which has decentralized to Member States the
management of its technical cooperation. Decentralization in this context means the
transfer to individual Member States of policy and fiscal responsibility for the use of
WHO'S resources in ways that are consonant with the collective decisions of all Member
States, as well as the accountability of each Member State for the use of the
Organization's resources. Two complementary processes are applied for the determination
of programme priorities.
12. The first starts with Member States and is the process of programme budgeting of
WHOy s resources in countries which was approved by the Thirtieth World Health Assembly in
1977 (resolution WHA30.23). It involves a continuous process of programming by
objectives and budgeting by programmes, in the early stages of which the government and
WHO collaborate in identifying priority programmes for cooperation that are consonant
with defined national policy and strategies for health for all, and thus fall within the
purview of the current general programme of work. The broad programming actions and
resource allocations for the next biennial financial period are outlined.
Subsequently,
detailed plans of action and related budgetary estimates are worked out closer to, and as
part of, programme implementation.

13. To facilitate the joint government/WHO development and execution of self-sustaining
countrywide programmes, the Director-General introduced, in 1983, the new managerial
arrangements for the optimal use of WHOy s resources at the country level.
Under these
arrangements, governments assume responsibility for the work of WHO and the use of WHO's
resources in their country, particularly those resources provided from the WHO regular
budget. In addition, each region of WHO has now defined a regional programme budget
policy that aims at ensuring the optimal use of WHO's resources in countries and at
regional level to give maximum effect to the Organization's collective policies,
particularly for the attainment of the goal of health for all. These processes have been
introduced to help ensure that priority areas for WHO action at the country level will be
decided by Member States themselves, in the light of their needs for support for their
national strategies, taking into account the epidemiological, environmental and
socioeconomic conditions, and reflecting the Global Strategy for Health for All by the
Year 2000. These regional programme budget policies, which relate to resources that
amount today to about 70% of the Organization's regular budget, were introduced almost a
decade after the Health Assembly had adopted a global programme budget strategy by
resolution WHA30.30, following the adoption in 1976 of resolution WHA29.48 on technical
cooperation.
14. To monitor the use of WHO's resources by governments, as part of the effort to
strengthen accountability for these resources, in 1986 the Director-General introduced a
new type of audit, in addition to the conventional type, namely, the financial audit in
policy and programme terms. which aims at determining how decisions to use WHO's
resources are arrived at, to what extent joint government/WHO activities comply with
collective policy, and what those activities have achieved. WHO will continue to carry
out such audits during the period of the Eighth General Programme of Work.
15. The second related process for determining programme priorities stems from the
application of the unified managerial process which WHO has established for the
development and management of its programmes at all organizational levels. General
programmes of work are formulated on the basis of the Organization's policies and its
strategies for implementing them. These programmes of work are then converted into
medium-term programmes, and these in turn form the basis of biennial programme budgets,
indicating as they do what activities WHO is in a position to undertake, and by
implication what it is not in a position to undertake. As a part of the process, WHO
elaborates intercountry and regional programme activities intended to reflect countries'
priority needs, interregional programme activities intended to reflect the collective
priority needs of a number of regions, and global promotion and coordination of these
activities. Moreover, the unified managerial process leads to the formulation of global
priorities, particularly for research aimed at generating appropriate health technology,
within the framework of the General Programme of Work.
16. The two processes, that is, the one that is initiated at the country level and the
other that is initiated at the global and regional levels, interact, starting at the
country level, and moving to intercountry, interregional and global levels. Thus, in
building up its programmes, WHO combines the "top to bottom" and "bottom to top"
approaches, since global policies and principles give rise to programme activities at
regional and national levels, and these in turn influence the global policies and
principles.

1 "Managerial framework for optimal use of WHO's resources in direct support of
Member States" (document DGO/83.1 Rev.l), published in document WHA38/1985/REC/1,
Annex 3, Appendix.
о
Based on the Director-General‘s "Guidelines for preparing a regional programme
budget policy" (document DGO/85.1), published in document WHA38/1985/REC/1, Annex 3.

IV.

Mechanisms for the determination of programme priorities

17. To foster optimal use of WHO resources at the country level, mechanisms had to be
established or strengthened to provide a forum for continuing dialogue and cooperation
between Member States and the Organization, particularly with a view to ensuring that
national and international health programmes are well coordinated and that priorities for
WHO'S support are determined. Depending on the situation in each country and the level
of resources being invested in it, these mechanisms have taken the form of permanent
high-level joint government/WHO coordinating committees, forums for joint policy and
executive-level coordination meeting at fixed intervals, senior-level officers in
ministries of health having cooperation with WHO - and possibly other international
development agencies - as their responsibility, joint planning and evaluation groups, and
the like.
18. In accordance with the managerial arrangements for optimal use of WHO'S resources,
mentioned above, the essential needs for the development of the national strategy for
health for all should be identified by the joint government/WHO mechanism in the country,
proceeding systematically through the global and regional strategies for health for all
and considering the epidemiological, environmental and socioeconomic conditions and the
state of development of the health system. National health programme support needs
should be determined by proceeding systematically through the list of programmes in WHO's
General Programme of Work, and referring constantly to the regional programme budget
policy.
19. At regional and global levels, an important role in setting these priorities is
played by the regional committees, the Executive Board and the Health Assembly.
Following the study of WHO'S structures in the light of its functions in 1977, additional
ways of involving the regional committees more deeply in the work of the Organization
were progressively put into practice. Various subcommittees of the regional committees
were established or strengthened, having functions similar to those of the Programme
Committee of the Executive Board, with particular emphasis on regional programme
development. These committees are :
- t h e Programme Sub-Committee of the African Region;
- t h e Sub-Committee on Planning and Programme in the Region of the Americas；
- t h e Consultative Committee for Programme Development and Management in the
South-East Asia Region;
- t h e Consultative Groups on Programme Development and Budgetary Questions in the
European Region;
- t h e Regional Consultative Committee in the Eastern Mediterranean Region;
- t h e Sub-Committee on Programmes and Technical Cooperation in the Western Pacific
Region.
In most instances these committees have been involved, on behalf of the regional
committees, in developing the regional programme budget policy, based on the
Director-General‘s guidelines, and have also been assigned the task of ensuring a more
rational use of resources. In addition, regional programme committees, composed of
senior staff of the regional office, review programme implementation and draw inferences
for future activities.
20. The regional committees and their subcommittees have traditionally reviewed in depth
the proposed intercountry and regional activities. They have, however, rarely reviewed
each country's plans for the use of WHO's resources. With a view to ensuring transparent
accountability of Member States for the application of the collective policy, the
Programme Committee of the Executive Board has suggested that in future the regional
committees should set up an information system containing information on the progress of
each and every country towards the attainment of health for all and the related use of
WHO resources to this end.
1 See also Annex 13, para. ll(m) (p. 175).

21. At the global level, the Headquarters Programme Committee, composed of senior staff,
advises and assists the Director-General in the development and implementation of the
Organization's programme on the basis of the policies and strategies evolved by the
Health Assembly and the Board. A major function of this Committee is the guidance it
provides for the formulation of the global and interregional biennial programme budget,
following the systematic monitoring of global and interregional activities and the
subsequent review of programme budget proposals and submission of recommendations on
priorities to the Director-General. The biennial programme budget is reviewed by the
Board and the Health Assembly, the main focus being on the proposed global and
interregional activities. Recently, the Board has entrusted its Programme Committee with
reviewing in detail the global and interregional components of each proposed programme
budget in the same manner as the regional committees review the regional portions of the
programme budget, and with making recommendations to the Director-General (resolution
EB79.R9). The Programme Committee will review these components of the draft proposed
programme budget for the financial period 1990-1991 in 1988.
22. As regards the determination of priorities for the research components of WHO's
programmes, the regional and global advisory committees on health research provide the
Organization with overall guidance on the matter. In addition, a number of mechanisms
have been established to provide specific guidance on priorities for various programmes
that rely mainly on extrabudgetary funds, such as the Special Programme on Research,
Development and Research Training in Human Reproduction and the Special Programme for
Research and Training in Tropical Diseases, the Expanded Programme on Immunization, the
Diarrhoeal Diseases Control Programme and the programme on research and development in
the field of vaccines. These mechanisms, which are described in Appendix 3 of this
report, function in an advisory capacity and it is the Board and the Health Assembly that
finally endorse the Organization's research priorities.
23. It can be seen that WHO has a very comprehensive system for determining priorities
as appropriate to the Organization's functions at each organizational level.

Appendix 1
EXTRACT FROM THE EIGHTH GENERAL PROGRAMME OF WORK (COVERING THE
PERIOD 1990-1995 INCLUSIVE)
Determination of priorities
148. Priority activities within the Programme will be arrived at in countries through
continuing dialogues between governments and their WHO. These dialogues will focus on
the careful analysis of the country's needs in support of its national health strategy.
They will take place in conformity with the regional programme budget policy, applying
the new managerial arrangements for optimal use of WHO's resources as described in
paragraph 94 above. In the course of joint government/WHO reviews it will be useful to
proceed systematically through the WHO classified list of programmes in the light of
paragraphs 128 and 129 above. Care has to be taken to ensure the interaction among
programmes needed for a coordinated national health system and to avoid the
indiscriminate pursuit of activities for each and every WHO programme that are not of
high priority for the country concerned. Priorities have to be determined with respect
not only to programmes, but also to the various approaches under each programme, always
keeping in mind the need to ensure that all programmes do in fact support the progressive
development of comprehensive health systems based on primary health care.

149. The setting of priorities among the different components of the Programme, and the
nature and extent of WHO's involvement, will thus depend on priorities that are fixed by
Member States themselves and are consonant with collectively agreed policy. At the
country level, governments will normally set priorities in the light of the country's
epidemiological, environmental and socioeconomic conditions and the state of development
of their health system, taking into account what is practicable for them, through methods
that are readily available and at a cost they can afford. At the regional and global
levels an important role in setting the framework for these priorities is played by the
regional committees, the Executive Board and the Health Assembly. At all levels
priorities have to be set within the realistic financial confines prevailing at the time
of implementation of the Programme.
150. Closely linked to the question of priorities is the establishment of targets.
Targets for WHO can only be meaningful if they are based on national targets but, at this
stage, few countries have defined these clearly enough in connection with their
strategies for health for all to make it possible for WHO to define global targets on the
basis of them. The targets for each programme in the Eighth General Programme of Work
appearing in Chapter 7 should therefore be considered as aspirational targets which the
Organization considers that its Member States could feasibly attain by the date
indicated. In the final analysis, such targets will only become realistic when they
result from the synthesis of national targets defined by countries as part of their
health strategies. The application by countries of an appropriate managerial process for
health development will help them to arrive at feasible national targets.

Appendix 2
EXTRACT FROM THE EIGHTH GENERAL PROGRAMME OF WORK (COVERING THE
PERIOD 1990-1995 INCLUSIVE)

Programme criteria
107.
-Criteria for selecting programme areas for WHO involvement
(a)

the problem with which the programme area is concerned is clearly identified;

(b)

the underlying problem is of major importance in terms of public health, in view of
its incidence, prevalence, distribution arid severity; or in terms of its related
adverse sociocultural and economic implications；

(c)

the programme is of high social relevance and responds to identified components of
national, regional and global strategies for health for all；

(d)

there is a demonstrable potential for making progress towards solving the problem;

(e)

there is a strong rationale for WHO's involvement because the programme area is
specifically mentioned in the Constitution, or resolutions of the regional
committees, Executive Board, and Health Assembly; WHO'S involvement has been
clearly indicated in national, regional and global strategies for health for all；
WHO is in a unique position to deal with the underlying problems in view of its
constitutional role in international health work; WHO'S involvement could have a
significant impact on the promotion of health and improvement of the quality of
life； WHO'S involvement will promote self-sustaining programme growth at national

level; the problem requires international collaboration for its solution; the
programme has potential for generating intersectoral action for health development;
or WHO's status as a specialized agency of the United Nations system requires
collaboration with other agencies of the system for the solution of the problem;
(f)

WHO'S non-involvement would have serious adverse health repercussions.

-Criteria for determining at which organizational level(s) programme activities
should take place
(a)

country activities are indicated if: they aim at solving problems of major public
health importance in the country concerned, particularly those of underprivileged
and high-risk populations； they should result from a rational identification by
countries of their priority needs through an appropriate managerial process； they
are likely to give rise to the establishment and sustained implementation of
countrywide health programmes；

(b)

intercountry and regional activities are indicated if: similar needs have been
identified by a number of countries in the same region following a rational process
of programming or a common awareness of joint problems； the pursuit of the activity
as a cooperative effort of a number of countries in the same region is likely to
contribute significantly to attaining the programme objective； for reasons of
economy the intercountry framework is useful for pooling selected national
resources, e.g., for the provision of highly skilled technical services to
countries； the cooperating countries, whether developing countries cooperating
among themselves (TCDC/ECDC^"), developed countries doing so, or developed
countries cooperating with developing countries, have requested WHO to facilitate
such cooperation; the activity encompasses regional planning, management and
evaluation or is required for regional coordination; or the activity is an
essential regional component of an interregional or global activity;

(c)

interregional and global activities are indicated if: similar requirements have
been identified by a number of countries in different regions following a rational
process of programming or a common awareness of joint problems； the activity
consists of facilitating or supporting technical cooperation among countries in
different regions, and its pursuit is likely to contribute significantly to
attaining the programme objectives； for reasons of economy the interregional
framework is useful for pooling selected resources, e.g., for the provision of
highly specialized and scarce advisory services to regions； the activity
encompasses global planning, management and evaluation; the activity is required
for global health coordination and for central coordination with other international
agencies.

-Resource criteria for programme activities
(a)

the programme activity can be satisfactorily developed and maintained by Member
States at a cost they can afford and with human resources that are either currently
available or could become available if appropriate training were provided;

(b)

the programme activity is likely to attract external resources from bilateral,
multilateral or nongovernmental sources to well-defined national strategies for
health for all, particularly in developing countries, but also as necessary to WHO
in support of such strategies.

1 Technical and economic cooperation among developing countries.

Appendix 3
EXAMPLES OF MECHANISMS IN DIFFERENT WHO PROGRAMMES
TO PROVIDE GUIDANCE ON RESEARCH PRIORITIES
Advisory Committees on Health Research
The managerial responsibility for all programme-specific research rests with the
individual technical programmes, a substantial part of their activities being
decentralized to regional level. The advisory committees on health research (ACHRs) and
their subcommittees, at global and regional level, provide guidance to the Organization
on research policies, strategies and priorities. Meetings were held annually in
the past; the global ACHR now meets every two years, but a number of its technical
subcommittees are active between sessions. The global ACHR is composed of 19 members.
In addition, the chairmen of the regional ACHRs are invited to the meeting. Recently the
global ACHR has prepared a health research strategy in support of health for all by the
year 2000. With a view to having it discussed in scientific forums throughout the world,
ACHR has distributed the report to the appropriate authorities in WHO Member States,
national research institutions, medical research councils, medical and university
libraries, WHO collaborating centres and individual research workers. The report
provides an analysis of the major influences on health, and a classification of diseases
according to their origins is the basis for recommendations on future policies. Due
emphasis is placed on the prevention of both infectious and noncommunicable diseases.
The report also emphasizes the large contribution which will be made by biomedical
research and includes an assessment of its prospects based on current knowledge.
Human reproduction research
The Special Programme of Research, Development and Research Training in Human
Reproduction was established in 1972 as the main instrument within WHO and the United
Nations system for the promotion, coordination and support of internationally-based
research and development relating to human reproduction and family planning and for
strengthening research capability in developing countries.
The principal advisory body to the Special Programme is its Policy and Coordination
Advisory Committee (PCAC) which reports to the Director-General of WHO and makes
recommendations on matters related to the policies, strategies, financing, overall
organization, management and evaluation of the Programme. Membership of PCAC (totalling
30) includes representatives of countries that contribute financially to the Programme,
WHO Member States elected by their regional committees, other interested countries and
nongovernmental agencies elected by PCAC, and the United Nations Fund for Population
Activities, the World Bank, and the International Planned Parenthood Federation as
permanent members. An independent external evaluation of the Programme as a whole is
organized by PCAC on a five-yearly basis.
The Scientific and Technical Advisory Group (STAG), which is an independent group of
15-18 eminent scientists and administrators, is the principal advisory body of the
Programme on scientific matters. It reports to PCAC and to the Director-General of WHO.
At its annual meetings, STAG reviews progress made and proposes scientific and technical
policies, strategies, plans and research priorities as well as the content and scope of
the Programme. It carries out annually a review of the different research components and
of the research capability-strengthening component of the Programme. In addition to the
annual reviews, these components are evaluated in depth on a rotational basis by STAG
through its scientific and technical review committees (STRCs). Each component is
evaluated once every four years.
Research is conducted mainly through task forces. The task forces are run by
steering committees, which are multidisciplinary, multinational teams of 8-10
scientists. The steering committees, which usually meet twice a year, recommend the
research strategy of the task force and monitor its implementation.

Strategies for the Programme's institution-strengthening activities are monitored
and evaluated by its Committee on Resources for Research. This Committee, which meets
annually, is comprised of 12-15 independent scientists ; representatives from the
regional offices and collaborating programmes also attend its meetings.
Expanded Programme on Immunization
The Expanded Programme on Immunization (EPI), which aims to reduce morbidity and
mortality from diphtheria, pertussis, tetanus, measles, poliomyelitis and tuberculosis by
providing immunization against these diseases, has its policy basis in resolution
WHA27.57 adopted by the World Health Assembly in May 1974. The Programme is periodically
reviewed by the Health Assembly, which endorsed a five-point action programme in 1982
(resolution WHA35.31) and endorsed the Director-General's recommendations for further
action in 1986 (resolution WHA39.30).
The internal managerial process of the Programme is supplemented by a Global
Advisory Group. The Group meets annually, together with the global and regional staff
having EPI responsibilities and observers from various organizations of the United
Nations system and donor agencies, to review the progress of the Programme compared with
programme targets and make recommendations for the future. Since 1981, the Group has
been involved in special reviews of regional programmes. These meetings and reviews
provide the basis for annual progress reports and annual adjustments of the Programme.
Tropical disease research
The Special Programme for Research and Training in Tropical Diseases was established
in 1975, in view of the urgent need for research and development and for measures to
strengthen the national capacity in most developing countries to undertake research on
the control of tropical diseases.
The setting of policies, the review and approval of plans and budgets, and the
Programme's financing are the responsibility of the Joint Coordinating Board (JCB), which
includes representatives of 27 cooperating parties (governments/agencies) and the three
со-sponsoring agencies - UNDP, the World Bank and WHO (the executing agency). JCB meets
annually. It commissions an external review committee to review the entire Programme
every five or six years. The last such review was undertaken during the 1986-1987
biennium.
Scientific and technical review, evaluation, and guidance of the entire Programme
are provided by a group of 15-18 scientists serving in their personal capacities as the
Scientific and Technical Advisory Committee (STAC), which meets annually and reports to
JCB. Membership of this committee includes members of regional advisory committees on
health research or the global advisory committee on health research.
Research and development activities are directed by international scientists forming
13 scientific working groups (SWGs). The steering committees of the SWGs, consisting of
8-10 scientists each, plan, oversee and monitor the work of the SWGs. The Research
Strengthening Group (RSG), composed of 12 individuals experienced in research management
and training, guides and monitors activities to intensify research capability through
institution-strengthening and training. The progress and plans of the SWGs and the RSG
are evaluated in depth by STAC every five years.
Diarrhoeal diseases
The Diarrhoeal Diseases Control Programme (CDD) aims to reduce mortality and
morbidity from acute diarrhoeal diseases, particularly in children under five years of
age. It has its policy basis in resolution WHA31.44 adopted by the Thirty-first World
Health Assembly in 1978.

The Programme is guided by the Technical Advisory Group (TAG), which meets annually
and reviews and evaluates, from a scientific, technical, administrative and budgetary
standpoint, the contents and scope of the Programme. It also recommends priorities for
implementation of the control and research components of the Programme and approves a
budget for submission to the 25 contributors to the Programme. TAG is composed of eight
leading scientists and eight public health administrators who serve in their personal
capacity.
The recommendations of TAG are considered at an annual Meeting of Interested Parties
(MIP), which is attended by representatives of governments and agencies (including
organizations of the United Nations system) that are contributing, or are interested in
contributing, financial support to the Programme, as well as representatives from at
least six developing countries. The overall management of the Programme is reviewed in
depth at least once a year by the Management Review Committee. composed of
representatives of the interested bodies and agencies (WHO, UNDP, UNICEF and the World
Bank) and three national representatives nominated by MIP on a rotating (two-year) basis.
At the global level, research is directed by three scientific working groups of
international scientists, and is concerned with the development of new and improved
treatment modalities and vaccines, and with measurement of the impact of specific
interventions. At regional level, direct support is provided for problem-solving
research related to the operational needs of individual national control programmes.
Programme for research and development in the field of vaccines
A new programme for vaccine development was set up during the 1983-1984 bienriium
aimed at supporting research in biotechnology (DNA recombination and cell fusion
techniques) and immunological mechanisms, with the ultimate aim of harnessing these
techniques for the development of new vaccines, or the improvement of existing ones,
against tuberculosis, acute respiratory infections, dengue fever, Japanese encephalitis,
encapsulated bacteria, hepatitis A and poliomyelitis.
The programme is guided by the Scientific Advisory Group of Experts (SAGE), 14
experts acting in their personal capacity. It meets annually to review progress and to
advise on the future conduct of the programme, including the addition of new disease
areas if there appear to be good prospects for the development of a new vaccine or the
improvement of an existing one. SAGE makes recommendations to WHO on contracts to be
awarded on the basis of proposals from the independent steering committees established
for each area of the programme to plan strategies and review applications for support.
The programme will be evaluated every five years by a committee appointed by the
Director-General. The first such evaluation will take place in 1989.

EXTRACT FROM SUMMARY RECORD OF EIGHTY-FIRST
SESSION OF THE EXECUTIVE BOARD 1
FORMULATION OF PROGRAMME PRIORITIES :

Item 9 of the Agenda (Document EB81/11)

Professor WESTERHOLM said that WHO had a very comprehensive system for determining
priorities. However, both the Board and Member States had repeatedly asked to become
more involved in priority setting. A natural first step would be to make better use of
existing mechanisms and some changes could be made to facilitate more active
participation by the Programme Committee, the Board and the Health Assembly in
discussions on programme matters. One approach which had been tried with some success
was that of alternative priorities: the Director-General might present several options
on priorities together with an indication of the one that he favoured. The Programme
Committee might wish to consider that idea at a future meeting. It might also be useful
to increase the possibilities for the Secretariat and Board members to discuss such
matters and to improve their understanding of how the process worked, e.g., by allowing
some members of the Board to attend meetings of the Headquarters Programme Committee as
observers.
There must surely be other ways in which the process of priority formulation might
be refined. Members should keep an open mind and be willing to discuss all approaches
that might make WHO even more effective.
Dr HAPSARA said that section II of the Director-General‘s note (document EB81/11)
stressed the policy basis for determining programme priorities, which was clearly very
important. Sections III and IV covering, respectively, the processes and mechanisms for
determining programme priorities, appeared to be very similar, however, and he was not
clear as to the differences between those two areas.
Programme priorities should be more clearly linked to resource allocations. Methods
for relating such allocations to priorities would surely have a significant influence
both on programme development and the formulation of policies and operational plans.
Mr BOYER (adviser to Dr Young) said that efforts should be continued to try to
improve the mechanisms for ensuring greater attention to primary health needs and, in
particular, the ways in which Member States were involved in the process of setting
priorities.
The existing system began at the country level； WHO representatives consulted host
government officials, reviewing national health needs in the context of the list of WHO
programmes. There was thus a strong government input in the selection of programme
activities that would take place in the country concerned. However, that appeared to be
the end of any real involvement of Member States. Although the combined country
programmes were reviewed by the regional committees, such reviews were only cursory, as
the report acknowledged. The priorities on which decisions as to the funding of the
different programmes were based were rarely addressed, and virtually no changes were made
in the priorities assigned to programmes by regional office staff.
The same was true at the global level. Every two years, the proposed programme
budget for the coming biennium was presented to the Executive Board and the Health
Assembly. The programme budget document contained the combined submissions of the six
regional committees plus the global and interregional programmes, and examination of that
document might take the governing bodies a week. The priorities set forth were hardly
considered at all however, and it was difficult to recall even one instance when the
Board or the Health Assembly had decided to change the relative allocation of resources
between any two programmes.
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The Eighth General Progranime of Work addressed primarily the determination of
priorities at the country level.
It provided no guidance to the governing bodies in
deciding, for example, whether cancer control and prevention was getting too much money
and malaria prevention and control too little. In practice, the only choice facing the
Board and the Health Assembly was whether or not to accept - without question - the sum
total of what individual countries wanted to do in the various fields, even if when
viewed at a global level, something appeared to be wrong. The governing bodies could, of
course, vote against the entire proposal, but that would not address the subtle nuances
of the programme choices that had to be made.
The list of criteria for the selection of programme areas for WHO involvement given
in the Eighth General Programme of Work was broad enough to encompass almost any
health-related activity, so that it would seem that the number of WHO programme
activities was potentially almost unlimited. That was clearly impossible. Since WHO was
not conducting programmes on all health problems, some criteria were being applied and
somewhere a choice had been made. For example, basic cancer research would satisfy the
criteria set forth, but WHO was not carrying out such research. The list of criteria
also gave no guidance on quantifying programme activity, and he wondered how relative
resource allocation was determined.
How priorities were determined in various special programmes dealing with research
was indicated in Annex 3 to the Director-General's note.
Although the information was
both interesting and relevant, it involved programmes funded largely from external
sources, whereas the basic concern was with the setting of priorities under the regular
budget. While there might be something to learn from the way priorities were determined
in those special research programmes, it should not be concluded that the regular budget
system already had an adequate mechanism for involving Member States in priority setting.
He was thus somewhat disappointed in the Director-General‘s note, which he had hoped
would provide some guidance or suggest ways of involving Member States more effectively
in the process of setting programme priorities. The fact that the Board and the Health
Assembly approved each biennial budget without change should not be taken to imply that
they would not make changes if they were given the opportunity to do so. Except at the
individual country level, there was no such opportunity.
The note clearly indicated that it was possible to make changes. Paragraph 21
described the role of the Headquarters Programme Committee in deciding that certain
problem areas were not as important as others, despite Health Assembly resolutions
stressing specific health problems, and despite the recommendations made by regional
committees or individual Member States. Thus decisions were being made on priorities.
While Member States might well come to the same conclusions, they were not currently
involved at a level that had much meaning in relation to the regular budget of WHO as a
whole.
In January 1987, the Board had taken a step forward in addressing the problem in
resolution EB79.R9 (Cooperation in programme budgeting). The resolution sought to
create, firstly a greater role for the regional committees in reviewing each country's
proposed use of WHO resources； secondly, greater roles for the Board's Programme
Committee in setting overall parameters for the budget and in reviewing the proposed use
of resources at the global and interregional levels； and thirdly, a stronger role for
the Executive Board in coming to conclusions on the overall proposed programme budget.
Something more specific could perhaps be done to help the governing bodies become
more involved in the process. If WHO was to become more effective in allocating its
resources, the governing bodies should be able to choose among its programmes. If more
resources became available, they should then be making recommendations about how those
resources should be employed. If the implementation of the regular budget had to be
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reduced because of a shortfall in contributions, it surely made more sense to do that on
the basis of guidance and decisions by the governing bodies, e.g., by eliminating or
severely cutting low-priority programmes, rather than by making marginal reductions in
all the programmes and pretending that they were all of equal priority.
He therefore suggested that the Board and the Health Assembly might set a limit to
the number of the classified programmes that could be carried out by WHO at any one time,
and might then review and approve the decisions proposed by the Director-General. The
Programme Committee might be requested to undertake a review similar to that carried out
by the Headquarters Programme Committee, to make judgements on how programmes were
quantified in terms of allocations. Alternatively, there might be a formal link between
the Headquarters Programme Committee and the Board's Programme Committee. The former
already performed tasks that amounted to the establishment of priorities for WHO
programmes, and provided internal accountability. It might perhaps report to the Board's
Programme Committee and seek approval or guidance on its decisions. A starting point
might be a report to the Board by the Headquarters Programme Committee on how it
currently undertook the task of making decisions on the relative allocation of resources
among programmes.
Another approach might be to create a special technical advisory body to address the
question, similar to those already existing for the Special Programme for Research and
Training in Tropical Diseases and a number of other similar special programmes. It might
take the form of a committee consisting of senior officers from headquarters, the
Regional Directors, and representatives of the Board or of Member States.
The Board should continue its work of cutting costs within existing programmes and
making programme activity more cost-effective. Under agenda item 5 (Management of WHO's
resources and review of the Organization's structure), the Board would be discussing
further pruning of administrative and operational functions, and that approach should
also continue.
He hoped that his suggestions would stimulate other Board members to consider how
Member States, through the Board, the Health Assembly, or otherwise, might become more
involved in setting priorities and allocating resources. He hoped that, before the end
of the session, the Board, with the help of the Secretariat, would be able to propose
some concrete solutions.
Professor MENCHACA said that the fact that certain countries did not set targets in
their health plans constituted an obstacle to priority setting throughout the system.
The Organization should concern itself with that problem and stress the need for
countries to define their national health priorities, since that was vital to the work of
the Organization.
Dr SAVEL'EV (adviser to Professor Scepin) said that establishing priorities was an
Important aspect of the work of WHO as a whole and of individual countries and regions.
The political basis, processes and mechanisms for determining priorities described in the
Director-General's report were comprehensive, consistent and logical. WHO had a highly
advanced system for determining priorities at each organizational level, and it was
merely necessary to use that system more effectively. The existing consultative bodies
played an important part in the process and should continue and improve that aspect of
their activities, but priority setting was a matter of concern to all Member States, and
the main role therefore belonged to the Health Assembly.
Dr SHIMAO, referring to the mechanism used in the Western Pacific Region for the
formulation of regional priorities, said that the Regional Committee had set up a
Subcommittee on Programmes and Technical Cooperation which had visited several Member
States and, on the basis of its observations, had developed programme priorities for
53 programme areas. After extensive discussion, the Regional Committee had accepted that
proposal and had further resolved that periodic review of the priorities was necessary.
It was hoped that those arrangements would result in more clearly defined and better
balanced budgets.

Dr LAW said that if members of the Board felt frustrated about the prospects for
changing WHO'S priorities and budgetary provisions, they should ask themselves why the
Health Assembly, the Executive Board and the Programme Committee, which could be
instrumental in the setting of priorities and the allocation of resources, had not been
made to function satisfactorily. The solution was not to create new advisory mechanisms,
as it was unlikely that Board members or delegates to the Health Assembly could become
conversant with the activities carried out by WHO in all of its Member States and regions
and at all organizational levels. If clear and concise information was presented to the
Executive Board so as to enable it to take decisions easily, new advisory machinery would
riot be required.
Dr KO KO (Regional Director for South-East Asia) said that adequate mechanisms were
clearly available, both organization-wide and in his own Region, and both in-house as
well as at governing bodies, to enable priorities to be established. The procedure for
priority identification began with the countries themselves : they were consulted through
gover riment/WHO coordinating bodies comprising WHO staff members and governmental
representatives, and the priorities that emerged from that dialogue were submitted to a
Consultative Committee for Programme Development and Management which was composed of
country representatives, including some Board members from the Region. The proposals
were then submitted to the Regional Committee. The Regional Advisory Committee on Health
Research advised the Regional Director and the Regional Committee concerning activities
related to research. For in-house processing, there were the Senior Staff Committee, the
Regional Programme Committee, the Regional Development Committee and ad hoc committees,
working groups and task forces, which were constituted as necessary.
Quoting four examples, he noted that AIDS was recognized as a real potential danger
but priority attention was given to malaria, which still killed millions. The emphasis
on a given problem varied from country to country, and sometimes WHO funds were not even
earmarked for operational tasks identified as regional priorities, especially if other
agencies were already working on them, though there would be WHO technical inputs for
planning, management or manpower development for the priority programmes. It was equally
important to understand the national system of programme development and budgeting, since
WHO priorities might be shown in a different way or along with other areas.
Professor SANTOS said the Director-General‘s note was an excellent attempt to deal
with a complex issue. Formulations that must of necessity be general could hardly cover
the wide variety of problems endemic to so many different cultures. In the final
analysis, everything depended on ensuring that the WHO staff involved in establishing
priorities were of the highest calibre.
Dr HYE said WHO'S input took the form of its programmes but that the setting of
priorities had to begin at the country level, in national decisions on how to use WHO's
allocations.
Dr NTABA said that priorities, whether national, regional or global, were initiated
by countries, and that at all levels of its operation WHO merely responded to them. He
did not believe that WHO should be concerned with influencing or modifying priorities, as
long as they had been set by countries themselves, using the appropriate mechanism;
instead, it should concentrate on putting those priorities into practice as effectively
as possible.
Dr GEZAIRY (Regional Director for the Eastern Mediterranean) said that in his Region
dialogue and joint programming between WHO and governments had been intensified through
the joint programme review missions with all Member States and visits from national
officials to the Regional Office. In-depth reviews of primary health care had been
carried out in a number of countries to ensure optimal use of national, WHO and other
external resources. The Eastern Mediterranean regional programme budget policy placed
emphasis on targeting for health for all. That was being done geographically within
countries, by defining certain areas such as districts or governorates, and then
concentrating on research and development for optimal target attainment within those
areas. Targeting was also done functionally and operationally by concentrating on

certain priority programmes, such as immunization, control of diarrhoeal diseases, acute
respiratory infections, water and sanitation, as well as maternal and child health.
Those programmes served as spearhead entry points for wider health system development
based on the integrated primary health care approach. In the Eastern Mediterranean
Region, pooling of resources at country level into an "umbrella" primary health care
programme was being tested, which would allow flexibility in use of resources while
bringing related technologies to bear on health development in an integrated manner.
It would be wrong to say that those were examples of external "projects" being
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imposed" from outside by a "supranational agency". On the contrary, those were the
jointly agreed technical cooperation responses of WHO to needs and priorities defined by
the Member States themselves, and even by the local governments and citizens of the
districts and communities where such health development was taking place. Thus it was
the Member State, not WHO, which determined national priorities for technical support.
One of the few exceptions to that general rule had been the recent emphasis which WHO had
placed on AIDS, calling the attention of governments to the potential magnitude of the
problem, and the need to give priority to related health education and steps to contain
the spread of that disease. Valuable support was being provided from the new global
programme on AIDS. Those examples illustrated the proper leadership role of WHO in
international health work.
The CHAIRMAN recalled that when the Programme Committee had debated the issue, it
had concluded that further guidance might have to be given to the Director-General in
connection with priorities, focusing on administrative or managerial improvements, the
process of implementing programme activities, and the ranking of substantive programmes.
Dr COHEN (Director-General‘s Office) said that he knew that the Board was grappling
with a complex issue but thought there was no cause for the frustration expressed by some
Board members. The establishment of priorities for 166 Member States, all with
tremendous variations in health problems and capacities to deal with them, clearly had to
begin with the countries themselves. WHO was an organization of Member States working
together democratically: it was not by any means a dictatorship of the Secretariat.
Referring to the questions posed by Dr Hapsara, he said that there was no
inconsistency between policy basis, process and mechanisms : they were interrelated. The
Organization was absolutely unique in having developed a global policy to which its
Member States had agreed by consensus and which they were committed to implementing. The
Thirty-fourth World Health Assembly had decided that WHO would cooperate with its Member
States instead of merely providing them with technical assistance on a donor to recipient
basis. The Thirty-third World Health Assembly had resolved to concentrate the
Organization's activities on support to the national, regional and global strategies for
attaining health for all by the year 2000. The health-for-all strategy in itself was a
glorious illustration of WHO's unique nature and its innovative approach in using health
as an important factor in promoting social and economic development.
Involvement in WHO'S activities was envisaged not just for countries but for people
too: indeed, WHO's work started and ended with people. In adopting the Global Strategy
for Health for All, the Thirty-fourth World Health Assembly had referred to it as a
solemn agreement between governments, people and WHO. The needs and capacities of
individuals varied tremendously, yet it had been proven time and time again that they
could work together productively. Similarly, at the country level, requirements and
capacities differed dramatically, yet countries had banded together to support their
regional strategies for health for all. Those strategies in themselves were quite
disparate: that was only natural, since the problems of Africa were quite different from
the problems of Europe. The international health symphony orchestra thus produced
variations on a global theme - it was a complex score, but if the musicians played in
harmony, the result would be pleasing to the ear and appealing to the spirit.
The processes for defining and giving effect to the policies were highly democratic,
as were the mechanisms outlined in the Director-General‘s note. As to the processes
within countries for defining the programme budget, one member had mentioned that his
country integrated WHO's support into its own budgetary priorities. That was as it
should be. The Health Assembly had adopted a process for that purpose more than 10 years
earlier. The Director-General had reported to the Board and the Health Assembly on the

appropriate government/WHO mechanisms within countries in order to ensure that the
support given by WHO was to the national programmes and not to separate international
programmes. When some Board members had maintained that Member States were not involved,
it should be remembered that representatives in regional committees were representatives
of Member States. During the past few years all regions had established subcommittees of
the regional committees to review the programme budget proposals presented by the
Regional Directors. All the necessary elements existed to enable the work to be carried
out effectively. At the global level, too, the World Health Assembly was made up of
delegates representing Member States and the Board reviewed the programme proposals.
Some members had complained that they had been unable to influence changes. That
depended on the kind of changes referred to. In earlier years, when the Board had
considered individual projects, there had been arguments, for example, as to whether a
particular project should have two or three consultant/months. Viewed from that
standpoint, the Board was now not proposing priorities to the Health Assembly, but
members should remember the decisions, changes and shifts in programmes that had been
made over the past 10 or 15 years, in spite of standstill or diminishing budgets in real
terms. Under such resolutions as resolution WHA29.48 vast funds had been transferred
from the global level to the country level. Among the programmes established within
recent years and now taken for granted were coordination of the strategy of health for
all arid helping countries to monitor and evaluate it; the Expanded Programme on
Immunization; the Diarrhoeal Diseases Control Programme； the programme on acute
respiratory infections (the number one killer of children in developing countries)； the
Action Programme on Essential Drugs； the International Programme on Chemical Safety;
the vaccine development programme, using biotechnology and funded almost entirely from
extrabudgetary funds； the programme on tobacco or health; the programme concerned with
rural and urban development, the massive influx of people into the towns and the
attendant problems for people in both rural and urban areas； the food safety programme,
following frequent demands for consumer protection; adolescent health, as a separate
programme, called for in 1987； research programmes into human reproduction and tropical
diseases, funded mainly from extrabudgetary funds； traditional medicine and traditional
practices in primary health care； clinical technology, in which an unusual effort had
been made by nongovernmental organizations working with WHO to produce manuals on
essential surgery so that district hospitals in developing countries could be staffed
with adequately trained people； programmes on blindness and deafness； and informatics
management. It was less than a year earlier that the Organization had established its
Special Programme on AIDS. All of those programmes had been decided upon following
careful deliberation in the governing bodies, pressure from countries and international
demand for coordination by WHO.
The Executive Board had discarded the practice of fragmented programmes in 1971.
The General Programme of Work offered a framework for supporting countries while avoiding
the imposition of individual programmes on countries, and provided a balance of
development of the infrastructure and of the science and technology programmes designed
to help countries define their appropriate technology - a technology that was not merely
scientifically sound but also socially sound and economically feasible. Since the Board
had proposed and the Health Assembly had adopted general programmes of work consisting of
scores of programmes, the difficult problem of determining which of those programmes to
exclude had to be faced. There would obviously be an outcry if AIDS were excluded, and
one Member State in particular had legitimately insisted that more should be done in the
field of cancer control. Cardiovascular diseases were not a problem of developed
countries alone； at the Twenty-ninth World Health Assembly, the delegate of Indonesia
had drawn attention to their importance for her country. Attention had also been drawn
recently to the importance of pharmaceutical information, which had become a major factor
in health delivery systems, particularly for the developing countries, yet following
resolution WHA29.48, that headquarters programme had been cut by 40%. A number of
developed countries had called for the establishment of a programme on medical devices
and the Organization had been obliged to say that it lacked the wherewithal for the
purpose. The issue as to who was responsible for deciding on exclusions had to be
faced. The Director-General had been extremely faithful to the Constitution in pursuing
collective policy, and introducing decentralized operational management and
implementation by Member States.

Dr Savel'ev, Professor Westerholm and Dr Law had suggested that existing bodies
should be used more effectively. In 1987, the Board had decided that its Programme
Committee would consider all the global and interregional activities put forward by the
Director-General before they reached the Board, and that was to be done later in 1988.
The Headquarters Programme Committee, which advised the Director-General and dealt with
headquarters programmes, accounted for less than 30% of available resources. There would
certainly be links between the Headquarters Programme Committee and the Programme
Committee of the Board after the Director-General had had an opportunity to review the
advice given to him by the Headquarters Committee. There was also a Global Programme
Committee in which all the Regional Directors and Assistant Directors-General discussed
with the Director-General and the Deputy Director-General the main thrusts of programmes,
on the basis of the decisions of the Board and Health Assembly and of the guidance given
to the Regional Directors by the regional committees. The preparation of proposals by
the Secretariat and the wishes of Member States in terms of proposals and priorities were
thus interlinked.
He agreed entirely on the need to find better ways of presenting the information.
Programme budgeting had come a long way. At an inter-agency meeting many years earlier,
when WHO was still providing technical assistance but was introducing programme
budgeting, other organizations had expressed concern at WHO's programme statements which
exposed countries‘ problems while showing how little could be done to help them through
that kind of assistance, but WHO had pointed out that it wished to expose that
contradiction in order to move towards support for national programmes. The Secretariat
would welcome any suggestions for improving the presentation of the information and would
continue to work on that extremely difficult and complex issue.
The Board would shortly be discussing how best to manage WHO's resources in order to
ensure that health for all, through their optimal use, was based on the collective policy
worked out at the global level, and on decentralized management. That meant that the
policies were reviewed within countries and translated into programme needs and
activities in the countries, and subsequently at intercountry and interregional levels,
with feedback to the global level. The process began arid ended with people and
countries. WHO had reason to be proud of its policy, processes and mechanisms and should
use and improve them to the fullest extent possible. The adoption of additional
mechanisms was unlikely to achieve anything useful.
Mr BOYER (adviser to Dr Young) said that he had not denied that country priorities
were set at the country level； that had long been done, and should be continued. Nor
had he implied that the Secretariat was doing a bad job or needed further supervision.
All concerned were proud of the way the Organization - one of the outstanding agencies in
the United Nations system - was run. He had not said, moreover, that the Organization
had not added new programmes where appropriate, or that it should not do so - or, in
particular, that it should not have initiated its AIDS programme.
There was a difference, however, between, on the one hand country priorities
established at the country level and the sum of those country programmes, and, on the
other, the Organization's priorities at the regional, global and interregional levels
relating, in particular, to the manner in which countries were assisted to achieve their
priorities. There was a fairly large sum of resources available for decision-making at
the regional, headquarters and interregional levels, and basic choices needed to be made
as to how to steer those resources to help the countries concerned.
Dr Cohen had appeared to suggest that the Headquarters Programme Committee was not
making those choices, but there were indications to the contrary. The programme priority
choices put before the Board and the Health Assembly appeared to be at the macro level
and it was difficult for the Board to steer them in any particular direction. The AIDS
issue had been an emergency; it had been necessary for the Organization to act quickly.
However, there were other instances in the biennial budgeting system when major questions
as to how to divide up resources at the global, interregional and regional levels should
be referred to Member States in a piecemeal manner. It was possible, as Dr Law had
suggested, that the mechanism for doing so already existed but was not being properly
used. Professor Westerholm's idea of linkage with the Headquarters Programme Committee
was another possibility. He hoped that the Secretariat could provide some guidance and
suggestions.

Professor WESTERHOLM said that, when cuts were made, the tendency was to endeavour
to continue to do everything that had been done before as well as to add new activities.
As a result, resources were spread very thinly and there were considerable constraints on
personnel. It was the responsibility of the Board and its Programme Committee to help
WHO select the right priorities. Such selection and any necessary cuts would be in the
interest of quality and efficiency and to the benefit of everyone working in the
programmes, and of the world at large.
Professor SANTOS stressed the importance of adequate dissemination of information on
the WHO resources available at the country level. A variety of people were involved in
health decisions within countries, and they changed over the years； it was important for
them, when defining national priorities, to be kept constantly informed about what WHO
could offer. That was one of the main responsibilities both of WHO and of national
staff. The Board or, preferably, its Programme Committee might consider recommendations
to be made to people in the field on the instruments that could be used to provide
up-to-date information.
Professor GIRARD said that his views on relations between the Organization and
governments had already been made clear. On relations between the Executive Board, the
Health Assembly and the Secretariat, he fully supported the views expressed by
Professor Westerholm. He well understood that the Secretariat required political
decisions from the Board, possibly after necessary preparation by the Programme
Committee. The Board did not have the right to leave it to the Secretariat to take
difficult decisions, particularly when it came to programme reductions. Any feelings of
frustration could easily be remedied so long as there was communication. More direct
working methods should make it possible to work more effectively and avoid such feelings.
Dr COHEN (Director-General‘s Office), replying to Professor Santos, agreed that it
was important to provide information to governments, people and nongovernmental
organizations in the countries concerned. Countries were, however, inundated with
information from many organizations, and that was why the Director-General had proposed
the permanent exchange-of-view mechanism within countries, going through the WHO general
programmes of work to identify what the Organization could do to support the country
concerned arid what information it could provide. Information was sometimes crucial, as
in the case he had already mentioned - pharmaceutical information. Consideration should
be given to ways of improving presentation of information, whether in the Board, the
Health Assembly, regional committees or the countries concerned. Special courses had
been organized for WHO representatives, who had been sent short summaries of each of the
programmes so that they would be in a better position to discuss them with governments.
There was constant discussion in the Global Programme Committee on how to improve the
ways and means of getting the WHO message across to countries and obtaining feedback from
them.
Mr Boyer had revealed the reason for his frustration when he had observed that all
that the Board had done was to examine the programme priorities at the macro level. The
Executive Board of an organization of 166 Member States could hardly do otherwise. In
the study of WHO'S structures in the light of its functions, it had been made clear that
the Board and the Health Assembly would not deal with individual projects or programme
activities in countries but only with the major policy issues. As he had mentioned
before, as a result of the debate on those issues some 20 programme shifts had taken
place over the past decade or so. It could be impossible for the Board to deal with the
individual priorities and details of programmes within individual countries. In order to
avoid frustration, it was important to insist on the faithful implementation of
collective policy by Member States, and to trust those States, the regional committees,
the Regional Directors and the Director-General, while monitoring their activities as
requested by the Thirty-third World Health Assembly and constantly urging them to do
better.
The DIRECTOR-GENERAL said that at a moment when he might be addressing the Board for
the last time in his current capacity he had a unique opportunity to express his views.
On the issue of information - both its generation by the Secretariat and its absorption

by Member States - he recalled that on occasions in the past when he had gone to the
Health Assembly with tears in his eyes because of what was happening to the Organization,
/help had not been forthcoming. Such occasions showed that information was not always
easily absorbed and reacted upon by Member States. A major problem of the Organization
was that it found itself in a position where it had been cruelly punished for being
solvent in its programme budget, for anticipating what had come to pass and for
preventing disaster. WHO was an organization which had neither cried out for help nor
been assisted because of a poor programme budget or poor management; rather it had
succeeded in making the best use of sharply reduced resources to increase productivity to
a level that was higher than ever before. In that connection, he recalled that the
programme on AIDS had been started by means of resources from the Director-General‘s
Development Programme. At the same time, however, many divisions at headquarters had
been reduced by as much as a half, although it had not been deemed wise to broadcast the
news of such cuts.
In the 1940s and 1950s the Organization had been predominantly a supranational
colonial organization which had dictated to Member States and imposed programmes on
them. By the 1960s, it had been realized that such vertical programmes showed little
success in the long term in the sense that they created neither sustainability nor
cumulative growth processes within the countries themselves. In the 1970s, when it
became fashionable to use expressions such as social relevance and social justice, WHO
had put them into practice. That did not mean, however, that he had not subsequently
been somewhat concerned that the definition of health for all in terms of the balance
between social and economic productivity was not being taken seriously. In the current
decade there was a tendency to accept the failures of development and to revert to
supranationalism. It must not be forgotten in that respect that a fierce battle had been
fought in WHO to ensure that programmes should serve to support national strategies,
either by creating new tools or by creating capacities in the developing countries
themselves.
It might be superficially easier if WHO financial resources were attributed wholly
to some five or so major programmes which could be easily accounted for, an Executive
Board committee being established for each programme. Fortunately, WHO had instead
chosen to establish a unanimously decided collective policy framework, which represented
a moral obligation for all - Member States and Secretariat. It might well be, therefore,
that the frustration of Board members had a lot to do with the fact that WHO had
committed no major errors in overall budgeting or the overall setting of priorities, and
that it had not failed to follow the advice of the Board or implement new programmes. In
fact, the Organization was functioning reasonably well.
In conclusion, he expressed his belief in the desirability of establishing some form
of committee, composed of four or five Board members, to look into the question of
priorities, render the process more transparent, and bring communication into evidence even though the exercise might be costly and time-consuming. The Organization was unique
in that it was totally open; however, if transparency was not apparent in relation to
the formulation of priorities, or indeed in any other area, it must be because the best
way of communicating to and giving Board members a vital feeling of involvement had still
to be found. The relationship between the Board and the Director-General, and through
him the Secretariat as a whole, was of utmost importance. While the functioning of WHO
had improved increasingly over the past 10 to 20 years, that did not mean that there was
not still much that could be achieved, particularly in respect of all Member States
obtaining more from the wealth of WHO information resources available.
The CHAIRMAN, summing up, said that the discussion had been a unique and most
worthwhile experience. He requested the Secretariat to prepare brief draft terms of
reference for the suggested committee.
The Board noted document EB81/11.

The meeting rose at 16h55.

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 V7HA30.23 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)
(ii)

the established national priorities；
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 government/WHO joint
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:
health, water and sanitation, disease control； and

maternal and child

(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 Quadrenriium 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)；
emergency preparedness and disaster relief coordination.

and

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 t 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).
- V o t e s 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;
- t o 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
General Programme of Work and the regional programme
the draft programme budget ("consultation letter").
possibility of choice, this "consultation letter" is

the regional contribution to the
budget policy, form the basis for
In order to give Member States a
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 arid will give
priority to the development of the so-called "common delivery vehicles":
-national HFA policies；
- t h e countrywide integrated noncommunicable diseases intervention programme
(CINDI)；
- t h e Healthy Cities project:
- t h e 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 major 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 EMRO for setting priorities is built on certain set
criteria and methodologies for applying those criteria. Furthermore, the regional
priorities are harmonized with the national priorities that address the majority of
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.

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 and 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 and principles outlined in the regional
programme budget policy, adopted by the Regional Committee in 1986.^
For the intercountry programme, a specific programme/proj ect area will be given high
priority if:
- i t makes a direct contribution to the current needs of the regional health-for-all
strategy arid supports relevant national activities；
- i t benefits two or more interested countries or areas；
- i t s 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 :
- t h e 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
- t h e level of need as reflected in the indicators selected by the Regional
Committee to monitor progress towards health for all by the year 2000；
- t h e capacity to implement technical cooperation.

1

о

Resolution WPR/RC37.R2.

Regional strategy for health for all by the year 2000.
Organization, 1982, pages 56-60.

Manila, World Health

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:
- T h e 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's programme of cooperation at country level. In the Western
example of this dialogue is the Joint Coordinating Committee for
which reviews annually progress, as well as problems, of the WHO
country.

WHO in implementing
Pacific Region, the best
the China programme
programme in the
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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 arid, 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 "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 ...".
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 4
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 and 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 counterparts . 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
Ibiennium 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.
Г1.

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 and 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 :
adopted WHO Regulations No. 1 regarding nomenclature (including the compilation
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.
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 :

By

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.
о
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 arid Study Groups, followed by the publication of a report with
recommendations. They have guided the development of programme objectives arid
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 "the
quickest way of providing health services necessary to the population ... is 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 arid 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, and 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
- t e a m 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-expendíture), 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%.
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 工
1948-1951

Quantity of conventional
personnel

x

x

High quality of medical
and nursing education

x

x

Geographic coverage in
countries

x

Period II
1952-1961

x

x

x

X X

x

x

x

x

Period III
1962-1972

Period IV
1973-1983

x

x

Period V
1984
onwards

x

x

x

X X X

x x x

x x x

x x x

Management and efficiency
of health personnel

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

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

x x x

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 arid 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

- t h e 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
future.
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 and 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 arid 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, and 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
institutions (usually for one year). The resources are both
no ready expansion with increasing demands on the Programme)
(i.e. cannot be sure of the level of external funding over a
time)；
(ii)

agencies and donor
too "inflexible" (i.e.
and too "flexible"
reasonable period of

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 and 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 :
-WHAl.20 (1948) related to tuberculosis : "... establishment of clinics for
diagnosis examination and follow-up ...".
-WHAl.11 (1948) related to Malaria:
new cases . . . 11.

"... an appropriate organization for detecting

-WHAl.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 Techno]ogy 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 immuno de f i с i enev 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 and 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 arid 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 arid 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,
riot 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:
- t h e 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；
- t h e 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 WHO'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:
- t h e preparation of guiding principles for small national drug regulatory
authorities；
- t h e 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 and 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 :
- T h e finding that, except in extremely severe cases, dehydration in all diarrhoeas,
whatever their câuse, 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 arid
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 objectives 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
1 Diarrhoeal Diseases, resolution WHA31.44 (May 1987). In: Handbook of
Resolutions and Decisions of the World Health Assembly and the Executive Board. Vol. I，
(1973-1984), 1985, pp. 152-153.

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 expenditure 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 arid 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.

Diarrhoeal Diseases, resolution WHA35.22 (May 1982). In: Handbook of
Resolutions and Decisions of the World Health Assembly and the Executive Board. Vol. I
(1973-1984), 1985, p. 153.
—
2
Diarrhoeal diseases control, resolution WHA30.4 (May 1987) . In: Fortieth World
Health Assembly Resolutions and Decisions. Annexes, WHA40/1987/REC/1, 1987, pp. 30-32.

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 and 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.Rl) 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 chemo the rapeut i с 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 chemop rophy1ax i s 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,
arid 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.

