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SEVENTH MEETING 

Thursday. 12 January 1989. at 9h30 

Chairman: Dr M. QUIJANO NAREZO 
later: Dr T. SHIMAO 

PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1990-1991: Item 6 of the Agenda 
(Documents PB/90-91 and EB83/5) (continued) 

REPORTS OF THE REGIONAL DIRECTORS ON SIGNIFICANT REGIONAL DEVELOPMENTS, INCLUDING 
REGIONAL COMMITTEE MATTERS : Item 7 of the Agenda (Documents EB83/16 Rev.l, EB83/17, 
EB83/19, EB83/20 and EB83/21) (continued) 

PROGRAMME REVIEW: Item 6.2 of the Agenda (Documents EB83/3, EB83/4, EB83/6, EB83/7, 
EB83/8, EB83/9, EB83/10, EB83/11, EB83/12, EB83/13, EB83/14, EB83/INF.DOC./2, 
EB83/INF.DOC./3 and EB83/INF.DOC./6) (continued) 

DIRECTION, COORDINATION AND MANAGEMENT (Appropriation Section 1) (continued) 

WHOy s general programme development and management (programme 2； Document PB/90-91, 
pages 64-93) (continued) 

Health-for-all strategy coordination (programme 2.5) (continued) 

Dr BART (adviser to Dr Wallace) recalled that during the discussion of item 5 
(Global Strategy for Health for All by the Year 2000 (monitoring and evaluation)), a 
number of questions had been raised concerning the implications of the evaluation 
exercise. Health-for-all strategy coordination was clearly related to that item, as was 
programme 3.1 (Health situation and trend assessment). The trend assessment exercise had 
made it possible for the first time to observe changes in health status. If the findings 
of the exercise during 1985-1988 were accurate, it would appear that at least 
18 countries showed increases in infant mortality rates, and that in 20 countries, access 
of women to birth attendants had been reduced. A reduction in rural sanitary facilities 
had also been shown in some 20 countries. Despite the evidence of those trends, the 
table on page 88 of the programme budget document showed a decrease of over 20% in global 
and interregional activities associated with health-for-all strategy coordination. 

The trend assessment exercise was clearly beginning to bear fruit: it was the use 
of those fruits which should preoccupy the Board. Could the Secretariat clarify the role 
of the monitoring and trend assessment activity, show how it was intended to be used for 
the future, and indicate how it would affect policy, programmes and resource allocation? 
How was the information gained by the exercise being used by the regional committees at 
country level? His understanding had been that there was to be some reorganization of 
the trend assessment activity and of the coordination unit itself, but the introductory 
statement to programme 2.5 suggested that two posts had in fact been eliminated. At a 
time when the monitoring and trend assessment activity seemed to be growing in potential 
usefulness, it was a matter of concern that resources appeared to be decreasing. 

The DEPUTY DIRECTOR-GENERAL responded to Dr Bart's expression of continued concern 
on the subject of the reorganization of the programme. He himself was glad to have the 
opportunity to go into more detail on the changes reflected in the budget document, 
changes which illustrated how resources, human as well as financial, could be redeployed 
in response to an evolving situation. 

There was no doubt that overall coordination was a vital function at all levels : in 
the countries, where it was the responsibility of the WHO representatives； in the 
regions, under the authority of the Regional Directors； and at headquarters, where it 
was under the control of the Director-General's Office. There had been different 
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structural arrangements for strategy coordination at different phases of the strategy's 
development. For example, during the initial phase, promotion and advocacy of the 
strategy, as well as the clarification of its broad principles, had been the key 
aspects. For that purpose, a small unit had been set up directly under the 
Director-General, headed by Dr Hellberg. In the second phase, the focus had shifted to 
monitoring and evaluation of the strategy, and leadership activities had also been 
introduced: Dr Khanna had taken over the directorship of the unit. A third phase had 
now begun, in which health situation and trend analysis had become a vital part of 
monitoring and evaluation of the strategy. The HST programme was already intimately 
involved in the work of the coordinating unit, and thus the funds available at both 
global and regional levels were able to support that very crucial activity in a more 
systematic and comprehensive manner. Leadership development, too, had now become a key 
activity, and would be further expanded until it became an integral part of all the human 
resource development activities of the Organization. 

The Director-General would be giving due consideration to any new needs and thrusts 
identified by the monitoring and evaluation process as they arose. For example, he would 
be paying special attention to the analysis of the repercussions of adverse economic 
effects on the least developed countries, as called for by the Board. Other 
organizational changes, including the establishment of new projects as a result of the 
redeployment of human and financial resources, were already taking place. He wished to 
assure the Board that appropriate mechanisms for the further development of those new 
projects would be utilized with the flexibility demanded by a dynamic and evolving 
activity. For example, the mechanism of the task force, which had been proposed the 
previous day, might be very helpful for future action. 

Despite the 21.31% decrease in global and interregional activities appearing in the 
budget table, he hoped that the Board would be satisfied with his explanation of how 
those activities would not only be safeguarded but further developed through the use of 
other human and financial resources. He pointed out that the change in the structure of 
the organs entrusted with those activities had begun some years before, and was not the 
result of any recent proposals to the Programme Committee for budgetary increases or 
decreases. In particular, the reductions corresponded to posts that were in fact 
"phantom posts", and there had been no decrease in terms of real activity and real staff 
for the programme. In fact, the budget table showed a regional increase of 134% for the 
activity concerned. 

Dr KO KO (Regional Director for South-East Asia) responding to Dr Rahman's remark 
that according to the table on page 82 of the budget document, there appeared to have 
been a cut of US$ 120 000 for external coordination for health and social development for 
the South-East Asia Region, drew attention to paragraph 29 of the introduction to 
programme 2.4 on page 81 of the proposed programme budget, which stated that the decrease 
in regular budgetary provision would be offset by extrabudgetary resources. He first 
explained that the present proj ect mainly concerned coordination with international 
agencies and the organization of disaster management, whereas funds under programme 2.2 
were used for meeting urgent needs. In the case of major disasters, WHO headquarters and 
the Office of the United Nations Disaster Relief Coordinator (UNDRO) had to be approached 
for assistance. 

As an illustration of what was meant by the statement on page 81, he further 
explained that over the past five years a series of meetings had been held in the 
South-East Asia Region to look into various aspects of the epidemiology of disaster and 
technical aspects of disaster preparedness. Those meetings had not been financed by the 
external coordination programme, nor by the Director-General‘s Development Programme, but 
from extrabudgetary resources. At the most recent meeting in the Regional Office, in 
November 1988, draft guidelines had been drawn up for a regional disaster preparedness 
programme. Within the framework of the regional programme, country projects to cover 
India, Nepal, Indonesia and Bangladesh as the foremost disaster-prone countries were now 
being formulated. As an example, a US$ 30 million project for Bangladesh was currently 
in the pipeline as part of that programme. 

To summarize, the reduction shown in the budget table reflected a necessary response 
to overall financial limitations； but it should be borne in mind that many millions 
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of dollars were being mobilized from extrabudgetary resources in connection with the 
programme. 

HEALTH SYSTEM INFRASTRUCTURE (Appropriation Section 2) 

Health system development (programme 3; Document PB/90-91, pages 94-116) 

Dr RODRIGUES CABRAL, after expressing some misgivings concerning the possibility 
that the targets set for programme 3.1 (Health situation and trend assessment) might 
duplicate those set for programme 2.5 (Health-for-all strategy coordination) and 
requesting some clarification on the subject, welcomed the Director-General's intention 
to support health information systems development in Member States as a very important 
activity for the success of the Organization's work. He wished, however, to draw 
attention to certain areas in which developing countries were still not approrpiately 
prepared and in which WHO's support would be useful. 

For instance, there was a need to standardize data collection methodologies. It was 
also important, as indicated in the programme presentation, that use be made of 
socioeconomic and demographic indicators to monitor changes in environmental conditions 
that might in turn require changes in the health-for-all strategy. The programme 
presentation also rightly stressed the need to create capabilities for the local 
collection and analysis of data, which alone made it possible to disaggregate data on the 
basis of different socioeconomic groups and geographical areas, thereby providing 
information on trends in health inequities. Moreover, an enhancement of Member States' 
capabilities to make analyses at the local level would also increase their capacity to 
take immediate intersectoral corrective action. For example, appropriate and timely 
measures for the beliefit of marginal urban populations could be taken only if the 
relevant analyses were made locally. 

The much appreciated training strategy would rightly be concentrated mainly on 
local- and intermediate-level administrators. There was, however, a danger that trials 
of methodologies for the collection and analysis of information and for programme 
evaluation might be duplicated. Mention had already been made of the advantages of 
simplified village-level surveys. While appreciating those advantages, he felt that over 
the past two or three years there had been a tendency for technical staff working on 
different WHO programmes to prepare scientifically sound methodologies for the 
surveillance, not only of their own programme areas, but also for other components of 
primary health care. There had also been an increasing number of requests to Member 
States to use local health services for testing those methodologies. Were that trend to 
continue, health personnel would be overwhelmed with new activities. He also had 
misgivings regarding repeated recourse to the same model communities for the testing of 
new material. 

With regard to the summary report on the role of epidemiology in attaining health 
for all (document EB83/11), the Secretariat was to be congratulated on having taken 
action so soon after the Forty-first World Health Assembly. The full report of the 
meeting of experts would be much appreciated. The summary report contained five 
recommendations. Recommendation 1 listed, somewhat exhaustively, the traditional 
applications of epidemiology, but the information on action required at the country level 
for the acceleration of the strategy did not clearly bring out the need for epidemiology 
to be used in a very complex association with health economics and planning with a view 
to determining programme priorities and achieving better short-term results. With regard 
to recommendation 2, on action to enable countries to enhance their capacities, he was 
not happy with the idea that the Organization should concentrate its activities on just a 
few countries. All developing countries needed to make much more extensive use of 
epidemiological methodologies. There were enough schools and enough candidates to permit 
a non-restrictive initiative. Recommendation 5 proposed that a joint advisory group or 
other body should be established to monitor progress in implementing the 
recommendations. He wondered whether a temporary working group could be set up within 
the Secretariat for that purpose. 

Dr FERNANDO recalled that the Forty-first World Health Assembly had adopted 
resolution WHA41.27, which, inter alia, urged Member States to make greater use of 
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epidemiological data, concepts and methods in preparing, updating, monitoring and 
evaluating their health-for-all strategies. The various uses to which epidemiological 
methodology could be put had been identified by a committee of experts and were listed in 
document EB83/11. They would provide an essential basis for each country's management of 
its health problems. Five areas in which epidemiology played a vital role were listed, 
and the recomemndations for developing them had been formulated. 

In many countries epidemiological data and methodology were not used in formulating 
health policies or in monitoring and evaluating health programmes. Thus it was essential 
that each country should develop a set of capacities to help it to achieve the goal of 
health for all. 

Training would form an important and integral part of the process. The capabilities 
of countries - especially the developing countries - to provide the training in 
epidemiological methodology that was essential for all health planners must be enhanced, 
with WHO and other international organizations furnishing additional financial and human 
resources for that purpose. Such training would have to be matched to the tasks carried 
out by health workers at each level. 

In short, the importance of epidemiology should be acknowledged through the 
provision of better training in medical schools and all other training centres for 
various categories of health workers. Existing national facilities for data collection, 
monitoring and evaluation should be examined critically and developed to provide data 
that were not only accurate and relevant, but also timely. 

Professor FIGUEIRA SANTOS said that the importance of epidemiology in achieving 
health for all had been reflected in the numerous WHO meetings devoted to the subject. 
It had, for example, been extensively discussed at the most recent session of the 
Programme Committee in October 1988. Since then, expert discussions had been held in 
November 1988, and were summarized in document EB83/11. The final sentence of that 
document stated that the implementation of further activities would initially require 
extrabudgetary resources. Had there been any success as yet in mobilizing such 
resources? 

The adaptation of epidemiological methodology to the analysis of local information, 
such as would be needed when the district approach was more widely adopted, would require 
the collaboration of experts of the highest calibre. Together with action to promote the 
use of known methodology, certain adjustments would be called for. In view of the 
importance and urgency of the issue, he supported Dr Cabrai‘s request for more 
information n the findings of the expert meeting in November 1988. 

Dr KLIVAROVA (alternate to Professor Prokopec) asked why the proposed allocation for 
the European Region under programme 3.2 (Managerial process for national health 
development) showed a substantial reduction of US$ 669 000. Although health services 
were fairly well developed in Europe, management issues still required considerable 
attention. 

Dr VARET (alternate to Professor Girard) called for the development of practical 
training and operational research in epidemiology, with the involvement of 
nongovernmental organizations. Further, an inventory of training programmes should be 
established. 

Like Dr Cabrai, she feared that district health personnel might be so overwhelmed by 
information collection duties that they could no longer perform their health care and 
training duties properly. Dr Cabrai's suggestion concerning the establishment of an 
intersectoral working group also had her support. A joint advisory group was mentioned 
in document EB83/11, but some clarification of its objectives and composition was 
required. In any case, the establishment of an intersectoral group should make it 
possible to improve monitoring, to standardize data collection procedures, and to make 
better use of informatics. The discrepancies in budget allocations between global, 
regional and country levels were astonishing: why was that so? For instance, the 
figures on page 101 of the programme budget document showed large discrepancies between 
regions； was that perhaps because some regions required more support than others for 
their epidemiology training programmes? 
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Sir Donald ACHESON said that epidemiology was an indispensable component of the 
health-for-all policy framework. It was involved in the definition and measurement of 
health problems and, in indicating their scale, it helped in the assessment of relative 
priorities. It was also required as the major instrument for arriving at the proper use 
of indicators and evaluating progress in the direction of targets. Epidemiology had also 
played a crucial historical role in the prevention of illness in so far as it had often 
been able to identify risk factors against which action could, be taken, particularly when 
employed in close conjunction with the latest developments in the knowledge of 
pathogenesis. 

He therefore hoped that the Board would recommend the formulation of a plan of 
action leading to initiatives in that field, including a strengthening of WHO's own 
epidemiological base at headquarters, the implementation of the priority activities 
listed in section IV of document EB83/11, and the establishment of a group to monitor 
progress, preferably in the form of a task force involving members of the appropriate 
international agencies and nongovernmental organizations. He agreed with Dr Cabrai that 
epidemiology functioned best in close conjunction with health economics, planning 
expertise and statistics. However, it should be borne in mind that any action group, in 
order to be effective, must be small； while coordination would certainly be called for, 
an enlargement of the group to include all those disciplines might make rapid progress 
less likely. In any case, the difficulties associated with the implementation of the 
recommendations of the meeting of experts should not be underestimated, since so many 
countries lacked a pool of trained personnel who could extend their epidemiological 
skills to others. A long haul lay ahead, but the matter should be treated as one of high 
priority. 

Professor KALLINGS endorsed the comments made by Sir Donald Acheson. 

Professor ABELIN (International Epidemiological Association), speaking at the 
invitation of the CHAIRMAN said that the International Epidemiological Association (IEA), 
a nongovernmental organization in relations with WHO shared with the Organization the 
concern that epidemiological knowledge and skills be optimally used in the pursuit of 
health for all. Collaboration between WHO and IEA had been intensified in accordance 
with resolution WHA41.27 of 1988 and it was gratifying to see IEA's concerns reflected in 
the recommendations of document EB83/11. IEA had a regional structure corresponding to 
that of WHO and its activities had been adapted to regional needs. Examples were the 
recent epidemiological meeting in South-East Asia and the meeting to be held in Africa in 
1989. With reference to the recommendations contained in document EB83/11, in particular 
recommendations 4 and 5, IEA would be pleased to offer its resources and experience in 
epidemiology at the international and regional levels as and when WHO established 
activities and mechanisms for the promotion of epidemiological capabilities and 
techniques, both in its own work and in its support to Member States. 

The DEPUTY DIRECTOR-GENERAL, replying to Dr Cabrai, agreed that there might be some 
overlap between programmes 2.5 and 3.1; that was one case which bore out his earlier 
remarks on the need for better integration. The apparent reduction of US$ 342 000 in the 
provision for Epidemiological Surveillance and Health Situation and Trend Assessment 
(HST) was the result of the decrease in the provision for staff following the adoption in 
May 1988 of resolution WHA41.10. On the other hand the increase of US$ 474 500 for HST 
at global and interregional level was for activities that could be undertaken with 
provisions restored for 1990-1991 after curtailment of staffing during 1988-1989 as a 
result of the same resolution. 

Dr JARDEL (Assistant Director-General) recalled Dr Cabrai's remark on the similarity 
of the goals of programmes 3.1 and 2.5. Those goals had been approved in the Eighth 
General Programme of Work. The Division of Epidemiological Surveillance and Health 
Situation and Trend Assessment (HST), being now responsible for activities related to the 
monitoring and evaluation of the health-for-all strategies, would be able to avoid 
overlapping. The various comments made in favour of the programme budget proposals as 
well as the proposals that had been made during a meeting on epidemiology held in 
November 1988 had been noted. Of particular importance was the proposal to strengthen 
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epidemiological capacity for the use of information at all levels of health systems, 
particularly at peripheral levels. Of course, the collection of such information should 
not overburden the peripheral level. That concern was constantly borne in mind by WHO at 
global and regional levels. Coordination mechanisms existed but, unfortunately, 
they did not always work well. It was salutary to get reactions such as those of 
Dr Cabrai； they would assist in improving internal coordination. A full report of the 
meeting held in November 1988 had been prepared. It was available in draft to members of 
the Board and would soon be finalized and sent to all Member States. 

Concerning extrabudgetary resources, discussions were under way with the World Bank 
to establish a joint project called, at present, иInternational Health Management 
Information Programme" which, apart from World Bank funding, should draw resources from 
(other international and nongovernmental bodies. Nongovernmental organizations such as 
the International Epidemiological Association and the Association of French-Language 
Epidemiologists would of course be invited to collaborate in the project. No decision 
had as yet been taken with regard to the composition of the group to coordinate and 
control the management of that activity. A consultation which would be held in February 
1989 would help to draw up a workplan and monitoring system. Experts from the various 
regions as well as participants from interested programmes in the Secretariat and, of 
course, international and nongovernmental organizations concerned, would take part in the 
consultation. Dr Cabrai had expressed concern that the project might be limited to a few 
countries. That restriction should rather be seen as a point of departure: to start 
with a few countries and to allow other countries to have the advantage of the experience 
gained in those few countries. Of course, the number of countries had not been fixed 
Initially; the most interested and active would take part. 

Regarding the strengthening of epidemiological structures within the Organization 
itself, the Deputy Director-General had already said that the central function of HST 
would become surveillance and evaluation of health-for-all strategy. All the other 
activities of the Division, such as methodology and training, would contribute to that 
main function. There would thus be a progressive change in the type of skills available 
in the Division. The changes would, however, not be immediate as no significant increase 
in staff was foreseen. Priority would be given to epidemiology and to questions such as 
health economics in relation to epidemiology. 

Dr ASVALL (Regional Director for Europe), referring to the remark made by 
Dr Klivarova, explained that the programme budget for the European Region followed a 
health-for-all target structure and thus did not necessarily fit exactly the WHO 
programme budget format. Some new programmes had been introduced in the Eighth General 
Programme of Work, one of them being programme 2.5, Health-for-all strategy 
coordination. Although programme 3.2, Managerial process for national health 
development, showed a decrease of US$ 669 000 for Europe, the change was one mainly of 
classification, as the emphasis in the activities of the European Region's programme was 
on advocacy of the health-for-all policy under programme 2.5 which showed an increase. 
In fact, no change had been made in staffing or type of work; the question had merely 
been a book-keeping one of assessing under which programme the activities should be 
recorded. Some additional information was included in paragraph 14 on page 103 of the 
programme budget document. 

Dr Shimao took the Chair. 

Organization of health systems based on primary health care (programme 4; Document 
PB/90-91, pages 117-123) ^ ^ 

Mr RAHMAN congratulated WHO and the Director-General on the forward-looking 
strategies for the development of primary health care and on adopting an intersectoral 
approach. The district health system and intersectoral cooperation were complementary, 
and WHO'S support in those areas assisted efforts by Member States to find cheap, 
pragmatic solutions for progress towards health for all by the year 2000. Pilot studies 
and projects of an intersectoral nature were being carried out in several countries, 
including Bangladesh, and their results could contribute to developing health policies 
and strategies to make substantive improvements in the health status of populations of 
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Member States. That work should be continued in the 1990-1991 biennium in order to have 
a significant effect. It appeared, however, from page 529 of the proposed programme 
budget that there was to be decreases in resources for some of the activities concerned. 
Any such reduction in funding would be detrimental to primary health care development. 

The CHAIRMAN pointed out that page 123 of the proposed programme budget showed an 
overall increase in the country activities by region for programme 4. 

Professor RAKOTOMANGA drew attention to earlier remarks concerning the term "primary 
health care". Certain speakers had felt that "primary" was a pejorative term indicating 
primitive, cheap, outdated or second-rate care. In his view, primary health care had 
been well defined by experts from all over the world at the Alma-Ata Conference and there 
was no need to change it. The fact that such essential front-line care was meant to be 
available to all should be explained more widely and health workers should be made aware 
of the value and effectiveness of such care. A global evaluation of primary health care 
should await the year 2000; such a form of health care would surely continue to be used 
thereafter but perhaps a new terminology might then be introduced. 

Some countries experienced difficulty in specifying the budget allocated to primary 
health care because such care was integrated into health services in general. It was 
easier to calculate primary health care allocations if they were taken to mean care at 
the peripheral level. When certain types of primary health care were included in the 
services of secondary or tertiary health institutions, the calculation became more 
difficult. Examples included the diagnosis of fractures and the rehydration of patients 
suffering from diarrhoea. The intention of his remarks was to improve the evaluation of 
primary health care activities for budgetary purposes. He hoped that the proportion of 
resources allocated to primary health care would continue to increase in the future. 

Dr RODRIGUES CABRAL congratulated the Director-General for the courage reflected in 
the proposals in document EB83/12. Section 3 of the document, entitled "WHO approaches 
for the acceleration of primary health care", very aptly addressed the concerns expressed 
by members of the Board regarding cooperation between the Organization and Member 
States. Indeed, WHO's support to developing countries was rightly to focus on 
strengthening existing management and on building capacity for the future. 

Regarding paragraph 3.6 of document EB83/12, on financing and economic strategies 
for primary health care, and in line with the remarks of Professor Rakotomanga, it 
appeared that health systems must be considered in their entirety, because economic and 
financial problems did not affect primary health care alone, but the health system as a 
whole. Madagascar had been discussing the matter with the World Bank and had reached the 
conclusion that although each level of an integrated system had its own capacity for 
solving problems, the situation became much more complex when the entire system had to be 
considered, particularly because of the managerial and financial problems posed by 
hospitals. The health system must therefore be regarded as a whole, for referral levels 
could not be dissociated from the primary health care level. Furthermore, although many 
responsibilities could be delegated to the primary health care level, unless the quality 
of the primary health care was sufficiently high there was a risk that the higher levels 
might be flooded, entailing much higher costs. For training purposes it might be useful 
to establish links between WHO and the World Bank as the Bank was already involved in 
relevant training projects. 

With regard to paragraph 3.7, in which the Director-General proposed to strengthen 
health services research, it was important that medical schools should be involved 
together with the planning departments and ministries, because such schools with their 
academic staff were independent of the health system and would be more impartial in 
presenting the findings of research. 

How did WHO intend to carry out the required restructuring, reallocation of 
resources and reordering of ideas and country needs that must take place if it was to 
accelerate primary health care as proposed in the reports and to increase technical 
support to developing countries which lacked the necessary managerial capacity for 
improvements. That process called for long-term technical assistance staff to be 
assigned to ministries of health, and suitable candidates for such assignments would be 
very difficult to find; they must be selected with great care, because they would be 
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working on critical issues and national policies, sometimes involving politics, prejudice 
and power struggles. Paragraphs 4.2 and 5.4 of the report reflected the 
Director-General‘s concern about the roost effective use of the Organization's resources 
to strengthen and rationalize the international transfer of resources and about WHO's 
preparedness to play that part. Recalling the comments made by Mr Rahman, he observed 
that page 123 of the budget volume showed a slight increase in the regular budget coupled 
with a decrease in extrabudge tary funds, and expressed concern about how WHO intended to 
undertake the proposed initiatives, although the percentage of the budget allocated to 
the programme in question was quite high. Would existing funds simply be reallocated, or 
did the Director-General intend to undertake some sort of new initiative to provide 
support to Member States? At any event he was fully in favour of implementing the 
proposals outlined in the document. In fact, other agencies such as UNICEF and the World 
Bank had been much more active than WHO in providing technical support in critical areas. 

Turning to paragraph 2 of Annex 1 to the report, he said that the last sentence, 
beginning "Diseases frequently associated with certain lifestyles affect the same 
population groups must be qualified because in developing countries there were 
problems other than lifestyles, such as working conditions and adjustment to urban life, 
which exposed people to risks out of necessity, not choice. Lastly, he expressed doubts 
about the feasibility of target 1(b) on page 117 of the programme budget document, 
because certain African countries could hardly be expected to achieve 80% coverage by 
1995, even in respect of the essential elements of primary health care. 

Professor KALLINGS, referring to WHO's activities in support of intersectoral 
cooperation, said that there were many practical difficulties in making that concept 
operational, for example, when ministers of health had difficulty in convincing those of 
other sectors to take action needed to protect health. However, as an example of more 
positive aspects, in some countries an intersectoral health council had been set up; in 
Sweden it was under the chairmanship of the Prime Minister. Intersectoral planning was 
indeed crucial for sustained development, including structural adjustment and 
environmental protection affecting the economy and health. Although each country must 
work out its own solution, the role of WHO in promoting that process was very valuable, 
as had been demonstrated by the success of the Technical Discussions on intersectoral 
cooperation and health at the World Health Assembly in 1986. 

He enquired about the status of the progress report called for under resolution 
WHA39.22, and hoped that it would be possible to make additional resources available in 
the light of Mr Furth's recent explanations, since US$ 180 000 only had been allocated 
for global activities. Intersectoral cooperation was an area in which programme managers 
should make joint efforts. 

Dr FERNANDO, referring to paragraph 36, on pages 121 and 122 of the programme budget 
document, asked what action to protect vulnerable groups and appraise the impact of 
development projects on health WHO intended to take； he suggested that that very 
important matter should not be left entirely to international agencies. 

Referring to Professor Kallings' comments, he indicated that in Sri Lanka also 
intersectoral cooperation had been the responsibility of a committee chaired by the Prime 
Minister for over ten years. It might be useful for WHO to investigate the advantages 
and disadvantages of that system. 

Dr NTABA welcomed the budgetary increases at the country and global levels. 
However, since primary health care was very cost-effective, he expressed concern at the 
significant reductions in the funds available from extrabudge tary sources at all levels, 
as reflected on page 123 of the budget volume. He hoped that the donors would continue 
to support that particular budget item. 

He also expressed concern at the reduction in funds for Africa and the lack of 
extrabudgetary funds for that Region, which required special support as indicated in 
section 4 of document EB83/12 and the recommendations in resolution WHA41.34. Many 
valuable and effective primary health care initiatives were under way in Africa, that 
deserved the Organization's full support. 

The Board's discussions on primary health care tended to focus on the basic level, 
overlooking its secondary and tertiary levels, perhaps because the industrialized 
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countries‘ requirements in terms of disease eradication were so different from those of 
many developing countries. Agreeing with the comments of Dr Cabrai, hé considered that 
primary health care must be regarded in its broad context and in the context of each 
particular community. Attention must accordingly be paid to the secondary and tertiary 
levels of primary health care in the developing countries if the effectiveness of the 
approach was to be enhanced. 

Professor MEDINA SANDINO was gratified to note that the proposed prográmme budget 
reflected both the acknowledged need to focus on priorities and also a recognition of the 
specific situation faced by individual countries. She agreed with other members on the 
need to continue to adopt an overall, integrated approach to health systems development, 
with the primary health care strategy as one vital component of that development. 

Many of the activities under the programme now being considered were linked to 
activities under programme 3 and others under programme 2, and she shared 
Professor Kallings‘ concern about how WHO intended to ensure coordination or 
intersectoral cooperation in those areas. She cited as an example the strategies 
proposed by the Organization in document EB83/12 to strengthen primary health care, and 
especially its organization and management, which were closely bound up with programme 
3.2. The approach advocated, particularly the strengthening of district health systems, 
was a crucial one in enabling countries to progress towards the provision of adequate 
services and designing of health systems more suited to local health needs. Other areas 
in which coordination and intersectoral cooperation were essential were human resources 
development, the development and evaluation of technologies and the strengthening of 
research capability. 

She shared some of the concerns expressed by others about the budget. In some cases 
where activities of high priority were at stake, restructuring might not be the only 
answer. What efforts were being made to seek additional resources? The activities in 
question could have a very significant impact in other international and nongovernmentá1 
agencies, especially if they were approached from an intersectoral standpoint. The 
programme was a particularly important one and she would encourage countries to make full 
use of it since it catered especially well to local health needs, especially in regard to 
organization and management. 

She asked whether the study group on the health impact of recent changes in 
financing of health services, referred to in the table on page 529 of document PB/90-91, 
was the same group as the one on economic management referred to on the previous day; if 
not, how did they differ? 

Finally, she drew attention to the last sentence of paragraph 3 of the programme 
statement on page 117 of document PB/90-91, which aptly summed up the situation, and to 
paragraph 32 on page 122 which placed emphasis on the strengthening of district health 
systems and clearly stated the programme's emphasis on the least developed countries. As 
Dr Cabrai had said, the targets might be too high for certain countries, but by focusing 
on the least developed countries and the development of district health systems it would 
be possible to move closer to those goals. 

Dr SAVEL'EV (adviser to Professor Denisov) said that progress in primary health care 
was decisive in attaining the goal of health for all by the year 2000. Regrettably, the 
progress made had fallen short of expectations, as emerged clearly from the programme 
statements in the programme budget document, from Annex 1 to document EB83/12 and from 
the documents of the WHO expert meeting held in Riga in March 1988. The 
Director-General‘s report (document EB83/12) outlined the obstacles to the further 
strengthening of primary health care in the developing countries and pointed to the need 
for support by the developed countries to that effect. WHO had adopted logical and 
realistic approaches through the development of regional primary health care networks, 
infrastructure, management, training, appropriate technology, financial support and 
scientific research and the application of its findings. He agreed that a 
country-specific approach was needed, with particular attention to providing support for 
the development of technical cooperation with other countries and timely, practical 
assistance to health systems. 

One of the most acute problems continued to be the lack of resources and their 
inadequate use； he welcomed WHO's stated intention to promote a more rational use of 



EB83/SR/5 
page 11 

resources, concentrating on priorities and measures that would be of the greatest 
benefit. 

He agreed with the Director-General that measures should be taken to improve 
existing coordinating mechanisms within WHO, bringing together the national, regional and 
global levels, and to forge closer links between governments and interested parties, as 
stated in paragraphs 5.4 and 5.5 of his report. In that connection, he would welcome 
information from the Regional Directors concerning the contribution of technical 
cooperation between developing countries to the development of primary health care, a 
subject amply covered by previous Executive Board and Health Assembly resolutions. 

He drew attention to Section В of Annex 2 of document EB83/12 which highlighted many 
new aspects of WHO's assistance to least developed countries. It would be useful for the 
Programme Committee of the Executive Board to study that aspect of the Organization's 
work in greater detail and report thereon to the Director-General and the Executive 
Board. Closer scrutiny should also be given to the work and findings of the WHO Health 
Resources Group referred to in paragraph 4 of Annex 2 of that document and the resources 
allocated to it. 

On the subject of special assistance to the least developed countries, it would be 
useful for Board Members to have information, preferably in tabular form, on how the 
US$ 10 million in the Special Account for Assistance to the Least Developed among 
Developing Countries had been spent. 

In conclusion, he briefly drew attention to the very important proposals made by the 
head of his country's delegation to the recent session of the United Nations General 
Assembly. The proposals, which were aimed at alleviating the severe debt burden of the 
developing countries and included a moratorium on debt repayments for the least developed 
countries and the development of mechanisms for flexible debt servicing, should make a 
vital contribution to assisting developing countries in need and so helping them to 
achieve progress and consequently the goals of health for all. 

Mr SONG Yunfu drew attention to the references to health manpower development in 
paragraphs 27 and 28 of the programme statement, and to the statement in paragraph 3.4 of 
document EB83/12 that increased WHO support would be given to promoting better management 
practices arid personnel support systems, seeking the introduction of incentives for 
primary health care practice, especially where it involved hardship and less attractive 
public health activities. The question of attracting professional medical personnel to 
remote areas in developing and especially least developed countries, where working 
conditions were often extremely arduous and salaries low, was a crucial one. Such 
professionals were needed in those areas, not only as practitioners but also to train 
local personnel, and local health authorities seldom had the means to offer them the 
requisite incentives. The need for financial support to attract qualified medical 
personnel to remote areas or areas where working conditions were difficult was pressing, 
and an appeal should go out to governments and international and nongovernmental 
organizations to that effect. 

Paragraph 5.4 of document EB83/12 and the question of exceptional support for the 
least developed countries merited particular attention, since health conditions in those 
countries were appalling and health for all would be meaningless if sustainable progress 
was not achieved. Assistance to those countries should not be confined to financial aid, 
but should include assistance in policy making arid management. As the oriental saying 
went, it was not enough to give a peasant a fish, he must be taught how to fish for 
himself. The ultimate aim should therefore be to promote development without, however, 
setting unrealistic targets. In that connection, US$ 10 million of the meagre amount 
that had been paid into the Special Account for Assistance to the Least Developed among 
Developing Countries set up 15 years previously had been spent on assistance to the 
least-developed countries； he would welcome clarifications about how that amount had 
been spent and considered that an effective way should be found of making the best use of 
the account and mobilizing funds for it. 

Not only were there least developed countries but also least developed provinces and 
districts within countries which deserved special support. Although that was primarily 
the concern of the authorities of the countries in question, WHO might be able to play a 
role in exploring ways of providing them with assistance. 

Health development was closely linked to social and economic development, and it was 
therefore crucial to appeal to the international community to place particular emphasis 
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on integral development as a way of promoting health. He accordingly agreed fully with 
the substance of paragraph 2.6 of document EB83/12 and its reference to the development 
of new partnerships and to health as the responsibility of all sectors. 

Finally, he supported the budget proposals for the Western Pacific Region as 
contained in the table found on page 123 of document PB/90-91. 

The meeting rose at 12h35. 


