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Introduction

The history of WHO?s first decade was published in 1958 (I) and that of the second in 1968
(2). The history of WHO?s third decade (3) was published in early 2009, an outcome of WHO’s
global health history initiative. The decision to continue with a history of the fourth decade
soon followed.

WHO’s third decade was characterized by a sense of optimism, perhaps naive in retro-
spect. There was a feeling that progress was possible, not only in health, but in social and eco-
nomic ways to improve individual and collective well-being. This optimism was reflected in the
approval by the Thirtieth World Health Assembly in May 1977 of resolution WHA30.43, which
stated that WHO’s main social target for the coming decades should be for all citizens of the
world to attain by the year 2000 a level of health to enable them to lead socially and economi-
cally productive lives.

At that time, plans were advanced to hold an international conference on primary health
care at Alma-Ata. The conference, in September 1978, adopted the Declaration of Alma-Ata,
which identified primary health care as the key for achieving the health-for-all target. The
Declaration’s demand for social justice in health matters and plea for urgent national and inter-
national action for health were at the heart of all of WHO’s work during the period covered in
this book.

The 1970s have been judged by some historians as the golden age of WHO (see preced-
ing volume on WHO’s third decade), whereas the 1980s were described by Maurice Williams,
the secretary-general of the Society for International Development, as a “brutal and mindless”
decade (4). Maintaining the momentum of the 1970s in such an atmosphere was a challenge that
WHO, under the leadership of its Director-General, Dr Halfdan Mahler, took on by orienting
its work to the health-for-all vision.

Like its predecessors, this account of WHO’s work covers all the major programmes of the
Organization. However, there are some important changes to the structure of this volume.

The first volume covered the first 10 years of WHO’s work (1948-1957) and provided an
extensive review of how international public health evolved. The section dealing with WHO’s
work began with a review of methods and needs, followed by sections on specific topics, start-
ing with malaria. Methods included projects, technical meetings, expert advisory panels and
committees, training, coordination and cooperation, and investigation and research; needs
were addressed in a region-by-region review of outstanding health problems, including a brief
account of regional activities and administrative arrangements.

The volume on the second decade opened with a review of worldwide and regional health
problems, followed by chapters on individual programmes, beginning with the organization of
health services, education and training, and communicable diseases. The work of the governing
bodies (World Health Assembly, Executive Board and regional committees) covered in the last

vii
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viii

chapter contains brief descriptions of some of their activities; the various studies
carried out by the Board, for example, are merely listed by title.

Owing to the increasingly prominent role played by the governing bodies in
the Organization’s work, the history of the third decade paid more attention to
their decisions and activities. As many of their studies had a direct impact on the
development of WHO’s work, there is a chapter devoted to general programme
development. Instead of describing global and regional health needs, the third
decade history began with a summary of the global political, socioeconomic and
institutional context, including an extensive account of efforts made by the United
Nations to improve interagency coordination at the country level. Later chap-
ters dealt with the individual programmes, more or less in the same order as the
second decade history.

The reader will note from this volume’s table of contents some similarity
with the third decade history, as well as some radical changes in how the work
of the different programmes is presented. Following the logic of the Seventh
General Programme of Work (see Chapter 2), the chapters covering individual
programmes are grouped into four parts: health systems infrastructure; health
science and technology - health promotion and care; health science and technol-
ogy - disease prevention and control; and programme support. New subjects are
introduced at the subprogramme level: district health systems based on primary
health care; intersectoral action for health; and women, health and development,
for example. Perhaps the most striking feature of this new structure is the group-
ing of all diseases, both communicable and noncommunicable, into one chapter
(Chapter 15), the rationale being that each programme was expected to concern
itself with the science and technology of disease prevention and control, leaving
the actual application for the health system to carry out.

There is also an important change to the chapter dealing with the governing
bodies and WHO’s general programme development. With the growing involve-
ment of the governing bodies in formulating policies, strategies and plans of
action, these elements are covered in their entirety in the chapter that deals with
these bodies. The chapter that addresses WHO’s general programme develop-
ment now deals mostly with internal managerial mechanisms used to bring the
Organization’s individual programmes in line with the policies, strategies and
action plans agreed to by the governing bodies. It also examines coordination
and collaboration with other organizations, UNICEF in particular. As with its
predecessor, this account is largely a record of the records; that is, one drawn from
reports of the activities of the Organization and its partners. It is based almost
exclusively on publications of that period; no effort has been made to look forward
to assess the success or failure of initiatives that started during the fourth decade.
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Declaration of Alma-Ata

The International Conference on Primary Health Care, meeting in Alma-Ata this twelfth day
of September in the year Nineteen hundred and seventy-eight (Alma-Ata 1978), expressing the
need for urgent action by all governments, all health and development workers, and the world
community to protect and promote the health of all the people of the world, hereby makes the
following Declaration:

The Conference strongly reaffirms that health, which is a state of complete physical, mental and
social well-being, and not merely the absence of disease or infirmity, is a fundamental human
right and that the attainment of the highest possible level of health is a most important world-
wide social goal whose realization requires the action of many other social and economic sectors
in addition to the health sector.

Il

The existing inequality in the health status of people, particularly between developed and devel-
oping countries as well as within countries, is politically, socially and economically unaccepta-
ble and is, therefore, of common concern to all countries.

i

Economic and social development, based on a New International Economic Order, is of basic
importance to the fullest attainment of health for all and to the reduction of the gap between the
health status of the developing and developed countries. The promotion and protection of the
health of the people is essential to sustained economic and social development and contributes
to a better quality of life and to world peace.

v

The people have the right and duty to participate individually and collectively in the planning
and implementation of their health care.

vV

Governments have a responsibility for the health of their people which can be fulfilled only
by the provision of adequate health and social measures. A main social target of governments,
international organizations and the whole world community in the coming decades should be
the attainment by all peoples of the world by the year 2000 of a level of health that will permit
them to lead a socially and economically productive life. Primary health care is the key to attain-
ing this target as part of development in the spirit of social justice.

ix
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Vi

Primary health care is essential health care based on practical, scientifically sound
and socially acceptable methods and technology made universally accessible to
individuals and families in the community through their full participation and at a
cost that the community and country can afford to maintain at every stage of their
development in the spirit of self-reliance and self-determination. It forms an integral
part both of the country’s health system, of which it is the central function and main
focus, and of the overall social and economic development of the community. It is
the first level of contact of individuals, the family and community with the national
health system bringing health care as close as possible to where the people live and
work, and constitutes the first element of a continuing health care process.

Vii

Primary health care:

1. reflects and evolves from the economic conditions and socio-cultural and
political characteristics of the country and its communities and is based on
the applications of the relevant results of social, biomedical and health ser-
vices research and public health experience;

2. addresses the main health problems in the community, providing promotive,
preventive, curative and rehabilitative services accordingly;

3. includes at least: education concerning prevailing health problems and the
methods of preventing and controlling them; promotion of food supply and
proper nutrition; an adequate supply of safe water and basic sanitation; mater-
nal and child health care, including family planning, immunization against
the major infectious diseases; prevention and control of locally endemic dis-
eases; appropriate treatment of common diseases and injuries; and provision
of essential drugs;

4. involves, in addition to the health sector, all related sectors and aspects of
national and community development, in particular agriculture, animal hus-
bandry, food, industry, education, housing, public works, communications and
other sectors, and demands the coordinated efforts of all those sectors;

5. requires and promotes maximum community and individual self-reliance
and participation in the planning, organization, operation and control of pri-
mary health care, making the fullest use of local, national, and other available
resources; and to this end develops through appropriate education the ability
of communities to participate;

6. should be sustained by integrated, functional and mutually-supportive refer-
ral systems, leading to the progressive improvement of comprehensive health
care for all, and giving priority to those most in need;

7.  relies, atlocal and referral levels, on health workers, including physicians, nurses,
midwives, auxiliaries and community workers as applicable, as well as tradi-
tional practitioners as needed, suitably trained socially and technically to work
as a health team and to respond to the expressed health needs of the community.
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Vil

All governments should formulate national policies, strategies and plans of action
to launch and sustain primary health care as part of a comprehensive national
health system and in coordination with other sectors. To this end, it will be nec-
essary to exercise political will, to mobilize the country’s resources and to use
available external resources rationally.

IX

All countries should cooperate in a spirit of partnership and service to ensure pri-
mary health care for all people since the attainment of health by people in any
one country directly concerns and benefits every other country. In this context the
joint WHO/UNICEF report on primary health care constitutes a solid basis for the
further development and operation of primary health care throughout the world.

X

An acceptable level of health for all people of the world by the year 2000 can be
attained through a fuller and better use of the world’s resources, a considerable
part of which is now spend on armaments and military conflicts. A genuine policy
of independence, peace, détente and disarmament could and should release addi-
tional resources that could be devoted to peaceful aims and in particular to the
acceleration of social and economic development of which primary health care,
as an essential part, should be allotted its proper share.

%

The International Conference on Primary Health Care calls for urgent and
effective national and international action to develop and implement primary
health care throughout the world and particularly in developing countries in a
spirit of technical cooperation and in keeping with a New International Economic
Order. It urges governments, WHO and the United Nations Children’s Fund
(UNICEF), and other international organizations, as well as multilateral and
bilateral agencies, nongovernmental organizations, funding agencies, all health
workers and the whole world community to support national and international
commitment to primary health care and to channel increased technical and finan-
cial support to it, particularly in developing countries. The Conference calls on
all the aforementioned to collaborate in introducing, developing and maintaining
PHC in accordance with the spirit and content of this Declaration.

Xi






Global political, socioeconomic and
institutional context

The promise of the third decade was still in the air in the period immediately after Alma-Ata,
as witnessed by the fourth meeting of ministers of health of the non-aligned and other devel-
oping countries, in Geneva in 1980, adopting a resolution supporting the goal of health for all
by the year 2000, and asking all countries in the movement to develop a programme of action.
This was consistent with the aspirations of the New International Economic Order (NIEO), a
set of proposals for which the developing world had so vigorously fought at the United Nations
Conference on Trade and Development.

With the election of conservative leaders in the United States of America and the United
Kingdom, the NIEO was effectively terminated. The dialogue between developed and develop-
ing countries that had characterized the NIEO movement in the 1970s came to an end when
the 1981 session of the Conference on International Economic Cooperation in Cancun, Mexico,
failed to reach a consensus. The solidarity of the Non-Aligned Movement (the intergovernmen-
tal organization of states not aligned formally with or against any major power bloc) diminished
as each country sought to best position itself in the face of the economic crisis that would
adversely affect many for more than a decade.

The non-oil-producing developing countries were already suffering economically when the
second oil price hike in a decade occurred in 1981. The steady, strong economic growth from 1977
to 1981 suddenly halted. By 1983, the growth rate in developing countries had dropped to 1%, a
figure that concealed wide variations between regions: in Africa and the Middle East, there was
no growth and a decline in per capita income; in Latin America by the end of 1984, average gross
domestic product (GDP) had fallen to the level of 1976; growth in Asia was still 5% but much lower
in the seven least developed countries of the region; in the western hemisphere, output dropped
1%, except in eastern Europe, where economies were generally sheltered from these trends (1).

The sharp rise in oil prices in 1981 led to acute balance-of-payment problems for most
developing countries that imported oil. This, added to the increased value of the United States
dollar (up 45% between 1979 and 1984) and the falling terms of trade between developing and
developed countries, led to countries going further into debt. In 1983, debt service payments
consumed 27% of Africa’s export earnings, and total debts were estimated at 59% of GDP.

The position of sub-Saharan Africa began to deteriorate in the late 1970s. Conditions wors-
ened when the most severe drought in 15 years hit large parts of the region in 1982 and contin-
ued for several years. Food production in the 24 most seriously affected countries declined by
15% between 1981 and 1983. One person in five in this area was being fed from imports.

In his progress report released in November 1985, the Director-General Dr Mahler said: “The
world population increases by more than 80 million each year, 90% of the increase occurring in
the South; 2000 million people live on very low wages, one in five of them are trapped in absolute
poverty; 600 million have no jobs, and some studies estimate that in Africa and Latin America
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most of the labour force incorporated during the 1980s will be without employment in 1990.”
Most countries were unable to sustain sufficient exports to pay for essential imports and to
service foreign debts (2).

To meet mounting payment obligations in the face of such difficulties, many countries
negotiated structural adjustment programmes so they could resume economic growth and
development. These programmes aimed to reduce inflation and deficits in budgets and the bal-
ance of payments, and to restore growth. By 1987, 44 developing countries had adjustment pro-
grammes with the International Monetary Fund (IMF). More significantly, the number of these
countries with World Bank structural adjustment loans rose continuously: from three countries
in 1980, when this lending began, to 29 in 1987. World Bank loans, made to countries with an
IMF programme in place, were generally over a longer term, 10 years for example, and intended
to address the “dislocations” associated with the adjustment process (3). As a consequence, debt-
laden developing countries were spending much more on debt service than on social services.

By 1987, the economic crisis was persisting much longer than expected. Per capita real
income and consumption levels had declined significantly in sub-Saharan Africa, Latin America
and western Asia, with no strong recovery in sight. In Latin America, as well as in the poorest
parts of the world elsewhere, debt was expected to remain constant or to grow.

The crisis impacted most directly on household incomes; individuals and households had
a reduced capacity to pay for goods and services, from both the private sector, where prices had
risen for many key items, and from the public sector, where availability had fallen and charges
been introduced or increased. Different effects were observed within populations, with poverty
rates increasing overall. In particular, the buying power of the urban unemployed eroded and
employment opportunities declined. Marginal groups in rural areas were also adversely affected.

The combination of falling national income, increased population, contraction in the public
sector and priority given to debt service, led many governments to cut spending on health,
both capital spending and recurrent budgets, the latter considered more serious as it led to a
decline in the quality of services offered. Public sector professionals — pharmacists, technicians
and others - moved to the private sector. Many physicians sought better opportunities in other
countries, while many community health workers left the sector owing to the lack of remunera-
tion and promotion prospects.

Intransigent recession in the industrialized world, declining commodity prices, rising inter-
est rates, trade barriers and crippling international debt took their toll; the number of countries
designated by the United Nations General Assembly as “least developed” grew from 24 in 1972
to 47 in 1991. Overall growth in these countries shrunk to about 3% annually, and per capita
growth to 1%, compared with averages of 5.5% in the 1960s and 3% in the 1970s. The impact
of these developments on the health of populations was difficult to assess owing to insufficient
data. Despite these alarming trends, available aggregated national data suggested the overall
health of people throughout the world continued to improve during this period.

The economic crisis impacted on WHO’s work. The Director-General wrote in 1981 that
although the climate was “chilly outside”, where there was “war, conflict, economic instabil-
ity, confrontation, and deadlock in the North/South dialogue”, inside, the Organization was
“warm”, as there was “high expectation, determination to attain the goal of health for all, hectic
activity to define strategies for reaching that goal, and, in this endeavour, cooperation as never
before among Member States at all stages of development”. Nevertheless, as the decade pro-
gressed, the Organization faced extreme budgetary constraints, which restricted its ability to
help countries in need.



Chapter 1 Global political, socioeconomic and institutional context

The United Nations Third Development Decade

Following a proposal by the United States President John F Kennedy, the United Nations General
Assembly adopted in December 1961 resolution 1710 (XVI), designating that decade as the
United Nations Development Decade and requested that the United Nations system “develop
proposals for the intensification of action in the fields of economic and social development”.
The Economic and Social Council made preparations for the Second Development Decade in
1966, and resolution 2626 (XXV), adopted in October 1970, proclaimed 1 January 1971 as its
starting date. With WHO?’s involvement, specific global health objectives were established. Each
developing country was asked to formulate a programme to prevent and treat diseases, and raise
general levels of health and sanitation.

The economic crisis in the early 1970s hampered efforts to achieve the goals of the Second
Development Decade. Declining food reserves, high inflation followed by spiralling prices for
staple foods, the energy crisis, a shortage of fertilizers, droughts and an ever-increasing popula-
tion contributed to a deteriorating nutritional situation. Setbacks in the fight against malaria
and other parasitic and sexually transmitted diseases were noted. The picture was not, however,
entirely bleak, as evidenced by the remarkable achievement of eradicating smallpox.

Following the United Nations General Assembly adopting resolution of 34/58 on health as
an integral part of development, the Economic and Social Council recommended that it adopt a
resolution on the Global Strategy for Health for All by the Year 2000, which it did in December
1981 (resolution 36/43). In it, the General Assembly recognized that implementing the Global
Strategy would help improve overall socioeconomic conditions and fulfil the International
Development Strategy for the Third Development Decade. It endorsed the strategy and urged
all Member States to ensure its implementation and cooperate with one another and WHO to
that end. It requested all appropriate United Nations organizations and institutions also col-
laborate with WHO to carry out the strategy.

In the new International Development Strategy adopted by the General Assembly for the
Third Development Decade (resolution 35/56), starting on 1 January 1981, the New International
Economic Order still provided the framework within which governments, individually and col-
lectively, pledged their determination for its establishment. With the goals and objectives of the
Second Development Decade “largely unfulfilled” and “negative trends in the world economy”
adversely affecting developing countries and impairing their growth prospects, the strategy for
the third decade called for accelerated development in these countries, including the following
six targets: a 7% average annual rate of GDP; a 7.5% annual rate of expansion of exports and an
8% annual rate of expansion of imports of goods and services; an increase in gross domestic
savings to reach about 24% of GDP by 1990; a rapid and substantial increase in official develop-
ment assistance by all developed countries, to reach or surpass the target of 0.7% of GNP of
developed countries; a 4% average annual rate of expansion of agricultural production; and a
9% annual rate of expansion of manufacturing output. The strategy also aimed to achieve by
the year 2000 full employment, universal primary school enrolment, and life expectancy of 60
years as a minimum, with infant mortality rates no higher than 50 per 1000 live births.

The strategy also set out policies in international trade, industrialization, food and agricul-
ture, financial resources for development, international monetary and financial matters, science
and technology for development, energy, transportation, the environment, human settlements,
disaster relief, and social development, as well as in technical cooperation (including cooperation
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among developing countries themselves), and special measures for the least-developed and geo-
graphically disadvantaged countries, such as islands and landlocked developing countries.

The strategy called for the international community to provide adequate financial and tech-
nical resources to help train personnel in developing countries. It endorsed primary health care
as the key measure for achieving health for all and called for infant mortality rates to be reduced
to less than 120 per 1000 births in the poorest countries, and life expectancy rates to rise to a
minimum 60 years in all countries.

In pursuit of goals highlighted during the International Year of the Child in 1979, child
welfare and the essential role of the family in the balanced development of the child would be
stressed. Efforts would be made to improve the living conditions of children and to eliminate
child labour in order to conform to international labour conventions. The large number of
children under 15 living in poor rural and urban areas was to receive special attention.

The strategy called for entire populations to participate at all stages of the development
process. In line with the programme of action adopted by the World Conference of the United
Nations Decade for Women, women were to play an active role in that process. All countries
would aim to secure for women equal participation both as agents and as beneficiaries in all sec-
tors and at all levels of the development process. Women should have better access to nutrition,
health services, education and training, employment, and financial resources. They should also
be able to participate in the analysis, planning, decision-making, implementation and evalua-
tion of this development.

Specific action to achieve health for all by 2000 included establishing a comprehensive
system of primary health care as an integral part of a more general health system. Providing
primary health care (PHC) would be part of a drive to improve nutrition and living standards,
and basic infrastructure for supplying safe water and basic sanitation. Developing appropri-
ate technologies, providing essential drugs, preventing dangerous and hazardous drugs being
introduced, promoting health-related research, and training health personnel at all levels,
including physicians, were seen as complementing the results expected from the multiplication
of primary health care centres.

As described above, the Third Development Decade fared poorly. Not only had the eco-
nomic situation in developing countries worsened, assistance from the developed world had
diminished. By 1990, only five donor countries had met the United Nations target of donating
0.7% of their GNP to development: Norway, the Netherlands, Denmark, Sweden and France.
Canada and Germany had achieved a level of 0.4% of their GNP. The United States, which had
never agreed to the United Nations target, had given only 0.2%.

Important developments in UNICEF and the World Bank

The new International Development Strategy outlined policy measures required in the follow-
ing fields: international trade; industrialization; food and agriculture; financial resources for
development; international monetary and finance matters; technical cooperation; science and
technology for development; energy; transport; economic and technical cooperation among
developing countries; least developed countries, most seriously affected countries, develop-
ing island countries and land-locked developing countries; the environment; human settle-
ments; disaster relief; and social development. While the prime responsibility for development
rested with countries themselves, developing countries expected much of the international
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community and the United Nations system, beginning with an end to colonialism, imperialism,
neo-colonialism, interference in internal affairs, apartheid, racial discrimination, hegemony,
expansionism and all forms of foreign aggression, and occupation.

Links between the development strategy and United Nations system strategies already in
place were identified: the Lima Declaration and Plan of Action on Industrial Development and
Cooperation (1975); the Declaration of Principles and the Programme of Action adopted by
the World Conference on Agrarian Reform and Rural Development (1979); the United Nations
Conference on Trade and Development (1979); the results of the United Nations Conference
on New and Renewable Sources of Energy; the Vienna Programme of Action on Science and
Technology for Development (1979); United Nations Conference on the Least Developed
Countries (to be convened in 1981); the World Population Plan of Action; the World Conference
of the United Nations Decade for Women (1980); and the Transport and Communications
Decade in Africa, 1978-1988.

The specialized agencies and organs of the United Nations were asked to help review and
appraise at both the global and regional levels.

There was a strong push early in the 1970s (see third decade history) to institutionalize col-
laboration within the United Nations system, especially at the country level. When this did not
materialize, the individual organizations, WHO included, returned to earlier forms of collabo-
ration, namely, building partnerships around specific issues and problems. Later chapters in
this volume discuss programmes and projects developed in collaboration with other agencies.
Because of the key role of United Nations Children’s Fund (UNICEF) in many such endeavours,
its history during this critical time is examined more closely, along with that of the World Bank,
whose role in health increased dramatically during this decade; lending for the health sector
rose to substantial levels by 1987.

UNICEF

In 1976, the UNICEF Executive Board committed itself to the basic services approach. By this
time, however, UNICEF and WHO were well advanced towards agreeing on an alternative
approach to health care, that of primary health care. At the 67" session of the Administrative
Committee on Coordination, Henry Labouisse, UNICEF’s Executive Director, indicated that
the basic services approach “would concentrate on local participation and local resources”. He
said he hoped it would “eventually become part of a more comprehensive programme on an
interagency basis” (4).

UNICEF was a cosponsor of the Alma-Ata Conference, for which it helped prepare all
the documentation. It had strengthened the text to distinguish primary health care from ear-
lier efforts to improve the health services in the developing world, emphasizing the need to
place health within a wide developmental sphere and to energize health system development by
involving individuals and communities.

During this period, WHO once again became concerned about UNICEF taking over its
role of recruiting professional staff with public health expertise. The previous WHO Director-
General, Dr Marcolino Candau, believed it would be “confusing” if UNICEF were to recruit
doctors, but when Dr Mahler was approached in 1977 on this issue, he expressed no objection,
provided the doctors would not give advice contrary to WHO policy, a condition UNICEF
accepted. In the post-Alma-Ata context, however, the concern was not so much about UNICEF’s
right to hire professional staff — doctors, nurses, engineers and social scientists — as how this
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might interfere with coordination between the organizations. As UNICEF country-based staff
had far more freedom than their WHO counterparts to act without higher-level approval,
UNICEF began to “operate separately from WHO [at the country level] ... at the same time
[that] the number of WHO technical advisory teams... tended to diminish” (5).

With James Grant’s arrival as Executive Director in January 1980, UNICEF’s priorities
and approaches changed, creating further tensions with WHO (see Chapter 3). As a first step
towards exploring new directions, he reorganized UNICEF’s headquarters and established a
group of “sectoral and multisectoral specialists” with operational as well as advisory duties.
They were to be involved in “innovative projects testing ideas in the field, learning from practice
and synthesizing the experience so that new values could be distilled, successful experience
disseminated and replicated where possible” (6).

The new direction under Grant quickly emerged. In 1983, UNICEF’s Child Survival
Revolution pushed to the forefront four health interventions, the so-called GOBI package:
growth monitoring; oral rehydration therapy; breastfeeding; and immunization. Progress would
be measured by infant mortality. Although a few UNICEF Executive Board members expressed
concern about losing sight of the “whole child”, it approved the new strategy and directed
UNICEEF to “work with government and, as appropriate, with nongovernmental organizations”,
which it recognized as “important channels for furthering primary health care” (7). By 1986,
however, the subject of primary health care no longer appeared on the agenda of UNICEF’s
Executive Board.

Following a conference in Bellagio, Italy, in 1984, a Task Force for Child Survival was formed
with members from the Rockefeller Foundation, UNICEF, the United Nations Development
Programme (UNDP), WHO and the World Bank. The United States Centers for Disease Control
(CDC) in Atlanta served as its executive secretariat. In the WHO annual report, the title of
this conference is given as ‘Protecting the world’s children: vaccines and immunization within
primary health care’, while in the Rockefeller Foundation’s web site there is no mention of
primary health care.

The task force’s mandate, however, was understood. The first task this group undertook
was to accelerate immunization in several countries. UNICEF adopted “children first” as its
umbrella theme to mark its 40th anniversary in 1985. The United Nations used this occasion
(resolution 40/210) to recognize that many developing countries had recently embarked upon
major child survival and development efforts, citing the “renewed potential for achieving the
goal of universal child immunization by 1990, which is an important part of the primary health
care strategy”. A meeting held in October 1985 in Cartagena, Colombia, reaffirmed the 1990
immunization goal. African ministers of health declared 1986 African Immunization Year; and
in 1987, the Organization of African Unity (OAU) summit in Addis Ababa declared that 1988
would be the Year for the Protection, Survival and Development of the African Child.

Together with WHO, UNICEF helped launch in late 1987 the Bamako Initiative, a “novel
approach ... to assuring the health of women and children through the financing and manage-
ment of essential drugs in districts and communities” (8).

The World Bank

In the 1960s, the World Bank was not involved directly in health projects, but it did make
loans available for population, drinking-water and sewerage projects. Concern about popula-
tion growth led the Bank to add building health facilities to its population projects. Almost 60%
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of the total costs of population projects were invested in facilities for mother and child care that
included family planning services. Various educational projects targeted health services; one in
Uganda in 1971 helped train paramedical personnel for rural preventive services, and another
in the United Republic of Tanzania in 1973 helped train doctors who would supervise the health
care given by paramedical personnel in rural areas.

Making health services available was built into land settlement schemes as part of the
minimum package necessary to make the settlements viable. Health measures were included in
rural development projects to guard against prevailing menaces; schistosomiasis in irrigation
schemes, for example. A more ambitious effort was to control endemic diseases that inter-
fered with the agricultural exploitation of fertile lands, such as the Onchocerciasis Control
Programme in West Africa in 1974 involving WHO, UNDP and the Food and Agricultural
Organization (see Chapter 15).

This programme was just a beginning, “but only a beginning”, according to one commenta-
tor. “Practically nothing has been done in the way of systematic economic analysis of the various
specific obstacles to economic development posed by disease and of the economic and social
costs and benefits of projects to remove them. Without this basic information it is impossible
for a government or aid agency to allocate investment optimally between disease control as such
and other more conventional investment projects. In the meantime, it is highly improbable that
the existing distribution of resources is anywhere near optimal.” (9)

The lack of epidemiological and economic evidence did not prevent the authors of the first
study published by the World Bank to specifically address health issues from concluding that “to
improve the health of the poor in the developing countries, it is essential to devise programmes
which will improve sanitation and water supplies, housing, personal health practices and nutri-
tion, and promote family planning and simple preventive health measures”. Investing in such
services alone might not be enough to prevent population growth from undermining economic
gains obtained through reduced absenteeism, increased labour productivity and better exploita-
tion of natural resources. The authors argued, therefore, that improvements in health had to be
accompanied by other measures to promote socioeconomic development. Health programmes,
therefore, “should not be isolated efforts, but should form part of a broad programme for socio-
economic improvement designed to reduce mortality and fertility” (10).

The World Bank had decided before the 1975 health sector review that it would continue to
increase awareness of the health consequences of the projects it supported and of the opportuni-
ties for improving health that were available via loans. The review served to strengthen the Bank’s
resolve to minimize adverse side-effects on health from its lending operations in other sectors,
make key interventions to improve the health of low-income groups and to conduct field experi-
ments “to test selected elements of a reformed health-promotion system within rural development,
population, and sites and services projects” (9). At this time, investing in health was undertaken
with other development projects in mind, including population and family planning ones.

Lending directly for health was initiated by the Bank at the end of the 1970s. Several fac-
tors seemed to contribute to this change of policy. First, the view that better health necessarily
resulted in accelerated population growth had been challenged. The alternative hypothesis -
rates of infant mortality motivate high birth rates — received empirical support and gained
widespread political acceptance. Most countries attending the Bucharest Conference on
Population in 1974 endorsed the notion that economic development and health improvements
were prerequisites for fertility decline. The second key factor was a shift from economic growth
(following the trickle-down theory of development) to the development of human resources;
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better health, especially among adults, would help improve the economic status of the poor and
expand total output.

International concern in the mid-1970s for meeting basic human needs, along with evidence
of several low-income countries significantly reducing disease using simple, low-cost methods
of health care, further justified the Bank’s decision to enter the health field more seriously. The
Alma-Ata Conference on Primary Health Care “gave political and professional legitimacy to
this new consensus on health priorities” (11).

Despite the upbeat tone of the 1980 health sector paper, by 1986, the Bank’s study of popula-
tion growth in Africa indicated that “the unprecedented rate of population growth in Africa -
which averaged 3% per year — was frustrating efforts at social and economic development” (12).
That rapid population growth was contributing to poverty seemed evident, yet the “framing
and testing of refutable hypotheses” regarding this relationship touched on “peculiarly personal
subjects — the family, human reproduction, relations between the young and old, between men
and women. Those who bring science to these personal realms tread a peculiar path, one where
scientific objectivity is more elusive than ever. But the path is one which commands our atten-
tion; population and poverty are not subjects to be ignored” (13). This position was central to the
Bank’s 1980 World Development Report on Poverty and Human Development, in which growth
was recognized as vital for reducing poverty, though not sufficient on its own (14).

Recognizing that the poor often lived at the geographic or social periphery and that reach-
ing this “client group” was of the greatest importance for the Bank’s population, health and
nutrition (PHN) projects, a review sought to determine whether the Bank could do better.
Unfortunately, there was “no established criteria for judging whether the Bank’s PHN projects
[were] sufficiently responsive to client needs”. Furthermore, the Bank was judged to have not
“done enough to target project-financed services to priority clients, particularly the most dis-
advantaged at the periphery”. To improve their performance, “borrowers and the Bank should:
learn more about clients’ perceptions and behaviour; do more to target the clients most in need
of services; involve clients more in designing, monitoring and implementing programmes; give
public-sector providers stronger incentives to understand and reach out to clients; make more
use of client-responsive service delivery systems outside the public sector; and, carry out more
evaluation studies to determine the responsiveness of programs to clients” (15).

Bank economists, too, were calling for further studies of households; the impact of health on
labour and school productivity, cost-benefit analyses of health investments, and the consequences
of poor health for households and communities, for example. The prospects for breaking new
ground in cost-benefit analysis were judged to be “huge in the long run, but poor in the short run”
because “in the current environment, academic researchers doing applied research inevitably are
drawn to areas of work where a research tradition has already developed (the paradigm is set),
where methodological issues are relatively well-drawn (though breakthroughs may be needed,
the need itself is implicitly recognized) and where data are already available or the mechanism for
collecting data are well known ... none of these factors obtains today [in 1989] ” (16).

By 1990, Africa’s situation was described by World Bank president Robert McNamara as a
“development crisis: agricultural stagnation, population explosion, and environmental degra-
dation” (17). In the interim, the Bank had released a health-care policy paper on financing health
services that proposed interventions to relieve “governments of spending public resources on
health care for the rich ... so that more could be spent for the poor” (18). Four directions were
outlined: enforce fee payment for health services; encourage the privatization of health services;
promote (private) insurance programmes; and, decentralize the management of health care.
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Governing bodies: policy basis

All of WHO’s work is guided by decisions taken by its governing bodies: the World Health
Assembly and the Executive Board. The Health Assembly comprises delegates representing
Member States (Members), while the Board is made up of persons designated by Members
selected by the Health Assembly. WHO’s Secretariat comprises the Director-General and tech-
nical and administrative staff.

The Health Assembly meets once a year, usually in May. It determines the policies of the
Organization, reviews the activities of the Board and the Secretariat, instructs the Board to
undertake actions or studies, reviews and approves the budget, and considers recommendations
bearing on health made by the United Nations.

The Board acts as the executive organ of the Health Assembly, implementing its decisions
and policies. It meets twice a year, usually in January, at its main session, and immediately after
the Health Assembly, when it meets for only a few days. One of its major responsibilities is to
submit to the Health Assembly for its consideration and approval a general programme of work
covering a specific period. The fourth decade was covered by two such programmes, that of the
sixth, which covered 1978-1983, and the seventh, which covered 1984 to 1989. The Board can
also submit advice or proposals to the Health Assembly on its own initiative.

Article 29 of the WHO Constitution states that the Board shall exercise on behalf of the Health
Assembly the powers delegated to it by that body. Article 38 provides the Board with the authority
to establish committees to serve any purpose within the competence of the Organization.

During the biennium 1978-1979, WHO’s governing bodies began to play a more active
role in shaping the Organization’s policies and guiding its work, a development which steadily
continued in the years that followed. The Board assumed greater responsibilities, presenting
major issues and advice to the Health Assembly and carrying out the decisions and policies of
the Health Assembly. The Board increasingly correlated its own work with that of the Health
Assembly and the regional committees, monitoring the regional committees” adherence to the
Health Assembly’s policies. The regional committees also played a more active role, many of
them setting up subcommittees to deal with such matters as the programme of work and techni-
cal cooperation among developing countries, and also to advise the regional directors.

The scope of the Executive Board Programme Committee was broadened. On behalf of the
Board, it monitored the implementation of budget policy and strategy, examining each pro-
gramme at its November session in preparation for the January session of the Board. It reviewed
progress under the Sixth and Seventh General Programme of Work and selected programmes.

13
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Strategies and plans of action for achieving
health for all by the year 2000

Following the Declaration of Alma-Ata in September 1978 - calling for national, regional and
global strategies for health for all, based on primary health care — the Executive Board prepared
guiding principles to formulate such strategies. These principles were adopted in May 1979
by the Thirty-second World Health Assembly, which endorsed the report of the International
Conference on Primary Health Care, stressed that strategies should be formulated by the coun-
tries themselves and requested the Director-General ensure priority was given to this work
(resolution WHA32.30). In addition, the Director-General was asked to commission a study on
ways to strengthen WHO’s cooperation in this field with other organizations within the United
Nations system (resolution WHA32.24).

At their 1979 sessions, the regional committees pledged to formulate strategies. (Regional
action is described in Chapter 4.) The regional strategies were used to help prepare the Global
Strategy, which was adopted by the Health Assembly in 1981 (resolution WHA34.36). By this
time, more than half of WHO’s Member States had prepared national strategies for health for all.

The Global Strategy for Health for All provided guidelines to governments on how to
develop health systems based on primary health care to suit differing health, social, economic,
cultural, and political situations (I). It showed how cooperation between countries could be
improved and defined the role of WHO. The Global Strategy provided “guidance” and “not
supranational prescriptions, because the action outlined has to be interpreted and adapted
nationally and locally in order to give it flesh and blood” (2). Its main component was to
develop, starting with primary health care, health system infrastructure to deliver country-
wide programmes that reached entire populations and included measures for health promo-
tion, disease prevention, diagnosis, therapy and rehabilitation. The strategy specified measures
to be taken by individuals and families in their homes, by communities, by the health services
at the primary and supporting levels, and by other sectors. It also called for technology that was
appropriate for the country concerned, scientifically sound, adaptable to local circumstances,
acceptable to those for whom it was used and to those who used it, and could be affordably
maintained. Social control of health infrastructure and technology was to be obtained by a
high degree of community involvement.

The governing bodies focused on mobilizing resources to implement the strategy. Member
States were urged to allocate adequate resources for their national strategies and to increase
substantially, where possible, their voluntary contributions for activities that formed part of
the health-for-all strategy. Agencies, programmes and funds within the United Nations system
were similarly encouraged. The WHO Director-General was asked to help developing countries
prepare proposals for external funding for health and identify external resource requirements.
To this end, the Director-General invited representatives of bilateral, multilateral, and non-
governmental agencies, as well as those of developing countries, to meet in a Health Resources
Group for Primary Health Care (see Chapter 3).

The Executive Board was asked to review regularly the international flow of resources in
support of the health-for-all strategy to ensure they were used efficiently and to report on those
matters to the Health Assembly, which carried out a similar review with the aim of encouraging
Member States in a position to do so to contribute additional resources to this effort.

The Board devised a plan of action to implement the Global Strategy, one that stipulated what
was expected of Member States, the governing bodies of WHO and of the Director-General and
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regional directors. This plan was adopted by the World Health Assembly in 1982 (3). It called
on Member States to review their health policies in the light of the Global Strategy, formulate
national strategies and develop national plans of action. The Health Assembly impressed upon
Member States the need for the people to take an active role. Regional committees were asked
to refresh and adapt strategies where necessary, prepare national plans of action and submit
proposals for the seventh and subsequent general programmes of work. The Board was asked to
monitor efforts worldwide to implement the plan of action and to report to the Health Assembly
on its progress and any problems encountered. The Board was also asked to formulate the
Seventh General Programme of Work as WHO?’s support for that strategy (see below).

To make it easier for Member States to monitor and report on their strategies, the Director-
General prepared a “common framework and format for monitoring progress in implementing
the strategies for health for all by the year 2000”. Implementation was understood to “depend first
and foremost on the action of Member States themselves, individually and jointly”. At the same
time, “the burning question” was how to ensure Member States had adequate resources to imple-
ment the strategy (2). This question soon became critical as the world economic recession had
already led to a decline in average per capita income for developing countries in 1981 and 1982.

During the Thirty-sixth World Health Assembly, the Director-General suggested that the
spiritual dimension in health be considered and prepared some “reflections” for discussion
by the Board (4). This spiritual dimension, which was incorporated at the following Health
Assembly into resolution WHA37.13, implies “a phenomenon that is not material in nature
but belongs to the realm of ideas, beliefs, values and ethics that have arisen in the minds and
conscience of human beings, particularly ennobling ideas”. One such idea was the concept of
health for all, one that was greatly influenced by such qualities “as a sense of decency, empathy
with the world’s health underprivileged, compassion, and the desire for social justice regarding
health”. The health-for-all call for a “socially productive life” had a non-material connotation,
as a prerequisite for social productivity is “awareness by people and communities of the factors
affecting their health as well as their involvement in shaping their own health destiny”. This
involvement could only proceed “in ways that are commensurate with their value systems,
their beliefs, their attitudes and their customs”. Resolution WHA31.13 invited Member States
to consider including in their health-for-all strategies a spiritual dimension as defined in this
resolution in accordance with their own social and cultural patterns.

Subsequent developments in the health-for-all strategies are evaluated below.

Programme of work and programme budget

The Sixth General Programme of Work, which was approved by the Twenty-ninth session of the
World Health Assembly in 1976 (resolution WHA29.20), covered the period 1978-1983, and was
in force at the start of the fourth decade (5). It reflected the main trends in the way WHO had
formulated its programme during the 1970s. It proposed that programmes rather than projects
be emphasized. When programmes came to dominate the activities of WHO at country level,
WHO would phase out project implementation, “giving momentum to WHO’s coordinating
role”. National governments would then assume responsibility for managing programmes.
This development was predicated on the existence of national health policies and pro-
grammes aimed at “solving the country’s most important health problems ... [that] might
include major development projects where they are required and nationally acceptable”. At
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the regional and central levels of WHO, a systematic analysis of problems identified at country
level was expected to lead to “the formulation of programmes that have clearly defined, realistic
purposes, whether for the support of individual national programmes or for the solution of
priority regional or global health problems”.

The main objectives of the Sixth General Programme of Work were grouped into six areas:
= development of comprehensive health services
= disease prevention and control
= promotion of environmental health
= health manpower development
= promotion and development of biomedical and health services research
= programme development and support.

Formulating health development programmes and projects should be started at the country
level. Selected priorities and requests for WHO assistance would help shape the Seventh General
Programme of Work. To promote the integration of health planning into overall national socio-
economic development planning, WHO would, “where necessary, promote effective intersecto-
ral communication in collaboration with other multilateral and bilateral assistance agencies”.
The Organization would assist when asked to create permanent mechanisms for health plan-
ning, programming and evaluation, and advise on managing programmes related to health.

During the final two years of the Sixth Programme of Work, programme budget proposals
aimed to impact on countries in four interlinked ways:
= help Member States act individually and collectively to implement the Global Strategy for

Health for All;
= provide and update information on health systems, infrastructures and technology by

reviewing existing knowledge and promoting scientific endeavour, and advise on how to

best apply this knowledge;

= improve the capacity of countries to absorb and use knowledge by strengthening their
infrastructures to deliver programmes based on technology appropriate to their health and
socioeconomic situation;

= mobilize national and international resources to help developing countries implement their
health-for-all strategies.

The Executive Board, at its 63" session in January 1979, decided that the Seventh General
Programme of Work should put “particular emphasis on the formulation of national, regional
and global strategies for attaining an acceptable level of health for all by the year 2000” (reso-
lution EB63.R17). This programme of work was approved in 1982 (resolution WHA35.25). It
aimed to systematically build the operational infrastructures of health systems on the basis that
a health system consisted of “interrelated components in homes, educational institutions, work-
places, communities, the health sector and other related sectors”, including “a health infrastruc-
ture which delivers a variety of health programmes and provides health care to individuals,
families and communities. Such health care consists of a combination of promotive, preventive,
curative and rehabilitative measures. The system is usually organized at various levels, the first
of which is the point of contact between individuals and the system, where primary health care
is delivered; various intermediate and central levels provide more specialized services and sup-
port as they become more central” (6).
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The criteria for selecting programme areas for WHO involvement included: high social
relevance, responding to identified components of national, regional and global strategies for
health for all; demonstrable potential for making progress towards solving the problem; strong
rationale for WHO involvement; and non-involvement would have serious adverse health reper-
cussions. The Organization’s country-level activities aimed to help solve major public health
problems, particularly those of underprivileged and high-risk populations, and resulted from a
rational identification by countries of their priority needs. It was hoped these activities would
lead to the sustained implementation of countrywide health programmes.

Intercountry and regional activities were encouraged if similar needs were identified by sev-
eral countries in the same region or if cooperative effort was likely to contribute significantly to
achieving the programme objective. WHO’s involvement in multicountry activities could also
be justified if countries asked the Organization for support, or if such involvement was seen as
an essential regional component of an interregional or global activity.

Two general approaches were outlined: coordination and technical cooperation. Whereas
WHO’s technical cooperation is primarily a two-way process between WHO and its Member
States, WHO’s coordinating function in international health, as called for by its Constitution, is
carried out primarily through the collective action of its Member States at the Health Assembly
and by the Executive Board and the regional committees, with the support of the Secretariat.
As described in the Seventh General Programme of Work:

Coordination implies, essentially, WHO leadership aimed at bringing to bear the right
solution on the right problem with the right amount of quality of resources at the right
time and place. It thus lies within the Organization’s coordination function to identify
health problems throughout the world that deserve high priority and for whose solution
international action is required. The right solutions include the formulation of socially
relevant international health policies in response to these problems, the definition of
principles, capable of local adaptation, for interpreting policies and the development
of international strategies, plans of action and programmes for giving effect to these
policies. They also include the reaching of agreement on priorities for implementa-
tion. In support of the above, the Organization’s coordinating function encompasses
the promotion of health research and development, and the definition of the scientific
and technical bases for health programmes, including norms and standards. It does so
through identifying the world’s most important health research goals and promoting
the collaborative efforts of the world’s most suitable health researchers to fulfil these
goals. The right place for WHQ’s activities is principally within countries, activities
at other levels supporting country endeavours. As for the right time, this implies a
forward-looking approach.

Technical cooperation implies joint action by Member States and with WHO to achieve the
highest possible level of health for all people. It is characterized by the following: equal partner-
ship among all cooperating parties — developing and developed countries alike, WHO and other
intergovernmental bilateral, multilateral and nongovernmental organizations (NGOs); respect
for the sovereign right of every country to develop its national health system in a way that is
appropriate to its needs; using all internal, bilateral and other resources to this end; and making
use of scientific, technical, human, material, information and other support provided by WHO
and other partners in health development.
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The classified list of programmes adopted for the Seventh General Programme of Work pro-
vided a generalized model of support to help national health systems develop and operate based
on primary health care in line with the Alma-Ata report and the Global Strategy for Health for
All by the Year 2000. It comprised four broad interlinked categories:
= direction, coordination and management
= health system infrastructure
= health science and technology
=  programme support.

Direction, coordination and management involved formulating WHO policy and promot-
ing it among Member States and in international political, social and economic forums, as well
as developing, coordinating and managing the Organization’s general programme.

Health system infrastructure aimed to establish comprehensive health systems based on
primary health care and related political, administrative and social reforms, including a high
level of community involvement. It dealt with:
= establishing, strengthening, organizing and managing health system infrastructures,

including related manpower, by applying a well defined managerial process and related

health systems research;
= delivering well-defined countrywide health programmes;
= absorbing and applying appropriate technologies that form part of these programmes;
= the social control of the health system and the technology used in it.

Health science and technology, as an association of methods, techniques, equipment and
supplies, together with the research required to develop them, constitutes the content of a health
system. Health science and technology programmes dealt with:
= identifying appropriate technologies for health system infrastructure
= the research required to adapt or develop technologies not yet appropriate
= the transfer of appropriate technologies
= the search for social and behavioural alternatives to technical measures
= social control of health science and technology.

Programme support dealt with informational, organizational, financial, administrative and
material support.

The Director-General, speaking to the World Health Assembly in 1985, described the
Seventh General Programme of Work as an example of “positive impatience”, one that “struck
new ground in health development fearlessly in spite of its conservative opposition. Its innova-
tion was so startlingly obvious that it is difficult to believe that it was not firmly advocated dec-
ades ago. That innovation consists of building up a health system based on a solid infrastructure
whose backbone is people, and engaging in a blend of health and socioeconomic research and
development to ensure the generation of technology that is really appropriate for the country
concerned and its proper use by the infrastructure ... Technology means not only technical
measures, but also social, behavioural and economic ones” (7).

In 1985, the Health Assembly accepted two major innovations proposed by the Director-
General, namely health-for-all leadership development, and financial auditing in policy and
programme terms. Health-for-all leadership development aimed to establish throughout the
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world a critical mass of people able to conceive and implement national strategies for health
for all. Financial auditing in policy and programme terms meant identifying how spending
decisions were made. It also aimed to clarify when decisions were taken, tracing the progress of
programme implementation in relation to expenditures.

The Director-General took personal responsibility for establishing the health-for-all leader-
ship development scheme and “nurturing it during its formative years, drawing on the human
resources required wherever they exist, at whatever organizational level”. A global, multidis-
ciplinary task force (with members from the regions) devised a strategy and an initial plan
of action. In the regions, similar groups were established. Initial activities involved national
policy-makers and senior managers from the health and health-related sectors, and staff from
training institutions, NGOs and WHO, especially WHO country representatives. The key com-
ponents of the scheme included talks or colloquia among leaders on health-for-all strategy
and options for action; creating resource and support networks; support to individual Member
States to develop a strategic plan of action; and identifying young professionals with leadership
potential, and creating mechanisms to enable them to realize that potential.

About 250 senior national officials from more than 40 countries participated in six inter-
country colloquia on leadership development for health for all and technical cooperation among
developing countries (TCDC); one was held in Cuba, one in Mozambique, two in Thailand,
and two in Serbia and Montenegro. Some of the participants initiated leadership development
activities in their own countries. The initiative was enthusiastically supported by regional com-
mittees, professional associations and educational institutions. International health-training
programmes, focusing on young professional people, were started in the Region of the Americas
and the Western Pacific Region, and four leading members of the International Federation of
Medical Student Associations were trained each year at WHO in Geneva, with a view to enhanc-
ing their leadership qualities.

The budget continued to be constrained by the economic difficulties faced by many Member
States and by the decision of the United States, the major contributor, to pay only a small frac-
tion of its WHO-assessed contribution; not, it declared, because of lack of support for WHO, but
for broader political reasons related to its perception of the management of the United Nations.
So uncertain was the Organization’s financial situation that the Director-General designated a
“phantom programme budget” for 1988/1989. Phantom or not, the Board asked him to continue
for the foreseeable future to: propose programme budgets that provided for zero budget growth in
real terms; to make explicit the reasons for estimated cost increases resulting from inflation and
the effects of currency fluctuations; to absorb these increases as much as possible; and to continue
to seek extrabudgetary resources to finance essential health activities for which the regular budget
did not provide sufficient resources. See Chapter 17 for further details on budget and finance.

Optimal use of WHO’s resources by Member States

While in principle, the governing bodies have always been aware of the need to efficiently
manage WHO’s resources, only in the mid-1970s was serious attention paid to the relative
weight of WHO’s resources at the global level vis-a-vis the regional and country levels. This
began when the Twenty-eighth World Health Assembly in May 1975 (resolution WHA28.76)
called for WHO to “give increased priority to the provision of direct, immediate and adequate
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assistance and services to the developing countries”, with the regular programme budget pro-
viding a substantial increase in real terms of technical assistance and services for developing
countries from 1977 to the end of the Second Development Decade.

The initial steps taken by the Director-General were well received, but the Group of 77 devel-
oping countries appear to have decided in the interim that the “substantial increase” referred to
in resolution WHA28.76 should be defined more precisely. In May 1976, a draft resolution was
introduced by one of the group’s members, asking the Director-General to reorient the work
of the Organization to ensure allocations from the regular programme budget for technical
cooperation and providing services reached at least 60% in real terms by 1980. Although several
amendments were proposed, they were all defeated. The resulting resolution (WHA29.48) was
approved by 82 votes to none, with 26 abstentions.

The next major move was to look at WHO?s role at the country level, particularly the role
of the WHO representative. This emerged logically as part of the United Nations system-wide
move towards country programming (see third decade volume). The Executive Board discussed
the subject at its 58" session in May 1976 and decided to undertake an Organization study, for
which a working group was established. This group visited 11 countries in five regions and spoke
to national health authorities at the highest level and representatives of other economic and
social sectors, WHO staff from the regional offices and representatives of WHO, other United
Nations agencies and funds, and other multilateral and bilateral aid agencies.

The Organization study re-examined the role of WHO at the country level “with a view to
making it more efficient” (8). Topics addressed in the study were: the constitutional basis of the
role of WHO at the country level; the evolution from the concept of technical aid or assistance
to the concept of cooperation; current trends in the technical cooperation programme at the
country level; the need for new methods of technical cooperation; the role and functions of
WHO representatives; and the repercussions of the new methods of cooperation on the struc-
ture of WHO.

The subject was discussed during sessions of the Executive Board and the Health Assembly
in 1977 and 1978. While the Board’s report was well received, there was not unanimous support
for the idea that nationals could serve as WHO representatives. Training in health manage-
ment, especially in the application of country health programming, however, was considered
a key way to raise the qualifications of representatives and coordinators to the desired level.
WHO?’s new role at the country level needed to be supported at the regional and global level.
Integrated country programmes required policy guidance and programme review and evalu-
ation by regional committees. The regional programme budget should no longer be built from
a series of fragmented projects; a programme-oriented approach was needed, within which
projects were identified, planned and implemented in line with overall programme objectives.

The Executive Board completed its organizational studyinto “WHO’s role at the country level,
particularly the role of the WHO representative” in January 1978. The Thirty-first World Health
Assembly adopted in May 1978 resolution WHA31.27, congratulating the Executive Board on
its study and requesting the Director-General to apply its conclusions and recommendations.
= The donor-to-recipient “assistance” approach should be abandoned and replaced by real

cooperation between the Member States and WHO as equal partners.
= The aim of any collaboration should be the country’s self-reliance; this implied a gradual

change in the mode of collaboration to meet the country’s real needs.
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= An essential function of the Organization was to collaborate with countries in planning,
managing and evaluating their health programmes; this collaboration should enable coun-
tries to select activities to solve priority problems.

= Programming at the country level would help WHO better develop its programmes at the
regional and global levels.

= The Organization should enhance its dialogue with nationals at the country level and at
other echelons of the Organization.

» Dialogue between WHO and governments should lead to national authorities taking a more
active role in the work of WHO.

=  WHO should contribute to a more equitable distribution of health resources, both between
and within countries.

= The new methods of collaboration implied a better use of WHO resources.

= Development of the WHO representative’s role should continue by strengthening their
technical functions and reducing their representative functions.

= Liaison between WHO and the governments, hitherto performed by WHO representatives,
could benefit from new approaches that made greater use of national skills and resources.

=  Using national personnel as WHO representatives and project managers should be further
explored.

= Different approaches to cooperation and coordination at the country level needed to be
evaluated continually, with particular reference to the role of WHO representatives, national
coordinators and other mechanisms, such as national coordination committees.

= Inlight of the report’s definition of their functions, the title of WHO representatives should
be changed to WHO coordinator, and where national personnel filled this function, their
title should be WHO national coordinator.

= Changes to WHO action at the country level and the reorientation of the WHO representa-
tives’ functions required a new type of public health training that the Organization should
pioneer in conjunction with educational bodies.

» Training should emphasize health management and take place wherever possible in the
regions. It should be geared to practical national problems in health management, be
based on national institutions and organized jointly for national and international health
personnel.

= The change in the relationship between Member Statesand WHO required a re-examination
of the Organization’s structures and functions.

Resolution WHA31.27 also urged Member States to increase their participation in WHO’s
work, to consolidate their close partnership with WHO in formulating and implementing
the Organization’s policies, and to ensure their requests for technical cooperation with the
Organization conformed to the policies they had adopted at the Health Assembly.

Dr Mabhler, during the Board’s meeting in January 1978, said he considered the difference
between technical cooperation and what had formerly been termed technical assistance lay in
the level of commitment of individual countries to the concept of technical cooperation, which
WHO could support through action arising from specific resolutions adopted by its governing
bodies. When recipient countries felt “such deep and positive involvement, they were naturally
eager to make maximum use of the possibilities offered by WHO”.

As a consequence of the recommendation for an “equal partners” relationship between
Member States and WHO, a managerial study of “unprecedented magnitude” of WHO’s
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structures in the light of its functions took place under the Executive Board’s direction. The high
point of the study was the Health Assembly adopting in May 1980 the resolution WHA33.17,
which called for WHO to concentrate its activities on supporting health-for-all strategies and
to strengthen its role in promoting action for health. The Health Assembly felt the functions of
the regional offices and WHO headquarters should be redefined, and organizational structures
and staffing adapted to ensure Member States received adequate and consistent support. The
engagement of national staff and international WHO field staft should be reviewed to ensure
their full involvement in collaborative national programmes.

Commenting on the Board’s study, the Director-General said many crucial questions
remained: “Whether it could be implemented and, if so, how; whether such policies could be
carried out in a world plagued by political and economic crises; and whether the work could be
done against the exigencies of time. It was essential that the Organization’s processes, structures
and working relationships were as well adapted as possible to support the efforts required with
maximum force and minimum waste. The talking would have to cease and the action begin.”

“The usefulness of WHO in helping to attain health for all”, he continued, “would depend
on the single-mindedness with which Member States, nationally as well as internationally,
applied the policies and principles they had generated and adopted in WHO. If Member States
were so ready, that augured well for the unity of the Organization, but if Member States talked
one way in WHO’s governing bodies and subsequently acted in another at home and in WHO’s
structures, they could not evade the spotlight of public opinion and would expose themselves
and WHO to international accusations of insincerity or naivety, or both.”

The Health Assembly felt the Executive Board should: strengthen its role in giving effect to
the Health Assembly’s decisions and policies, and in advising it; become more active in present-
ing major issues to the Health Assembly; and correlate its own work with that of the Health
Assembly and the regional committees, monitoring how the regional committees reflected the
Health Assembly’s policies in their work. The regional committees, in the Health Assembly’s
view, should: intensify their efforts to develop regional health policies and programmes in sup-
port of health for all; support technical cooperation among all Member States; help establish or
strengthen multisectoral national health councils; and increase their own monitoring, control
and evaluation criteria.

The Health Assembly also urged Member States to take action. They should review the
role of their ministries of health, establish multisectoral national health councils and mobilize
resources for health development. In addition, they should improve coordination to support
their health development strategy and technical cooperation within WHO, and in the United
Nations and the specialized development agencies. The Director-General was asked to take
measures to ensure Member States were given timely, adequate and consistent support.

The Director-General’s plan of action in response to resolution WHA33.17 was seen by his
office as “the social control of bureaucracy”, both within Member States and the Secretariat. The
more active role being played by the governing bodies, including the regional committees, in the
Organization’s work was a tangible outcome of that control. The Executive Board’s discussions
of the expert committee reports could be regarded as “social control of technology on behalf
of the Organization as a whole”. Within the Secretariat, the Director-General had established
an independent review group, consisting of an emeritus regional director and a recently reap-
pointed regional director, with particular emphasis on the health-for-all strategy. A “significant
innovation” was the creation of “country desks and multidisciplinary teams in regional offices,
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to provide countries with composite support from regional advisors; in other words, horizontal
support in addition to the vertical support from particular programmes”.

The Executive Board, in its next organizational study, examined the role of WHO expert
advisory panels and committees and collaborating centres in providing advice and carrying out
technical activities. WHO collaborating institutions in the Region of the Americas and in the
South-East Asia, European and Western Pacific Regions were visited, and Board members partici-
pated in the work of the global and regional advisory committees on medical research. The Board’s
report was presented to the Thirty-third World Health Assembly in May 1980. After considering
the study, the Health Assembly adopted resolution WHA33.20, which concurred with its findings,
conclusions and recommendations, especially the following: the broader definition of the WHO
expert and role of the WHO collaborating centre; the wider selection of experts and institutions to
cooperate with the Organization to ensure a more balanced system of expertise; and the major role
devolving upon the WHO regions in building and operating the system through the collaboration
of Member States. Revised regulations were prepared and agreed to.

In 1982, the Director-General decided to provide optimum support to countries in prepar-
ing and implementing their strategies. He instigated measures aimed at national self-reliance
in managing health systems and the proper use of WHO resources in countries, with sup-
port from all levels of the Organization. The agreement with Thailand was an example of such
an approach. A joint government/WHO coordinating committee was established to manage
WHO?’s 1982-1983 programme budget in the country and to plan the use of WHO resources
for 1984-1985. Other joint efforts soon followed.

Responding to Executive Board resolution EB69.R10, the Director-General outlined a
managerial framework for using WHO resources to directly support Member States. WHO
resources should be used, for example, to assist governments build health systems in accordance
with the Global Strategy for Health for All, with emphasis on sound infrastructure to carry out
programmes using appropriate technology. Another key activity would be to build countries’
managerial, monitoring and evaluation capacity for joint policy programme reviews by govern-
ments and WHO to establish whether national programmes conformed to policies and whether
WHO resources were being properly used. Further regional and country-level developments are
presented in Chapter 4.

Fellowships were also targeted as part of the Organization’s drive to use its resources more
efficiently. When the health-for-all leadership programme was announced (see above), the
Director-General proposed that the fellowship budget might be one source of funds, noting that
more than US$ 50 million was devoted to fellowships under the regular budget alone during
each biennium, and that their relevance was no longer as certain as it had been during the early
years of WHO?’s existence. In too many instances, scarce WHO funds were spent in countries
on training that was not central to the country’s priority needs. Resolution EB71.R6 adopted by
the Executive Board in 1983 had urged Member States to be selective in requesting fellowships
and to explore other training mechanisms available, particularly within the country. But the
Director-General doubted whether this resolution “had much effect; I have the feeling that there
is little awareness of its existence”. No further action was taken by the governing bodies on this
matter until 1991, when the Board adopted resolution EB87.R23, which recognized that progress
in its earlier resolution was “uneven”, making it difficult to assess properly the effectiveness of
the fellowship programme.

At the Executive Board’s request, the Director-General prepared guidelines in 1985 detail-
ing the issues to be dealt with in a regional programme budget policy, the programme budgeting
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process of WHO?s resources in countries, and related mechanisms. These guidelines defined the
roles of the regional offices and regional committees in preparing and monitoring the regional
programme budget policies and in reviewing the 1988-1989 and subsequent programme budget
proposals to ensure they reflected these policies. They also described the process for monitor-
ing and evaluating the policy, and presented a timetable for its development, implementation,
monitoring and evaluation by the governing bodies and the Secretariat.

WHO?’s collaboration with the World Bank and the Pew Memorial Trust with a view to
cooperating with developing countries to formulate health policies for the effective use of
resources — in which the Carnegie Corporation also joined - led to a joint international health
policy programme for the period 1987-1989. The Pew Memorial Trust provided US$ 3.5 million
for the programme, which initially focused on Africa and Asia. Policy-makers and analysts
received financial and technical support to carry out studies of benefit to national health-for-all
strategies and to strengthen institutional capacity in this area. Ten proposals from 10 coun-
tries - Burundi, China, Kenya, Nigeria, Pakistan, The Philippines, Republic of Korea, Thailand,
Uganda and United Republic of Tanzania — were approved for support.

The fellowship programme was not the only aspect of WHO’s work that occupied the
Director-General. In his introduction to the 1988-1989 programme budget, he admitted with
“great disappointment” that technical cooperation (i.e. applying the policies, principles and pro-
grammes developed through WHO’s coordination role) was “scarcely happening”. Too many
countries still considered WHO only one among many donor agencies, “giving them homeo-
pathic assistance, rather than [treating them as] their intimate partner, providing them with not
only human but also moral, emotional and intellectual resources, valid information, relevant
expertise and the fruits of experience”. There were shortcomings also in programme budgeting.
Too few countries in too few regions were making use of the managerial framework that had
been established. Even when government/WHO dialogue took place, too often it led to “shop-
ping lists” of separate WHO programmes, or worse, “isolated projects, or even items of supplies
and equipment”, according to the Director-General. The clause in resolution WHA33.17 direct-
ing the Director-General and regional directors to respond favourably to government requests
only if they conformed to the Organization’s policies was “rarely if ever applied”, a point he had
already made in his introductory statement to the 1986-1987 programme budget.

In 1987, the Fortieth World Health Assembly examined the Director-General’s reflections
on managing WHO’s resources, along with the Executive Board’s comments on them, and
asked the regional committees to do likewise and report on their deliberations to the Board
at its January 1988 session (resolution WHA40.15). The committees were asked to examine
whether: WHO?’s value system was being adhered to and the related policies and strategies
being faithfully carried out; managerial arrangements and regional programme budget poli-
cies for making optimal use of WHO’s resources were being followed; WHO’s structures were
being suitably used for the functions devolving on them; and if national and WHO staff were
adequately equipped to use WHO resources efficiently for national health development.

Evaluation of strategies for health for all by the year 2000

In his addresses to the World Health Assembly and the regional committees, Dr Mahler pro-
vided his own, often negative assessment of progress. In 1982, when “the countdown for health
for all” began, he expressed concern that rather than concentrating on those essential issues that
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would make or break the movement towards health for all, “we were spreading our efforts too
thin”. Instead of applying the knowledge gained through hard work, WHO was “still looking
for other magic words to solve our problems, and listening to the ad-hoc advice of well-meaning
supporters and not so well-meaning adversaries” (9).

The Director-General also expressed concern that WHO was using the health-for-all strat-
egy to strengthen health ministries but that many ministries lacked the “political clout they
require to carry out the responsibilities the Global Strategy assigns to them”. Arguing that no
one else could be given this responsibility, Dr Mahler concluded that health ministries “must
maintain control of the situation on behalf of the government as a whole”. Weak relationships
with universities, medical schools and schools of health sciences were a constraint “that can
and must be converted into an opportunity”, for it is these schools and universities “that are
turning out the doctors and other professional health workers who are expected to lead the
health system to victory”. Noting that the dialogue between health ministries and medical
schools “will not be easy”, an “unusual intellectual effort accompanied by no less unusual an
emotional appeal” was required. Convincing information outlining the aims of health for all,
and the role of the health workers in achieving it, would be required, along with an appeal to
the “conscience of those who are often the health sector’s unappointed leaders to fulfil their
social responsibilities”.

In his address to the World Health Assembly in 1983 (10), Dr Mahler introduced another
concern under the heading “red herrings”, one he described as “negative impatience” and demon-
strated by initiatives from people “outside the developing countries of a few isolated elements of
primary health care for implementation in these countries; or the parachuting of foreign agents
into those countries to immunize them from above; or the concentration on only one aspect of
diarrhoeal disease control without thought for the others. Initiatives such as these are the red
herrings that can only divert us from the track that will lead us to our goal.” This approach came
to be known as “selective primary health care” and is discussed further in Chapter 3.

By 1985, the economic crisis was threatening to undermine development assistance to those
countries most affected by it. Referring to a “developmental crisis”, Dr Mahler said several
countries “with a long history of official development assistance” were “increasingly diverting
their efforts from supporting development to responding to the crisis”. He noted that “too many
countries, too many bilateral and multilateral agencies, too many influential individuals, have
become too disillusioned with the prospects for genuine human development to be ready to
continue the struggle for it. No wonder they clutch at the straw of emergency aid. That ... is the
greatest human crisis of all in the 1980s - the crisis of confidence in development.” (7)

The first progress report on implementing strategies for health for all was presented to the
Thirty-seventh World Health Assembly in May 1984. Member States were urged to accelerate
their drive towards health for all, especially their efforts to reorient health systems to primary
health care and to strengthen the managerial capacity of these systems. The Health Assembly
also stressed the need to focus Organization resources on accelerating the health-for-all strat-
egy, and to intensify technical cooperation with Member States.

The first evaluation by the governing bodies of the Global Strategy for Health for All by
the Year 2000 reached its climax at the Thirty-ninth World Health Assembly in 1986, following
evaluation by Member States, individually and in the regional committees, during 1984 and
1985. A total of 146 Member States had submitted reports evaluating their national strategies
and had reaffirmed their commitment to the health-for-all goal. Member States were urged
to use their evaluation reports to guide their national health policies and health development
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processes, and to involve decision-makers, community leaders, health workers, NGOs and
people from all walks of life to attain national health goals.

The Health Assembly also urged Member States to emphasize district health systems based
on primary health care, defining targets for the integrated delivery of essential elements of
primary health care until all districts and all elements were covered (see Chapter 6). The Health
Assembly gave special consideration to the economic aspects of implementing the Global
Strategy (resolution WHA39.15). It recognized that the global economic crisis had resulted in a
fall in living standards in many countries, high unemployment and austerity policies, including
substantial cuts in health budgets that threatened progress towards health for all.

Assessing the state of the health-for-all campaign, Dr Mahler said “we find ourselves up
to our neck in verbal mud, fighting all sorts of conceptual alligators eagerly poised to eat us
up alive”. Health for all was seen by some as “an empty slogan, an unrealistic ideal based on
romantic ethics, and that primary health care is too unwieldy a vehicle to reach that ideal; that
health-for-all strategies are not as cheap as we thought, and that in any event, we have chosen
the wrong time to launch our initiatives because of the widespread financial crisis; that there
is no way of modifying the pattern of resource allocation within the health sector and between
it and other sectors; that it will take a whole generation to modify the attitude of the medical
profession, and that non-professional health workers do not inspire the confidence of people;
that health activities are a mere consumption of resources and do not contribute to social and
economic development; and that governments are only pretending to be faithful to the prin-
ciples of the Alma-Ata Declaration, while in reality they are setting up primary health care
projects as small additions to existing ministry of health structures in order not to rock the
ministerial boat” (11).

Dr Mahler called for a return to first principles, “to the ethical challenge of health for
all, to its contribution to socioeconomic development, and to primary health care as a vehicle
for both health and development”. Primary health care “starts with people and their health
problems, and since they have a major role to play in solving these problems, they have to be
actively involved in doing just that rather than being passive recipients of care from above, no
matter how well intended that care is ... active involvement of people raises their self-esteem,
mobilizes their social energies and helps them to shape their own social and economic destiny
... to build up health systems that involve people requires that countries will have to divide the
delivery of primary health care into manageable units —geographical areas small enough to be
managed without sinking in the mud of central bureaucracy, yet large enough to make it feasible
to include most of the ingredients required for self-reliant health care”. The time had come to
“concentrate on building up district health infrastructures ... Progressive decentralization to
districts can be targeted for — so many districts by 1988, so many by 1990, so many by 1992,
and so on. Decentralization implies delegating responsibility and authority under the moni-
toring and control of the national health policy.” Each district could then set realistic targets
for each of the elements of primary health care in order of priority. Piecemeal measures taken
outside the framework of the national health policy would “weaken rather than strengthen the
infrastructure” (11).

One of the Global Strategy’s key features, in keeping with the policy of decentralization,
was for regional committees to review WHO action in individual Member States in the region,
something most regions were not doing when Dr Mahler addressed them in 1987. He was con-
vinced that only in this manner would the regions “realize how useful that mutual trust can be
... for it can help to minimize your weaknesses and strengthen your strengths”. Only in this
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way would the technical cooperation component of the regional budget improve; if there was no
such improvement, this component might be “criticized out of existence”, which in turn, might
lead to “serious reservations about our constitutional regional arrangements, if not to an end to
them” (12). This internal crisis had been sparked by the financial crisis that hit the organization
during this period (see Chapter 17).

In his last address to the World Health Assembly as Director-General, Dr Mahler issued a
challenge. He told delegates the World Health Assembly could “lead the world and all its people
to ever better health and ever greater social justice” if you:

* maintain your faith in human development and in the important contribution of health to
that development;

= act as the international social carriers of health;

= do everything in your power to mobilize the human and financial resources required to
improve the health of people everywhere;

= apply in your countries the universal principles for health that have been defined in your

WHO;
= insist on your governments following these principles as part of their development efforts;
= impart these principles to your people and inspire them to use them in their struggle to

improve their own health and the health of the society in which they live;
= use these principles in your bilateral and multilateral relationships, in a spirit of equal rights

of the people living in the south, north, east and west of spaceship earth;
= insist on your Organization, your WHO, continuing to lead the way to better health
throughout the world through action guided by the vision that inspired these principles

and that could inspire further beneficial innovations in the future (13).

Technical discussions at the Health Assembly

In the early years of the Organization, the Health Assembly concentrated largely on admin-
istrative, budgetary, financial and legal matters, but it was soon agreed that the presence of a
large group of international public health administrators should be exploited by holding special
technical discussions.

In 1950, the Executive Board decided that these technical discussions should address speci-
fied subjects, with a view to applying existing knowledge in those fields to public health admin-
istration. In 1957, the World Health Assembly set down the following precepts, which have been
more or less applied over subsequent decades.

1. Discussions should provide the opportunity for an informal exchange of views and
experience.

2. Subjects should be of international interest, of a general character suitable for group discus-
sions by public-health administrators and clearly defined.

3. Each topic should be selected two years in advance by the Board.

4. Documentation should be prepared by the Secretariat and distributed about a year in
advance to Member States.

5. Nongovernmental organizations and, through governments, national organizations should
be asked to help prepare for the discussions.

6. The Board should appoint a general chairman, to be nominated by the president of the

Health Assembly.
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7. Group discussions should be encouraged.
8. Areport of the discussions should be submitted by the general chairman to a plenary meet-
ing of the Health Assembly and published later.

The subjects chosen for the decade under review were:

= 1978: general policies and practices for medicinal products; and related international
problems

= 1979: technical cooperation among developing countries

= 1980: the contribution of health to the New International Economic Order

= 1981: health system support for primary health care

= 1982: alcohol consumption and alcohol-related problems

= 1983: new policies for health education in primary health care

= 1984: the role of universities in the strategies for health for all

= 1985: collaboration with nongovernmental organizations in implementing the Global
Strategy for Health for All

= 1986: intersectoral action for health

= 1987: economic support for national health-for-all strategies.

The Board’s working group on the Health Assembly’s method of work, while agreeing that the
technical discussions should continue, proposed they be held only in even-numbered years
when the Health Assembly would not be reviewing the biennial programme budget. When a
few Board members questioned the usefulness of these discussions, the Director-General was
asked to review the matter and offer some proposals for the governing bodies to consider. The
Director-General proposed that the discussions be geared towards a supportive role in the
implementation of the strategies for health for all. This was accepted (resolution WHA37.21)
and they remained an annual event.

Health and politics

The political turbulence that disturbed the work of the Organization during its third decade
continued into the fourth. In the 1970s and the 1980s, there was military conflict worldwide,
the Cold War was continuing and violence in the Middle East led the Organization to spend
much time and effort evaluating the health conditions of the Arab population in the occupied
Arab territories, including Palestine, often in a heavily acrimonious atmosphere at the Health
Assembly.

Amid an increasing awareness of the potential for improved health care to promote peace,
the Thirty-second World Health Assembly in 1979 asked the Director-General to report on what
additional steps the Organization could take towards international socioeconomic development
and implementing United Nations resolutions on strengthening peace, détente and disarmament.
In a resolution on “the role of physicians and other health workers in the preservation and promo-
tion of peace as the most significant factor for the attainment of health for all”, the Thirty-fourth
World Health Assembly urged Member States to intensify their efforts to consolidate peace in the
world. It proposed an international committee of experts in medical science and public health
to study the contribution WHO could make to economic and social development and to help
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implement United Nations resolutions on strengthening peace and, in particular, preventing ther-
monuclear conflict.

The committee, comprising physicists, physicians, geneticists and epidemiologists, and also
experts in public health, nuclear medicine and biology, radiopathology, radiation protection,
burns injuries and plastic surgery, met in 1982. The World Health Assembly endorsed the com-
mittee’s conclusion “that it is impossible to prepare health services to deal in any systematic way
with a catastrophe resulting from nuclear warfare, and that nuclear weapons constitute the great-
est immediate threat to the health and welfare of mankind”. The Director-General was asked to
publish the committee’s report (14).

A WHO management group of scientists (WHOPAX), established to continue the work of the
international committee, met several times during 1986 (the International Year of Peace) and 1987
to discuss research on the effects of nuclear war on health and health services, and to revise the
report that was published in 1984. New material was added in the form of annexes from studies
on: the effect of fires on the number of casualties; the immunological consequences; the effect on
climate, including a possible ‘nuclear winter’; problems in food supply; the biological effects of
prenatal irradiation; and the psychosocial effects of the nuclear threat (15).

The Thirty-second World Health Assembly adopted several resolutions calling for more
health cooperation with newly independent and emerging states, and with national liberation
movements organized by the OAU, later to become the African Union. This led the African Region
to organize a conference in November 1981 on apartheid and health in collaboration with the
African liberation movement, the front-line countries and the OAU Committee for the Liberation
of Africa. In 1980 and 1981, the Health Assembly adopted several resolutions to increase coopera-
tion with newly independent and emerging states in Africa as part of their struggle for liberation,
in particular, by providing health assistance to front-line states and to Zimbabwe, Namibia and
refugees in Africa.

As in previous decades, the Middle East was given special attention. The Health Assemblies
called for more health assistance to refugees and displaced persons in Cyprus, assistance in
Lebanon and continued efforts to improve the health conditions of the Arab population in the
occupied Arab territories, including Palestine.

The president of the Thirty-eighth World Health Assembly in 1985 appealed to delegates to
strive to avoid spending the Health Assembly’s precious time on extraneous political issues that
might better be discussed elsewhere in view of WHO’s unique technical and social mandate.
The matter was subsequently discussed by the Executive Board, for which the Director-General
prepared a discussion paper saying it was possible for WHO to take political action at the inter-
national level to support Member States implement their health policies, but that it was not pos-
sible for the Organization to deal effectively with international political differences, since it was a
specialized health agency.

In his background paper, the Director-General said that being a specialized health agency
meant the Organization would have to “display a high degree of maturity in handling political
matters” if it were to devote its efforts to achieving health for all. However, any political influ-
ence the WHO might have on health policy depended on “consensus among its Member States”.
Collective policy, decided unanimously, bound Member States together. On the other hand, policy
decisions decided by majority vote would not deliver the consensus to enable WHO to operate
as “the world’s collective health conscience whose policy inspires national health policies” (16).

At the end of the Executive Board’s discussion on this item in January 1985, the Director-
General observed that “the serenity with which the debate had taken place was of great importance”,
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as in the contemporary world “there was no limit to the issues which could be politicized by some
group or other at the Health Assembly”. Noting that one of the delegates at the Health Assembly
had expressed concern that political decisions could have a negative impact on health, he warned
of “the negative impact which politics at the Assembly could also have on the Organization, and
therefore, ultimately on people’s health. At the present time, a political climate has become estab-
lished in the world whereby developmental agencies are being closely watched ... and, therefore, the
moral strength of the Organization might easily be undermined if it deviated from its mandate. ”

The sense of responsibility felt by Member States to maintain that moral strength wasillustrated
when the President of Cuba, Fidel Castro, withdrew an invitation to hold the Health Assembly in
his country - a logical venue given the remarkable progress in the field of health — because he was
aware of the problems it might create for WHO.
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WHO’s general programme development
and management

In 1948, the First World Health Assembly established a programme in which topics were
grouped by their importance. Malaria, maternal and child health, tuberculosis, venereal dis-
eases, nutrition and environmental sanitation were assigned top priority, second priority was
given to public health administration, third to parasitic diseases, fourth to virus diseases, fifth
to mental health, and sixth to other activities. To support work on these priorities, WHO estab-
lished advisory services to be provided by regional organizations in joint field activities between
governments and WHO. In parallel, WHO established central technical services, mainly to col-
lect, classity, coordinate and disseminate information not directly related to field work, such as
epidemiological services, health statistics and editorial and reference services. These two service
departments operated until December 1958, when they ceased to exist as separate organiza-
tional entities, although the functional distinction remained.

The First General Programme of Work, which was approved in 1951, called for regional
organizations to be responsible for assessing national needs and requests for assistance. However,
the responsibilities of headquarters and those of regional organizations were not specified, as
many headquarters services also served governments, and many regional services depended on
the ability of headquarters to estimate whether a request for expertise could be met. Efficient
decentralization was seen as a way to strengthen regional machinery, so that many of the ser-
vices could be planned on the spot, based on local needs and conditions, and reach the people
through an agency that was close to them. Serious efforts at decentralization started in the 1970s
and continued well into the 1980s.

Managerial process for national health development

From mid-1973, WHO’s system analysis staff started to design, test and apply procedures for
country health programming. Such programming was designed to enable national health
authorities to identify health priorities, including those that had intersectoral implications,
and the optimal tools to meet them.

As country health programming took root, WHO turned its attention to evaluating health
programming and information systems. Provisional guidelines to evaluate programmes were
approved by the Programme Committee of the Executive Board at its session in November 1977.
The Committee recommended they be tested in selected WHO programmes and in countries
that might be interested in applying them (I). Testing national guidelines was foreseen in at least
one country in each region by 1978. The Committee also “strongly confirmed” the need for the
new WHO information system and expressed satisfaction with the Director-General’s strategy
and the progress to date (2).
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Adopting the following procedures, as specified in resolution WHA30.23 that was passed
in May 1977, was another logical outcome of the decade’s efforts to link WHO’s programmes at
regional and global levels with the decision functions at country level.

» In the early stages of programme budgeting, WHO and national authorities were to col-
laborate to establish cooperative programmes to achieve general health goals defined in
country programmes, expressed in terms of a general programme rather than as individual
projects or detailed activities.

=  Proposals for technical cooperation were to be included in regional programme budgets,
supported by budgetary tables in which the planning figures would be broken down by
programme. This would help the regional committee review programmes. Country pro-
grammes would no longer be republished as an annex to the Director-General’s proposed
programme budget if the material was available to Health Assembly delegates and Executive
Board members at the time of the review and approval of the WHO programme budget.

=  Operational plans and estimated budgets for individual projects and activities planned
within defined health programmes were to be drawn up later, as part of programme imple-
mentation at country level.

* Information on the implementation and completion of programmes and projects, and on
their progress, efficiency and effectiveness, was to be made available to Health Assembly
delegates and Executive Board members for evaluation.

The Thirty-first World Health Assembly (resolution WHA31.43) urged all Member States
to introduce or strengthen an integrated process to: define health policies; formulate prior-
ity programmes to translate those policies into action; deliver such programmes through the
general health system; monitor, control and evaluate them; and provide adequate information
support. Member States were urged to use the methods developed under the aegis of WHO. At
the same time, the Health Assembly requested the Director-General to continue the integrated
development by WHO of processes for medium-term programming, programme budgeting,
health programme evaluation, and provision of information support.

The Thirty-first World Health Assembly reemphasized the importance of country health
programming as a systematic and continuing multisectoral, national process, urging Member
States to introduce or strengthen that process in cooperation with WHO and other countries. It
asked the Director-General to promote training in the process, as well as the research required
for its development and application, and to evaluate progress throughout the world.

During the 1978-1979 biennium, country health programming was further developed,
tested and applied by countries in all regions. The process had six recurrent and interrelated
phases: formulating general health policies, strategies and plans of action; broad programming;
detailed formulation of programmes; planning for implementation; managing implementation;
and managing programme operations. Although presented as a formal sequential process,
implementing it was meant to be flexible and realistic, with multiple entry points.

WHO and Member States continued to develop national health programme budgeting,
evaluation of national health programmes, and information support. Health-care financing,
which was closely related to programme budgeting, was the subject of a WHO study group,
whose conclusions were published in 1978 (3).

The study group’s 120-page report provided several examples, including those that were
written up in previous decades, of country financing experiences. Various approaches to
improve financing were reviewed, with social security receiving the most extensive coverage
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(five pages). Selected examinations of developing countries led the study group to conclude that
it was possible to collect and analyse sufficiently reliable information at modest cost, even for
the private sector. Such ad hoc estimates could be made regularly to revise earlier plans, and
while funds should be allocated in accordance with health policies, policy should address the
effects of past methods of financing. The report summarized how the study of financing could
provide important contributions to health planning. Countries and WHO were encouraged
to perform studies in this area and to make results readily accessible. Similar conclusions and
recommendations were made at a Council for International Organizations of Medical Sciences
(CIOMS) Conference on economics and health policy in Geneva in November 1979.

As expertise and experience were acquired by WHO staff, collaboration with Member States
in developing their national systems was intensified and responsibility for this aspect of the pro-
gramme was moved into the health situation and trend assessment programme (see Chapter 5).

Managerial process for WHO's programme development

Within the WHO Secretariat, new mechanisms were introduced in the 1970s to coordinate
programme management. Regional programme committees were made responsible for trans-
lating guidance on priorities received from the governing bodies and the expressed wishes of
Member States into practical programmes at country and regional level. The Headquarters’
Programme Committee (HPC), which was created in 1971, became responsible for advising on
overall activities, including: research; establishing criteria and guiding principles for formulat-
ing and implementing programmes in accordance with the policies of the Executive Board and
the Health Assembly; strengthening programme information support; reviewing proposals for
medium-term programmes and programme budgets, particularly new technical cooperation
programmes; and periodic evaluation of programmes. Multidisciplinary teams were established
for each of these areas. The Global Programme Committee (GPC) was established in March
1977, comprising the Director-General, the Deputy Director-General, the regional directors
and the assistant directors-general, to review major issues in programme management for the
Organization as a whole.

Resolution WHA31.43 (see above) had repercussions for the managerial process within
WHO, as it requested the Director-General to formulate WHO’s medium-term programmes
wherever possible with an indication of priorities between programmes, based on information
from national health development processes, the current General Programme of Work, pro-
gramme budget policy and strategy, and resolutions of the governing bodies; and to continue
the integrated development of WHO’s medium-term programming, programme budgeting,
health programme evaluation, and information support.

To ensure the managerial processes for national and WHO programme development, and
the relationship between them, were devised and implemented in a coherent manner, the Global
Programme Committee established the Programme Development Working Group (PDWG)
in January 1979, comprising the regional directors, the chairman of the HPC, a representa-
tive of the Director-General and a secretary. This group met twice a year to review progress in
managerial processes and related activities (e.g. informatics support to WHO, external resource
mobilization, and WHO’s publication policy).

The PDWG sessions helped identify problems within WHO that needed to be rectified.
At its first meeting in July 1979, concern was raised about the way in which national health
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information systems were being promoted. “Over-complex and over-sophisticated systems
were being advocated that few, if any, countries could handle.” (4) The review in March 1981
of WHO’s support capacity led the Organization to recognize that many WHO Programme
Coordinators (WPCs) “were not adequately equipped” to support countries in their managerial
processes” (5). It was also noted that the budget for coordinators appeared as part of the country
allocation of the WHO programme budget. This made some countries reluctant to maintain the
WPC’s office, preferring “to use the funds for some other purpose more directly related to the
implementation of their country programme”. As a consequence, regions turned to establishing
intercountry projects (or teams) to help countries manage their programme development.

With information support, responsibility for internal reporting at headquarters was
transferred to programme managers, leaving the information systems programme to concen-
trate on methodological and technological support for information systems throughout the
Organization, and providing compatible data- and text-processing services, including support
to Member States in developing and operating their information systems. WHO sought to make
decision-makers aware of the benefits of informatics in support of health services, and the
importance of choosing appropriately; a report on the applications of such technology in health,
requested by the Executive Board in 1985, was distributed to members at its 79" session in
January 1987, and subsequently to Member States. Informatics were promoted also at interna-
tional seminars on microcomputer applications in health services management, and through
individual training for scientists as part of fellowship studies. This part of WHO’s programme
grew steadily during the decade to the point where demand for informatics support exceeded
the resources available.

In 1980, the medium-term programmes for the Sixth General Programme of Work were
completed, all based on information and requests from Member States. The programmes were
revised in the light of new policy directives from the governing bodies of WHO on health for all.
Guidelines for joint medium-term programming and programme budgeting were issued in 1981
to ensure the homogeneous development of the Seventh General Programme of Work, and the
progressive translation of these medium-term programmes into the three programme budgets
that covered 1984-1989. A summary describing the managerial processes was issued in 1981 (6).

For 1980-1981, WHO adopted a more flexible approach to programme budgeting and man-
aging resources at country level in order to strengthen its support to governments and its own
role as the international partner of every Member State in developing and implementing the
health policies and strategies they had adopted to achieve health for all. Owing to various dif-
ficulties countries were experiencing in this quest, studies were initiated in 1981 in two regions
to determine how WHO could give better support to Member States, including more effective
programme budgeting and better use of resources at country level.

Medium-term programmes were developed in 1982-1983, in consultation with Member
States, specifying targets and activities for each programme mentioned in the Seventh General
Programme of Work. Reviews and evaluations were performed at all levels of the Organization
to ensure these programmes were relevant to the Seventh General Programme of Work and the
Global Strategy for Health for All In preparing these programmes, priority was given to coordi-
nating activities at all levels to support national strategies and help national health programmes
achieve their objectives; and to enhance links between programmes for building health systems
infrastructure and those dealing with health science and technology at the heart of the health
system. The Thirty-fifth World Health Assembly asked Member States to refer to the Seventh
General Programme of Work when deciding on their cooperative activities with WHO and
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other countries, and urged the regional committees to ensure regional programmes and budg-
ets were similarly prepared.

In 1982-1983, efforts were made to integrate evaluation with the other components of the
managerial process. Evaluating WHO programmes and their impact on national programmes
was promoted, as was the use of such findings to improve programmes. Nevertheless, by 1985,
the Director-General observed that while much effort had gone into monitoring and evalua-
tion, and countries repeatedly told that these “must be their efforts to assess their strategies
and to draw conclusions for improving these”, a widespread belief persisted that these were
“WHO exercises” and the framework for conducting them “no more than WHO question-
naires”. When this matter was again discussed at the 77" session of the Executive Board in
1986, the Director-General expressed doubts about the Programme Committee’s insistence on
a more thorough evaluation process within the Organization. It seemed difficult to arrive at
a “culture” of evaluation, he said. While some programmes were progressing well, WHO was
in danger of “being penalized because it took, in a sense, a more transparent approach than
many other national and international organizations”. Nevertheless, he remained convinced
there was “no way back and that a culture of evaluation and of respect for relevant, sensitive
and consistent information” necessarily had to be a priority for the Organization. Indeed, he
was concerned that “not more resources were being used at the national level precisely in order
to ensure such accuracy of information”.

To reinforce the country-based approach and ensure the continued relevance of WHO
activities in helping Member States implement their health-for-all strategies, the Thirty-eighth
World Health Assembly supported regional committees in preparing their programme budget
policies. Guidelines specified what needed to be addressed in a regional programme budget
policy (7), including: support for national strategies for health for all and ways to promote them;
developing a health system through support for national health programmes; and strengthening
national capacities to prepare and implement national health-for-all strategies and related pro-
grammes. The guidelines also addressed the transfer and use of validated information; research
and development for health for all; and optimizing resources for health-for-all strategies and
related programmes. They included criteria for deciding on WHO?’s international services and
direct financial cooperation; intercountry and regional activities; training; the use of supplies,
equipment and consultants; and meetings. The guidelines described the programme budget-
ing process for WHO resources in countries and related mechanisms; defined the role of the
regional office in regional programme budget policy, including related staffing policy and budg-
etary and financial implications; and outlined how the regional policy should be monitored and
evaluated. Details of such regional activities are presented in Chapter 4.

Regional programme budget policies were used in 1985 and 1986 to prepare the proposed
programme budget for 1988-1989. The proposed programme and budget for 1988-1989 was
approved by Fortieth World Health Assembly in May 1987. Monitoring and evaluation - by the
HPC in December 1987 - of activities during the biennium 1984-1985 marked the first step in
preparing the programme budget for the 1990-1991 biennium.

Towards the end of the decade, the PDWG returned to the matter of improving the readi-
ness of WHO staft (especially WHO representatives) to meet the needs of the Global Strategy for
Health for All by the Year 2000. It concluded that less emphasis was needed on “narrow techni-
cal specialization and greater emphasis on broad public health and management capabilities”
(8). However, there were difficulties in recruiting the best staff for most posts. One reason was
the lack of clear career development within the Organization; another was that few institutions
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were providing health personnel with the training required to carry out the new functions.
Long term, the solution was to develop proper training programmes in schools of medicine,
public health and health sciences, but in the short term, in-service training was called for, as
well as mobility between posts and functions. After further PDWG discussions on the subject,
it was agreed that a “competency profile” of public health generalists (PHGs) was required.
Given that most training provided in the various schools of public health continued to be along
conventional lines, each regional office should identify “one to three training institutions to
whom it could propose that a PHG programme be introduced” (9).

Looking back on these developments in 1987, the Director-General expressed concern about
the manner in which “regional arrangements” had evolved. While he did not regret pushing
further responsibilities on the regions, he did regret that it might be “leading WHO to consist
of six separate regional organizations and one separate headquarters organization”. He pointed
to the increased tendency to appoint staff in countries and in regional offices from within the
region. This, he said, contradicted “the very spirit of the Constitution”. Furthermore, decen-
tralization, instead of having led Member States to take on responsibility for the work of WHO
and become accountable to the Organization as a whole for the use of its collective resources,
had too often led them to regard the Organization “as a blank cheque for pocket money” (10).

External coordination for health and social development

The work of the United Nations General Assembly and Economic and Social Council remained
central to the deliberations of WHO’s governing bodies. Coordinating WHO policies and
programmes with those of other organizations — both within and outside the United Nations
system — centred on ensuring that primary health care and the worldwide social objective of
health for all were properly introduced into other intergovernmental and interagency forums.
Additionally, papers were submitted by WHO to the United Nations on such subjects as the
role of women in development; combating apartheid; a programme for disabled persons; health
care of the elderly; the International Year of the Child; and assistance to certain developing
countries. WHO also took an active part in preparing for the United Nations Conference on
Science and Technology for Development, which was held in Vienna in 1979, and in responding
to recommendations made at: the United Nations Water Conference (Mar del Plata, Argentina,
1977); the World Conference on Agrarian Reform and Rural Development (Rome, July 1979);
the United Nations Conference on the Least Developed Countries (Paris, September 1981); and
other major conferences organized by the United Nations and its affiliated organizations during
the decade (11,12).

The United Nations General Assembly decided in 1977 (resolution 32/197) that “overall
responsibility for, and coordination of, operational activities carried out at the country level
should be entrusted to a single official ... who should exercise team leadership and be respon-
sible for evolving, at the country level, a multidisciplinary dimension in sectoral development
assistance programmes ...” While it was envisaged that the single individual in charge would
normally be the United Nations Development Programme (UNDP) resident representative,
and that the UNDP country-programming process should be the “frame of reference for the
operational activities carried out and financed by the United Nations system from their own
activities”, the dynamic relationship between national development plans and programme
support provided by the United Nations systems — as had been pursued by Dr Mahler and
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others in the early 1970s — was no longer in evidence (see The third ten years of the World
Health Organization). As a consequence, the push for interagency coordination that touched on
all aspects of social and economic development and which was evident in those earlier years,
abated. As a further consequence, coordination on specific programmes with well-defined part-
ners gained in importance, beginning with the United Nations Children’s Fund (UNICEF),
WHO?s partner at Alma-Ata, as evidenced by the work of the UNICEF/WHO Joint Committee
on Health Policy. Other aspects of WHO-UNICEF collaboration, in the fields of immunization,
nutrition and breast-feeding, for example, are discussed in the sections dealing with those items.

The UNICEF/WHO Joint Committee on Health Policy

The UNICEF/WHO Joint Committee on Health Policy, comprising members of the Executive
Boards of both organizations, was established in 1948. At its first session, it decided on the rela-
tive roles of the two organizations in UNICEF health projects: UNICEF’s role would be to fur-
nish supplies and services, while WHO would study and approve plans for health programmes
in which both organizations were involved. By 1967, these projects absorbed about two thirds
of UNICEF’s operational budget.

New terms of reference for the Joint Committee were established in 1960. Resolution EB25.
R30 called for it to review periodically the overall health needs of mothers and children, and
to recommend suitable health programmes to the UNICEF Board. It could also consider “any
other matters of joint interest” referred to it. This enabled comprehensive studies on a variety
of subjects. Furthermore, whereas WHO had previously tended to see the Joint Committee as a
vehicle for transferring guidance to UNICEF, the studies in the 1970s were truly joint undertak-
ings. They played a major role in establishing the primary health care approach, as one study led
to the historically important publication Alternative approaches to meeting basic health needs
of populations in developing countries, which was presented to the Joint Committee at its 20"
session, in 1975, followed (1975-1977) by a joint study on Community involvement in primary
health care: a study of the process of community motivation and continued participation, and The
water supply and sanitation components of primary health care programmes for 1977-79.

The two-day sessions followed the WHO Executive Board January meeting (odd years). At
the 1979 session of the Joint Committee, it was recognized that, while WHO and UNICEF stood
ready to help countries, many of these countries lacked “health development expertise which
would enable the health sector to formulate plans of action with the characteristics desired”
(13). Various potential solutions to this problem were proposed: intense training for those who
would be involved; establishing regional centres to provide training and technical support; and
establishing panels of experts to cooperate with nationals in this process. Infrastructure devel-
opment was also deemed critical to the long-term prospects for primary health care.

WHO and UNICEF senior staff met over a two-month period to decide on priorities and
identify areas in which each organization could play a key role. In the process, it was recognized
that the capacity of both organizations needed to be strengthened. Several actions were identi-
fied (14):
= assigning or recruiting qualified staff in the organizations for effective support, especially

at country level;
= orientingand training existing and new staff to ensure their dynamic and informed support

of the PHC approach;
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= improving methods to successfully apply the PHC approach in developing countries, espe-
cially through country health programming, health services research, and monitoring and
evaluating ongoing programmes;

= preparing lists of institutions, experts and consultants experienced in PHC in developing
countries, and providing their services to countries as required;

= helping to exchange experience among developing countries.

Much depended on mobilizing external financial resources, which would “not be made avail-
able unless improved coordination mechanisms” were established, nationally and internationally.

As noted earlier, the arrival of James Grant as UNICEF executive director in January 1980
led to important changes in the relationship between WHO and UNICEF. While Grant indi-
cated that UNICEF “should give highest priority to advancing progress” towards the goal of
health for all, at the same time he focused on UNICEF’s “special capacities”, which included its
“relatively superior expertise in certain fields ... developed out of its holistic concern for chil-
dren and their families, and from its preoccupation with the poor and awareness of the need to
generate a greater self-help capacity among the poor and their communities”. UNICEF’s “com-
parative advantage” in these areas would become “increasingly valuable as other organizations
- the World Bank, WHO, the United Nations Educational, Scientific and Cultural Organization
(more commonly known by its acronym, UNESCO), the Food and Agriculture Organization of
the United Nations (FAO) and bilateral assistance entities — all become more deeply involved in
programmes of primary health care, community water supply and basic education” (13).

In his formal opening of the 1981 session, Dr Mahler noted that the Joint Committee was
“very well placed to effectively monitor the progress of WHO-UNICEF association in primary
health care”. He spoke of the need to coordinate fund-raising, which WHO should pursue
mainly to strengthen its own technical resources; UNICEF was best placed to raise funds for
country programmes. He stressed the need for UNICEF/WHO cooperation at all levels.

Responding to Dr Mahler’s remarks, Grant recalled his long association with public health
development and the outstanding record of synergistic collaboration between UNICEF and
WHO. He felt such cooperation should be strengthened in the light of the important reorienta-
tion of policy at Alma-Ata and the new International Strategy for Development (see Chapter 1),
which recognized social advances as an essential component of development. UNICEF was
committed to PHC as the means to achieve health for all, and in particular, to relieve child mor-
tality and suffering. Among its priorities, UNICEF saw the need to strengthen its contribution
to important components of PHC, such as expanded immunization, providing essential drugs
and controlling diarrhoeal diseases. Breastfeeding and infant feeding, water and sanitation,
programmes for women, and PHC in urban areas were also seen as important.

The Joint Committee examined a study carried out by the two organizations on country
decision-making to achieve the objectives of primary health care, which had been commis-
sioned in January 1979 as alogical follow-up to the Alma-Ata Conference. Several recommenda-
tions were made to improve understanding of the PHC approach and the collaborative efforts
of the two organizations in countries. A new study and report was agreed upon, provisionally
titled, Implementation of primary health care, with emphasis on the most effective support that
WHO and UNICEF could give jointly to governments.

Opening the 1983 session of the Joint Committee, Dr Mahler “welcomed the drive and
energy which UNICEF was bringing to common policies”, and looked forward to “concrete
progress based on mutual understanding and a determination to achieve common objectives
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through the fulfilment of constitutional roles”. UNICEF’s report on the state of the world’s chil-
dren had shown there were “elements of the primary health care strategy that were particularly
ripe for the extra push by UNICEEF that could bring about the required action at the country
level and give significant results”.

Grant, in his reply, said that the worldwide economic recession had resulted in a reduction
of social programmes, with serious repercussions for mothers and children. The report on the
state of the world’s children emphasized four cost-effective actions that were deemed potentially
crucial components of primary health care given the prevailing economic climate. They were:
oral rehydration for treating diarrhoea in children; immunization; breast-feeding; and the use
of growth charts by mothers, particularly for nutritional surveillance of their children. Grant
said that UNICEF was enjoying success convincing governments and decision-makers of the
significant benefits to child health that could flow from these elements of primary health care,
especially with family and community participation.

The Joint Committee, while agreeing that certain elements of PHC were “particularly ripe
for the extra push”, observed that “they should be undertaken as part of the strategies for
strengthening the PHC infrastructure, and not as a separate vertical programme — otherwise
they could not be sustained”. Furthermore, “priorities needed to be identified by countries in
relation to their own specific needs” (14). This recommendation led the organizations to develop
ajointapproach in several countries committed to accelerating PHC implementation. In accord-
ance with the “prospective nature” of the exercise, as emphasized by the Joint Committee, a
learning-by-doing process was undertaken in Burma, Democratic Yemen, Ethiopia, Jamaica,
Nepal, Nicaragua, Papua New Guinea and Peru.

Concern that vertical programmes would undermine the building of infrastructures needed
to support PHC was reflected in Dr Mahler’s introductions to consecutive WHO reports. In the
1982-1983 report, he wrote: “It is well known that health priorities can be distorted and infra-
structures unbalanced in a way that directly impedes the development of primary health care
services when external support leads to the creation of specialised vertical programmes and the
emergence of strong pressures for strengthening them at the expense of the harmonious overall
development of health infrastructures” (15).

That of 1984-85 was more explicit: “One of the greatest impediments to the proper develop-
ment of health infrastructures has been their poor capacity to absorb and use evolving health
technology and to deliver programmes accordingly. This has given added ammunition to those
propagating separate programmes without thought to the consequences for health infrastruc-
ture — a tendency that has been all too common in the past two years, in spite of avowed com-
mitment to the Declaration of Alma-Ata. Glaring examples are family planning, immunisation
of children, and oral rehydration therapy” (16).

The first review of what was now called UNICEF/WHO Joint Support to the Implementation
of Primary Health Care in Selected Countries (JSPHC) was undertaken at the January 1985 ses-
sion of the Joint Committee. The committee recognized the need to more effectively channel
additional resources, both national and external, to four critical areas identified during their
discussion: intersectoral/multisectoral action; enhanced community participation; attitudinal/
behavioural change; and organizational/managerial processes. It also emphasized the potential
for improving children’s health through the better use of resources in other sectors. The com-
mittee reaffirmed its support for the original objectives of this effort, in particular, ensuring
the complementarity of UNICEF/WHO collaboration with countries, while also recognizing
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the difficulty in analysing country-specific processes at a global level. Both organizations were
encouraged to continue in this effort.
At the last Joint Committee session of this fourth decade that reviewed country-specific
reports, in January 1987, the committee had two extensive case-studies before it, one for
Indonesia, the other for Democratic Yemen, in addition to conclusions and recommendations
prepared by the two secretariats. On the basis of this material, it highlighted the following key
requirements:
= firm government leadership in coordinating, establishing and promoting effective health
planning processes;
= clear understanding among staff of the mandate and mode of operation of their own and
the other agency;, its particular strengths, technical and otherwise, and resources;

= mutual respect for each other’s professional capacity, both at the representative and project
staff levels;

= support from the regional level for coordination, and delegating to the WHO representa-
tives more operational authority to strengthen their support to programmes;

= availability of UNICEF and WHO staff at country level with skills and competence in cru-
cial programme areas;

= frequent meetings and contacts to allow regular exchanges between the two representatives
and with national officials;

= good access to, and knowledge of, available technical material and documents.

The committee felt that a common understanding of these requirements “was of critical
importance to foster complementarity, particularly in the field”.

Extrabudgetary sources of funds

Introducing the programme budget in 1983, Dr Mahler noted that WHO was “very privileged”
to be the only specialized agency in which funds for technical cooperation were, by virtue of its
Constitution, natural ingredients of the regular budget. Attracting and allocating extrabudget-
ary funds had to be part of “any soul-searching” effort when establishing WHO’s programme
budget, he said, especially as WHO had an “intangible but very real influence on the inter-
national flow of funds for health in developing countries through bilateral and multilateral
efforts”. WHO would continue to try to increase the direct flow of funds to worthwhile national
health strategies, while also seeking funds for its own programmes.

Health Resources Group

To increase resources for the Organization’s priority programmes, the Secretariat of the
Extrabudgetary Resources Committee organized a series of meetings in November 1978 at
which representatives from the contributing community, developing countries and WHO
exchanged ideas on the Organization’s activities and future plans. As a result of these meetings,
the Health/2000 Resources Group was created. Its mandate was to advise on mobilizing and
rationalizing bilateral and multilateral resources to meet the Organization’s goal of health for all.

The Resources Group met for the first time in December 1980, with representation from
developed and developing countries, the United Nations Development Programme (UNDP),
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the United Nations Population Fund, UNICEF, the World Bank, and selected NGOs. Major
factors in mobilizing resources for health for all were outlined in a background paper that also
provided an overview of estimated public- and private-sector health expenditures for selected
groups of countries, total net resource receipts of developing countries from all sources, and
distribution of donors’ official development assistance (ODA) commitments to non-oil develop-
ing countries by income group for 1977 (17). The author of the background paper then went on
to prepare an exhaustive 649-page account of donor policies and programmes (I8).

The renamed Health Resources Group for Primary Health Care decided to review the use
of resources in those countries where primary health care could absorb and effectively use
external support. At its meeting in December 1981, the Group examined the results of the first
country resource utilization (CRU) reviews - in Benin, Ecuador, Gambia, Sri Lanka and Sudan
— that were presented by representatives from the ministries of planning and health in those
countries. The Group established a Preparatory Committee to continue this review work. At the
first meeting of this committee in June 1982, further CRU reviews were examined and recom-
mendations made to strengthen CRU methodology and documentation. On this occasion, the
Director-General stressed the importance of the Group considering whether “the North/South
discrepancies were being looked at seriously in the social sector ... there was a clear mandate to
ensure that the International Development Strategy (see Chapter 1) did not overlook the social
aspects”. He said the strength of the CRU review mechanism was as a “policy analysis instru-
ment which opened the eyes of the central planning authorities to what needed to be done in
the health sector”. He hoped that with experience, the CRUs would become a “powerful national
instrument for implementation and an international means to attract bilateral and multilateral
resources for national health strategies”.

At its second meeting in February 1983, the Preparatory Committee discussed progress
in the health resources development process and health sector action in UNDP Round-Tables
and World Bank Consultative Group meetings resulting from the Substantial New Programme
of Action for the Least Developed Countries. It also considered the innovative approaches dis-
cussed at a United Nations Conference on Trade and Development (UNCTAD) meeting in
October 1982, namely the sector aid approach to funding, and the use of external aid to meet
recurrent costs. The UNDP representative stressed that the Round-Table Meetings were a gov-
ernment responsibility and that the role of UNDP and specialized agencies was complementary
to national action. The World Bank representative explained that a Consultative Group meeting
examined the investment programme and did not focus on a particular sector. For this reason,
health could not be expected to be a regular agenda item. UNCTAD believed its sector aid
approach should be a means to look at health resources as a whole and transfer resources in a
flexible manner with long-term commitments from external partners.

The somewhat surprisingly favourable response among external partners to the suggestion
that they should finance at least part of the operating and local costs was also discussed at the
October 1982 meeting, where it was decided that resource providers (including UNDP) might
need to review their basic policy on local costs. There appeared to be a consensus among the
external partners that operational costs to meet essential needs could, at least in part, be met
from external resources. Service programmes, such as primary health care, had an extended
lifespan and provision for recurrent costs had to be on a sliding scale, subject to periodic reas-
sessment of the country’s own capabilities.

The representative of the International Council of Nurses (ICN) told the meeting that since
nongovernmental organization activity was not always coordinated at country level, workshops
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were being held in selected countries to determine how such NGO health activity could fit in
with national plans.

By the end of 1983, 14 developing countries had reviewed their health budgets in light of
their national strategies and had estimated their overall needs, the potential resources to meet
those needs, and the additional national and external resources that would be required. At this
time, however, the number of CRU reviews per year was reduced to enable more follow-up work
on those already undertaken. An additional five CRUs were undertaken in 1984.

CRU reviews also informed negotiations with individual donor agencies. As an example,
following expanded contacts between WHO and the United States Agency for International
Development, the country representatives of both agencies were instructed early in 1985 to
encourage cooperation with host governments to help identify health resource requirements
and exchange information.

In the second half of the decade, WHO moved to strengthen the capacity of country and
regional WHO staft to perform CRU reviews and pursue follow-up action. A workshop towards
that end at WHO headquarters in late 1984 also provided an opportunity to define overall pro-
gramme strategy for the Seventh General Programme of Work for action by the Division of
Coordination (COR), and to exchange practical information, experience and views to ensure a
more active and effective role for COR programmes at all levels of the Organization. WHO con-
tinued to stress that CRU reviews were essentially a national responsibility, but the information
gleaned from these reviews “continued to be patchy, irregular and difficult to capture”, making
it difficult to demonstrate how successful they had been in mobilizing extrabudgetary resources.

What had started as health-for-all strategies was now proving problematic as administra-
tors tried to marry this approach to both the national managerial process for health develop-
ment and the measures used by individual donors to determine the nature of their support to
countries. As pointed out by the World Bank its objectives were somewhat different from those
sought through the CRU reviews. The Bank process started with a report analysing the sector
as a whole, followed by proposals for support, their appraisal and supervised implementation.
In the Bank’s eyes, the CRU review compressed the first two stages. Weak national managerial
processes undermined the ability of countries to use the CRU reviews effectively.

The growing economic crisis and financial constraints imposed on developing coun-
tries increased attention on financial and economic issues associated with health for all. The
Executive Board and Health Assembly placed this item on their respective agendas in 1986 in
preparation for the 1987 technical discussions on economic support for national health-for-all
strategies (see Chapter 6).

United Nations Development Programme

At the start of the decade, UNDP was providing support to several major WHO programmes: the
Special Programme for Research and Training in Tropical Diseases; the diarrhoeal diseases con-
trol programme; the International Drinking Water Supply and Sanitation Decade, with WHO
acting as lead agency; and bulk buying and quality control of pharmaceuticals for the South
Pacific area. This continued throughout the decade, as did support to various country projects
and to the WHO health programme in China. The latter followed the formalization of technical
cooperation between WHO and China on 5 October 1978. Under the terms of the agreement,
several centres were designated to carry out research as part of a WHO collaborative programme;
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Chinese specialists were trained in new techniques by means of study tours, fellowships and
research training grants; leading scientists visited China under WHO auspices; and equipment
was provided to enable national institutions to improve their health and research activities.

Joint programming of WHO activities under the UNDP regional programme for Asia
and the Pacific, involving three WHO regions, was initiated during the 1980-1981 biennium.
Similar steps were taken for Africa and Europe. The economic crisis impacted heavily on UNDP
funding during this biennium, with pledges for the 1982-1986 programming and planning
cycle falling 24% below the target of US$ 6.7 million. As a result, the UNDP Administrator
announced the indicative planning figures would have to be revised downwards, to 55% of
the amounts originally established. At the time, UNDP-financed projects amounted to about
US$ 53 million, or 11% of all the extrabudgetary funds at WHO’s command.

In 1983, the Organization collaborated with UNDP and the Federal Republic of Germany
in a study on human resources development for primary health care. Its main objective was to
provide guidelines for international and bilateral agencies looking to advance the worldwide
movement towards health for all through effective primary health care. As a result of the study,
field officers were reminded of their role in primary health care and encouraged to attract new
funds for relevant programmes.

UNDDP, the World Bank and the Rockefeller Foundation were the first agencies to collabo-
rate with WHO in its initiative for operational research on safe motherhood to reduce maternal
mortality and morbidity, and promote the health of women through action in countries.

In launching its fourth programme cycle (1987-1991), UNDP provided large contribu-
tions to global programmes to: strengthen district health systems based on primary health
care; develop new vaccines; control diarrhoeal diseases; and advance applied vaccinology. Also
through its Bureau for Asia and Pacific, UNDP pledged support to a programme to strengthen
primary health care by controlling diarrhoeal diseases and acute respiratory infections, immu-
nizing populations and providing essential drugs.

The World Bank, regional banks and other regional organizations

The World Bank collaborated with WHO on several programmes at the start of the fourth
decade, including: the onchocerciasis control programme in the Volta River Basin area (West
Africa); providing basic sanitary measures as part of the International Drinking Water Supply
and Sanitation Decade; the Special Programme for Research and Training in Tropical Diseases;
the Expanded Programme on Immunization; and the diarrhoeal diseases control programme.
WHO also collaborated on public health technical cooperation projects financed by the World
Bank, helping to lay the groundwork, for example, on a large project in China to upgrade medi-
cal colleges and rural health services.

Discussions between WHO and the World Bank took place in October 1985 in Brazzaville
on how to provide effective family planning support in Africa. In addition, WHO and other
organizations in the United Nations system cooperated with the World Bank to implement its
major programme for sustained development in sub-Saharan Africa.

During the 1980-1981 biennium, intensive efforts were made to enhance collaboration
with the Arab banks and funds assisting socioeconomic development. Contact was made
with: the OPEC Fund for International Development; the Arab Fund for Economic and Social
Development; the African Development Bank; the Islamic Development Bank; the Club of
Sahel; the Arab Gulf Development Foundation for the United Nations (AGFUND); the Aga
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Khan Foundation; the Organization of the Islamic Conference; and the Health Department of
the League of Arab States.

WHO entered into more direct relations with the operational arm of the World Bank during
the 1986-1987 biennium. World Bank representatives contributed to the technical discussions
on economic support for national health-for-all strategies during the Fortieth World Health
Assembly in May 1987 (see Chapter 6). The World Bank became a cosponsor and contributing
party to the Special Programme of Research, Development and Research Training in Human
Reproduction (see Chapter 11).

Other United Nations and related agencies
World Food Programme

The World Food Programme (WFP) marked 20 years of development and emergency operations
in 1982. A review of activities showed that more than 170 million people had directly benefited
from the WFP. By the end of 1983, there were 298 coordinated development projects focused on
the fundamental needs of about 30 million people.

WHO’s role in evaluating WEP activities led it to formulate a Guideline for the measure-
ment of nutritional impact on projects assisted by the World Food Programme and other agencies.
This publication was updated several times during the decade. Guidelines were also prepared
to evaluate water supply and sanitation projects. In 1982, for the first time, food aid was among
the resources allotted to a vast, multipurpose environmental disease control operation.

As health adviser to WFP, WHO helped enhance the nutritional value of some of the com-
modities supplied - vitamin A-enriched dried skim milk, for example - as its recommendations
were generally accepted by WFP and also by governments providing food aid bilaterally.

To improve the impact of rural development projects funded by WFP commodity grants,
WHO worked to develop appropriate technology, such as control circuits for rural water tanks
and solar-powered electric water pumps.

WHO advised on development projects being considered for funding by WFP, with a view
to minimizing any adverse effects on health, or, in extreme cases, recommending a project be
postponed or cancelled. This advice was seen as crucial for large-scale projects, such as dams
and irrigation systems, with the potential to have profound ecological and health effects, but for
which the economic or prestige value made them quite attractive.

Efforts to link food aid programmes to national primary health care strategies led to the
reorientation of WFP-supported health projects - mainly for feeding vulnerable groups - in
several countries. Nevertheless, it was acknowledged at the end of the decade that there were
frequent failures — at national, bilateral and international levels — in non-health sector projects
to incorporate health goals and identify the risks and conditions leading to ill health.

Technical cooperation among developing countries

The concept of technical cooperation among developing countries (TCDC) grew out of the
debate on the New International Economic Order (NIEO, see Chapter 1). The Thirty-first World
Health Assembly (resolution WHA31.41) underlined its importance for the technological lib-
eration of developing countries, particularly in research, development and training, and in
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exchanging experience and information on health care. The Health Assembly called on regional
committees, Member States and the Director-General to promote TCDC in the field of health.
The Regional Office of the Americas was designated as the focal point for TCDC work.

TCDC was the subject of the technical discussions at the Thirty-second World Health
Assembly. The discussions focused on the need for political commitment at the highest level
to TCDC in both economically developed and developing countries. It was emphasized that
Member States should have in their national plans a clear policy for TCDC, backed by a national
health programme; develop a national information system on TCDC; expand health manpower
development, particularly in the field of teaching and research; provide information on train-
ing needs and potentials; and exploit possibilities for local manufacture and quality control of
low-cost essential drugs.

WHO helped formulate and implement TCDC projects throughout the decade. It played
an active role in the High Level Committee on Review of Technical Cooperation among
Developing Countries. Following the fourth session of this Committee in New York in May
1985, WHO increased its efforts to promote and support TCDC in global, regional and country
programmes. The non-aligned and other developing countries adopted a medium-term pro-
gramme on TCDC for health for all (1984-1989) and an initial plan of action (1984-1985). This
plan called for, among other things, a critical mass of health-for-all leaders to be assembled
through international and national colloquia.

Nongovernmental organizations

At the end of 1979 there were 123 nongovernmental organizations in official relations with
WHO. By the end of the fourth decade this number had risen to 154.

Seventy NGOs attended the Alma-Ata Conference in September 1978 as full participants,
not simply observers. In 1979, the Joint Committee on Health Policy proposed that WHO and
UNICEF “should encourage national governments to make full use of NGOs in advancing
the primary health care approach, bearing in mind the potential of NGOs to initiate novel
approaches to such elements of PHC as community involvement and supervision” (19).

The Organization sought a more integrated approach to collaborating with NGOs. Wherever
possible, specific activities should be undertaken within an agreed framework. Efforts were
made to ensure WHO participated in various international congresses and technical meetings
organized by NGOs, and the Organization agreed to sponsor or cosponsor several of these
that were of direct interest to its programmes. WHO explored strengthening collaboration at
national level in order to: coordinate its activities with national health programmes; work more
closely with ministries of health to reorient their activities towards primary health care; and
help countries exchange experience via workshops.

Support was given to a few countries whose governments were keen to work alongside
national and international NGOs in health by formulating joint programmes in priority areas.
One such initiative was the WHO/UNICEF/NGO Collaborative Programme in Southern Africa
(Botswana, Lesotho, Malawi, Swaziland, Zambia and Zimbabwe). The Geneva-based NGO
Group on PHC, comprising some 30 NGOs most concerned with PHC, took responsibility for
representing the NGO community. This group’s efforts led to activities specific to each par-
ticipating country: creating an NGO Assembly in Swaziland; involving NGOs in Zimbabwe’s
Voluntary Organizations in Community Enterprise (VOICE); and establishing programmes to
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strengthen health management skills for district health management teams in Zambia. Similar
programmes were launched by other WHO regions in Bolivia, India, Malaysia, the Philippines,
Sri Lanka, Thailand and Trinidad and Tobago.

In preparing for the 1985 World Health Assembly Technical Discussions on Collaboration
with NGOs in Implementing the Global Strategy for Health for All, one Christian Medical
Commission (CMC) staff member noted during a meeting that “it was not the role of the NGOs
to be ‘hand-maidens’ to the Government, nor to be there only at their disposal. They should
stimulate and provide critical analysis. This can only be done if one has the right to use initia-
tive, like a check and balance system in Government” (20).

The final report portrayed the relationship between NGOs and WHO and government as
a true partnership. NGOs were portrayed as being “closer to the people” and able to be “better
advocates of real needs than elected governments”. They were “pace-setters, the innovators, the
leading edge of development forces at the grass-roots level, which is where it matters ... With
their co-operation, primary health care could become a movement of the people instead of
being merely an extension service of government.” Reference was made to the WHO/UNICEF/
NGO Collaborative Programme in Southern Africa, which had “shown promising results and
yielded useful experience”.

The meeting suggested it was time “to conceive and launch a bold new global alliance of NGOs
to mobilize and influence the flow and direction of international resources for the implementation
of the HFA [health for all] strategies ... A global consortium of NGOs, in close collaboration with
WHO, could launch a collective movement ...” (2I).

Following the technical discussions, the Thirty-eighth World Health Assembly (resolution
WHA38.31) asked national NGOs to commit themselves in practice to implementing the strate-
gies for health for all, and urged international NGOs to foster collaboration between national
NGOs and Member States in implementing such strategies. Member States were asked to promote
and support partnerships with NGOs by involving them in formulating policy, and in planning,
implementing and evaluating national health-for-all strategies.

A review of the guiding principles and procedures governing relations between WHO and
NGOs - jointly undertaken with the regional committees in 1985 - led to revised principles being
adopted by the Fortieth World Health Assembly (resolution WHA40.25). These principles, which
replaced those adopted by the First and Third World Health Assemblies, provided a broader frame-
work to develop partnerships. WHO’s objectives in collaborating with NGOs were to: promote the
policies, strategies and programmes derived from the decisions of the Organization’s governing
bodies; pursue jointly agreed activities in various WHO programmes to implement these strategies;
and help to harmonize intersectoral interests in a country, regional or global setting.

Emergency preparedness and response

Emergencies arose throughout the fourth decade as they did during all of WHO’s earlier history.
Each major emergency provoked WHO’s governing bodies to call for health and medical assis-
tance. The traditional response was to provide immediate aid in the form of medical equipment,
drugs, vaccines and other supplies.

The first interregional seminar on emergency care in natural disasters was held in 1978
in Manila, in collaboration with the Government of the Philippines, the Office of the United
Nations Disaster Relief Coordinator (UNDRO), the International Civil Defence Organization, the
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International Hospital Federation, the International Union of Architects and the League of Red
Cross Societies. Courses were also held by the Regional Offices for Africa and for the Americas.

The first major WHO course on health management in natural disasters, in October 1980,
brought together senior officials from 23 developing countries. In collaboration with the United
Nations High Commissioner for Refugees (UNHCR) and the London School of Hygiene and
Tropical Medicine, a multidisciplinary seminar on health problems in refugee communities was
held in 1980 and 1981, and repeated annually in different regions. Also in collaboration with
UNHCR, and the University of London, a manual on health in refugee camps was prepared
after being tested in the field.

The recognition that some emergency situations, such as the continuing drought in parts
of Africa, called for long-term solutions to prepare countries to deal with such disasters, led
the Thirty-fourth World Health Assembly (resolution WHA34.26) in 1981 to ask the Director-
General to “strengthen [WHO?s| capacity and increase its resources ... with a view to promoting
the development of approaches to the prevention of adverse health effects of disasters, when
possible, and the preparedness of Member States to deal with disasters, to participate in the
coordination of aid”.

Improving national capacity, both to take preventive measures and to remain in control
of emergency situations, led WHO to: develop technical cooperation activities in support of
public health management of emergencies; research the epidemiology of disasters; study popu-
lations at risk; assess needs and priorities in the event of mass casualties; and examine patterns
of disease and disease control following disasters. Fellowships were used to train staff from
disaster-prone countries in disaster management so that ministries of health might possess key
personnel capable of dealing with emergencies.

A medium-term global programme for emergency and disaster preparedness, financed by
extrabudgetary resources, started operating during the 1982-1983 biennium. As part of this
programme, regional courses and other training facilities were strengthened, and the study of
disaster situations intensified. Under WHO’s impetus, several universities established under-
graduate and postgraduate programmes on health management in disasters. This resulted in
better-trained personnel becoming available for field work in emergencies.

The critical economic situation in most of Africa, aggravated by drought and famine, led the
World Health Assembly in May 1985 to urge the Director-General and the Regional Director,
in cooperation with the affected African Member States, to respond to the health consequences
of the crisis as an integral part of the regional and global strategies for health for all, and to
intensify WHO technical cooperation at country level to help Member States enhance their
disaster preparedness. In response, the Regional Office for Africa formulated a plan of action;
several programmes on emergency preparedness and relief operations were developed; and the
Organization assigned staff to Ethiopia and Sudan to help coordinate emergency health activi-
ties with the governments and the Special Representative of the Secretary-General of the United
Nations. Personnel were also provided for missions to review the health emergency in Ethiopia
and Sudan and to assess priority health needs in four west African countries.

In November 1985, WHO began to implement its emergency preparedness training pro-
gramme in the African Region. This was done in conjunction with two of its collaborating cen-
tres: for research on the epidemiology of disasters and emergencies in the Catholic University of
Louvain; and for the health of refugees and other displaced communities at the London School
of Hygiene and Tropical Medicine.
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The various organizations with which WHO collaborated and coordinated activities were
brought together at an interregional meeting in Geneva in April 1987 to plan future action.
Representatives from all of the leading international organizations involved in emergency activ-
ities attended. The purpose of the meeting was to clarifty WHO’s role within the international
community in emergency preparedness and response, and to reinforce coordination within
WHO. The meeting emphasized the managerial and organizational aspects of preparedness and
response to emergencies and called for WHO and other organizations to improve institutional
measures for emergency preparedness. The need to improve the quality of information and its
communication within WHO and among the organizations and agencies, and between them
and national authorities, to more effectively prepare for, respond to and mitigate disasters, was
stressed. The need for training in all aspects of emergency preparedness and response, and for
local authorities and communities to participate, were also emphasized. There was a consensus
that emergency preparedness and measures taken by the health sector in response to emergen-
cies should be an integral and indispensable component of the development process (22).

Constitutional and legal matters

The number of Member States grew from 150 in 1978 to 166 by 1987, with one Associate Member.
Amendments to Articles 24 and 25 of the Constitution, providing for a further increase in the
membership of the Executive Board, were adopted in 1984, raising the number from 30 to 31; a
further increase to 32 was in motion by the end of the decade.

The Protocol for the Protection of the Mediterranean Sea against Pollution from Land-
based Sources was signed on 17 May 1980 in Athens by 12 Mediterranean coastal states and
by the European Economic Community, and published in the International Digest of Health
Legislation (23). The protocol drew on studies and first drafts prepared in 1976 and 1977 by
WHO at the request of UNEP.

On 20 May 1980, the Thirty-third World Health Assembly, when considering proposals
from Egypt to remove the Organization’s Regional Office for the Eastern Mediterranean from
Alexandria, requested an advisory opinion of the International Court of Justice on whether the
negotiation and notice provisions of the agreement concluded with Egypt on 25 March 1951
were still applicable in the event of such transfer. The Court advised on how such a transfer
should be managed, if it were to take place. On 18 May 1981, the Thirty-fourth World Health
Assembly accepted the advisory opinion and asked the Director-General to initiate action
and report to the January 1982 session of the Executive Board. The Board asked the Director-
General and the Government of Egypt to continue their consultations; the Thirty-fiftth World
Health Assembly requested a comprehensive study on the matter, and this study was presented
to the Thirty-sixth World Health Assembly in May 1983. The matter came to an end when Egypt
withdrew its request.

The Thirty-sixth World Health Assembly confirmed the decision taken on a trial basis in
1981 to limit the duration of the Health Assembly to two weeks in even-numbered years, when
there was no proposed programme budget to consider, and in odd-number years to as near to
two weeks as was required for the efficient and effective conduct of business.

In May 1982, the Thirty-fifth World Health Assembly adopted resolution WHA35.14 defin-
ing WHO?’s policy on patents, following a reccommendation by the Executive Board at its 69™ ses-
sion. The Health Assembly decided that it should be WHO policy to obtain patents, inventors’
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certificates or interests in patents on patentable health technology developed through projects
supported by WHO, where such rights and interests were necessary to ensure development of
the new technology; and that the Organization should use its patent rights, and any associated
financial or other benefits, to develop, produce and make widely available health technology in
the public interest.

The progress report to the 71* session of the Executive Board elicited several questions on
the use of profits resulting from any patents held by WHO. The Director-General noted that
“many of the patents were associated with the Special Programme of Research, Development
and Research Training in Human Reproduction, and many of those who had invested heavily
in that Programme would no doubt feel that it was still underfunded in the light of its potential,
and that any profits from these patents should be fed back into that Programme. That could not
be done, however, without the consent of the Board.”

The progress report to the 77" session of the Executive Board in January 1986 said that
implementing resolution WHA35.14 was “being increasingly linked with the growing col-
laboration between WHO and industry, as partners in promoting the development and wide
availability of health technology” (24). One change reported was the revised WHO standard
Technical Services Agreement. Previously, who would retain patent rights was written into the
agreement; now, if research resulted in an invention, the “parties are placed under an obligation
to negotiate an agreement covering the exercise of the intellectual property rights granted to
the research institution”.

Staff development and training

The work in staff development and training was carried out in close collaboration with all the
Organization’s other programmes. Briefing and training needs were jointly defined and acted
on. Following an evaluation in 1982, staff training and related activities in support of WHO’s
strategies for health for all went through a stage of intensive development. Programmes were
established to brief and orient staff on policies and strategies, both at headquarters and in the
regional offices. Joint workshops on implementing strategies and plans of action for national
health development were also used to update WHO staff members on policy changes.

By 1985, a series of advanced briefing seminars for professional staff, mostly long-serving,
on organizational policies and strategies was completed. All briefings were conducted in-house
by senior staff members. By this time, each region had its own staff development programme
with specific funding.

Skill-oriented training concentrated on two priority areas: information processing and infor-
mation transfer. In the former, the emphasis was on computer introduction, microcomputing and
office automation; and in the latter, effective communication, including presentation techniques,
managing meetings and media relations. Refresher training and training in administrative and
technical priority areas, and languages, were also emphasized at both regional and headquar-
ters level. Briefing and training materials included a booklet for all new staff throughout the
Organization (Working for WHO); a brochure on staff training available through headquarters;
and guidelines on organizing meetings and preparing and using simple visual aids.

As part of the effort to assemble a critical mass of health-for-all leaders, a programme for
WHO programme coordinators was developed, emphasizing advocacy for health for all and
implementing national strategies. A series of interregional seminars and skill-development
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workshops enabled WHO programme coordinators to further enhance their role in build-
ing national health-for-all leadership and contributing to technical meetings and country
programme reviews. WHO programme coordinators increasingly used their meetings in the
regions as opportunities to expand their knowledge.
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Regional developments and trends

The regional nature of WHO stems from the existence of two regional bodies at the time of WHO’s
founding: the Maritime Sanitary and Quarantine Board of Egypt; and the Pan American Sanitary
Bureau. As stipulated by the WHO Constitution, responsibility for defining and establishing
regional organizations rests with the Health Assembly. While the distribution of countries to
regions has been rather stable throughout WHO’s history, this decade was marked by Israel’s move
from the Eastern Mediterranean Region to that of Europe in 1985. This permitted the Regional
Committee for the Eastern Mediterranean to meet in full for the first time since 1950.

The regional committees formulate policies on matters of an exclusively regional character.
They also initiate technical conferences and other activities that promote the Organization’s
objectives in the regions, and cooperate with the regional committees of the United Nations and
other specialized agencies and international organizations with common interests.

The decentralization policy adopted during the fourth decade called for the regional offices
and committees to have a bigger, more active role. As spelt out by the Director-General in
his introductory statement to the 1986-1987 programme budget, the regional offices had “to
become centres for responding to carefully thought-out national needs for attaining health for
all by ensuring a coherent spectrum of support activities for developing strategies, implement-
ing them or part of them, and ensuring that technical content, administrative procedures and
financial transactions are properly interrelated”. The regional committees, he said, “must fulfil
much more actively the role of monitoring vested in them by the Health Assembly”.

The increased involvement of the governing bodies in the work of the Organization led
to their efforts being harmonized with the policies developed by the Executive Board and the
World Health Assembly. As a consequence, there was a similar pattern in the work of each of
the regions; at the same time, however, important differences emerged, reflecting the diversity
of problems, constraints and opportunities that countries faced.

This chapter does not cover all the activities of each region. Attention is focused on broader
developments towards health for all and related developments in health systems and human
healthresources. Given thatsimilaractivitiesoccurredinall regions, notallare described. Rather,
based on documentation from the time, primarily the biannual reports of the Organization and
the reports of the regional directors to meetings of the regional and global governing bodies, a
different blend is presented for each region.

African Region

The African Region has suffered disproportionately each time the world has been hit by an
economic crisis, as was the case during all of this decade. Worldwide inflation and the mon-
etary crisis contributed to impoverishing most countries of the region, whose meagre currency
reserves were eaten away by the rise in the price of manufactured goods. In 1986 alone, Africa’s
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earnings from exports fell to US$ 19 billion, with the net transfer of resources from Africa
amounting to billions of dollars. As well, some countries were still living through periods of
civil war, which perpetuated their dire poverty. These factors provoked “feelings of alarm and
despondency ... Faith in an international community characterized by cooperation and mutual
dependence [was] crumbling fast” (I).

The persistence of apartheid in South Africa caused material and human damage. Funds
that neighbouring countries might have used to provide services to their own communities were
lost to preserve their economic, political and strategic independence. Unconditional support for
the national liberation movements, recognized by the OAU as a way of promoting health devel-
opment throughout Africa, was a constant feature of the African Region’s Standing Committee
on Technical Cooperation among Developing Countries.

Technical discussions at the 28" session of the Regional Committee in 1978, on social policy
and health development in Africa, concluded that a realistic health policy required a “revolution-
ary approach”. Member States were urged to establish multisectoral coordinating mechanisms,
such as national health councils or committees; ensure continuity in the work of their policy
organs; and apply the decisions intended to promote health at every social level. The recommenda-
tions of the Alma-Ata Conference were endorsed by the Member States of the Region.

The Charter for the Health Development of the African Region was one of the decade’s sig-
nificant events in the Region. The Charter affirmed the commitment of Member States in areas
they jointly considered important for health development. The objectives of the Charter included:
improving primary health care, manpower development and training; providing safer water and
sanitation, and promoting maternal and child health; and controlling communicable diseases.

Seminars and workshops were held to popularize primary health care. A regional workshop
in Botswana in December 1978 reviewed the recommendations of the Alma-Ata Conference;
nine countries participated in a workshop in Yaoundé in June 1979 to prepare a practical guide
for students of health sciences; a multidisciplinary workshop was held in Kintampo, Ghana, in
July 1978, based on the experience of the Brong-Ahafo rural integrated development programme
(BARIDEP) (2); and a seminar on development, community participation and training was held
in Dakar in July 1979.

The African Advisory Committee on Medical Development was established in 1976 to
strengthen research capacity in the African Region. Following a review of the regional strategy
for health for all, specific objectives were taken from national strategies and classified into three
groups: development of comprehensive health services; health science and technology; and pro-
motion and support (see Chapter 9). Objectives for 1990 were set for immunization, water supply
and sanitation, and the fight against hunger and malnutrition. The regional development strategy
had two main components: training health personnel, with emphasis on country health program-
ming; and technical cooperation at country level to implement country health programming.

It was estimated an additional US$ 2.5 billion per year was required to implement the
regional strategy for Africa, a sum that included US$ 2 billion for drinking-water and sanita-
tion, US$ 25 million for the Expanded Programme on Immunization, and US$ 25 million
for malaria control. Recognizing that external funding was essential, the African Health/2000
Resources Group was established in 1981, comprising representatives of Member countries,
intergovernmental, governmental and nongovernmental organizations, and bodies within the
United Nations system. Its terms of reference included advising on how to secure extrabudgetary
support, mobilizing resources for health development, and promoting information exchange on
health needs and resources.
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The Regional Committee for Africa, in adopting the regional strategy, invited Member
States to formulate national plans of action emphasizing primary health care, and to put their
strategies into effect with the support of WHO, OAU and other organizations and institutions.
It sought mechanisms to evaluate the progress of the work every two years, and the effectiveness
of the work every six years.

Promoting managerial processes for national health development was seen as an indis-
pensable precondition for implementing the strategy for health for all. In 1979, the Institute of
Public Health, based in Cotonou, Benin, became the first of three subregional centres for health
development. The other regional health development centres were established in Harare, for
English-speaking countries, and in Maputo, for Portuguese-speaking countries. As a first step in
developing national plans of action for health for all, training workshops that stressed identify-
ing priority issues, problems and solutions were conducted in 13 countries. The centre in Benin
began its work by providing training for a multidisciplinary group of development workers from
French-speaking countries of the African, Eastern Mediterranean and Western Pacific Regions.

Ministers of health and economic planning from Benin, Mali, Mauritania and Senegal
attended an interministerial conference on planning and managing health services held in Dakar
in 1980. In the same year, the Region’s first consultation on developing health management train-
ing was held in Arusha in the United Republic of Tanzania. Following the recommendations of an
interregional consultation, an African network of health management training and development
programmes was established in 1981. This network was open to all national institutions.

With the help of the United States Agency for International Development, courses were run
at the WHO training centres in Lagos and Lomé to train instructors in primary health care.
A the United Nations Development Programme-financed project was prepared, with technical
cooperation from the German Democratic Republic, for an international course on public health
in the United Republic of Tanzania, with an emphasis on primary health care. By 1983, these had
become part of a network of national training centres that were the focus of 32 country and 13
intercountry projects. These projects stressed training health workers in communities or first-line
health centres, and aimed to produce competent managers and develop teaching methodology.

In 1983, the Regional Committee noted the difficulties its Member States were experiencing
in monitoring progress, and attributed these mainly to the multilateral nature of the data to be
collected and the inadequate training that personnel received in using such data. Countries were
invited to strengthen technical cooperation with the Regional Office and more effectively use
WHO programme coordinators. WHO was asked to help strengthen national mechanisms to use
at least the 12 global indicators agreed upon by the Health Assembly as part of the Global Strategy.

WHO called for joint practical training for national and WHO staff in health management
and health services research, especially in monitoring and evaluating strategies, prompting sev-
eral seminars and workshops. WHO programme coordinators and representatives were invited
to discuss with the national authorities relevant themes contained in both the document on the
managerial framework for optimal use of WHO’s resources to support Member States, and also
in the first report of the Regional Director on strategy evaluation.

At the 1985 session of the Regional Committee, Member States decided to reorient their
health activities by: adjusting their strategies and formulating or reformulating their national
action plans; improving information support and integrated planning for health manpower
development; improving coordination within and between sectors; and mobilizing and making
rational use of available resources. To facilitate these developments, the programme budget
policy in Africa was increasingly based on detailed joint government/WHO planning. The
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economic challenges still facing the African Region were outlined by Dr Gottlieb Monekosso,
who had taken over from Dr Alfred Quenum as Regional Director the previous year. These
challenges were: inflation; increasing indebtedness; a rise in the prices of essential commodi-
ties; a fall in the prices of local products for export, entailing a considerable loss of potential
revenue; and management problems in health services and infrastructure. Two years later, he
depicted health development in the African Region as being “on a knife-edge of an unparalleled
development crisis”.

A review of the work of the Advisory Committee on Health Development in 1986 led to it
becoming the umbrella committee for the various regional advisory committees that had been
functioning independently of one another; its role was to coordinate their work and promote
specific health policies. Of the 18 members of this committee, six were representatives of three
regional working groups on the major determinants of community health (water, population
and education); six represented three regional networks of institutions (for research promotion,
leadership development and resource management); and six were experts with special responsi-
bility for orienting the work of the committee towards health policy development.

The need for a unified managerial process led to intercountry programmes on health plan-
ning and on national health information systems being merged into a single programme. The
subregional health development offices were positioned to help Member States create national
health development centres with the dual objective of training instructors in the managerial
process for national health development, and providing technical and operational support to
the countries in health planning and evaluating their national health-for-all strategies.

With the merging of public information and education for health (see Chapter 8), activities
in these two areas were pursued in all countries of the Region. Depending on the country, they
consisted of: education sessions in health and social services, training officers to help develop
these activities; retraining social services and health personnel; organizing local health devel-
opment committees; producing educational material; raising public awareness of priority health
problems through radio broadcasts; and seminars to alert local authorities to the importance
of primary health care. Following a recommendation from a group of communication experts
that a primary health care module be included in training curricula for journalists, WHO
collaborated with the Teaching Centre for Information Sciences and Techniques at Dakar and
with other similar establishments in the African Region (in Kenya and Nigeria) to train a new
generation of journalists competent in social and health matters.

The new structure in the African Region - the Regional Office activities had been decen-
tralized, with three subregional health development health offices established and the WHO
programme coordinators’ offices strengthened — was the focus of the Regional Committee’s
1985 session. Matters considered included: the level of responsibility of the subregional health
development office director vis-a-vis the WHO programme coordinator/representative in the
host country of that office; the cost of establishing the subregional offices; the operating mecha-
nisms of the offices; criteria for selecting the host country; and locating regional health devel-
opment centres. Using national staff as WHO programme coordinators produced positive and
negative results, including managerial difficulties for the Regional Office, a Committee review
revealed. The Committee invited the Regional Director “to phase out the experiment gradually”.

A review of the working environment of the WHO Programme Coordinator offices led to
several changes. Steps were taken to ensure that each office had a qualified administrative assis-
tant who was linked to the Organization and accountable for its resources. Arrangements were
made to provide information communication officers for primary health care, who would be
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nationals linked to the Organization. Such officers were deployed in several countries to work in
other fields, such as nutrition, and monitoring and evaluation. Staff scattered in different coun-
tries, often singly or in pairs, were grouped into effective teams in the three subregional offices.

A programme operations coordination system (AFROPOC) was introduced in 1986 to
rationalize the process of managing WHO resources and ensure their optimal use in countries.
Professional staff were grouped into three intercountry health development teams at subre-
gional offices in Bamako, Bujumbura and Harare, emphasizing the support for primary health
care. A scenario for the African Region for 1987-1990 was developed to hasten progress towards
health for all, strengthen national capacities, reinforce technical cooperation among countries,
and ensure the optimal use of WHO resources. The roles and functions of the African Advisory
Committee for Health Development and various other committees were reviewed and revised
to ease coordination efforts and help formulate specific and explicit policies.

The decade ended with the Region’s advocacy for health development receiving support at
the highest political level when the Assembly of Heads of State and Government of the OAU,
in July 1987, adopted a declaration on health as a foundation for development. The declara-
tion invited Member States to: define or redefine politico-administrative units, with local gov-
ernment responsibilities of such districts for socioeconomic development, including health
development; encourage local initiatives to mobilize additional human, material and financial
resources for both health and development in the communities; use local, social and political
mass organizations to encourage communities to promote their own health and development;
encourage district managers to help communities plan operations, provide supervisory sup-
port, collect information, and prepare appropriate reports; and ensure continuing support for
the districts from both the intermediate and the central level, especially in monitoring progress,
evaluating activities for health and development on target communities, and conducting field
research to resolve operational problems.

Universities were asked to help governments in combined health and development activi-
ties, which were designed to reduce the burden of disease and accelerate economic growth, while
maintaining community health at an acceptable level. Recognizing that such an undertaking
called for coordinated international support from multilateral, bilateral and nongovernmental
agencies, each Member State was instructed by WHO to establish an appropriate mechanism
to coordinate all health and development activities aimed at districts.

Region of the Americas

The extension of health services coverage by way of primary health care was seen as the “spear-
head” in the regional effort to attain health for all. The few valid indicators of the extent to which
coverage had increased during the previous decade showed that while about half of the countries
had made substantial gains, the organization of the health sector and the development of human
resources had not kept pace with the growth of facilities. The growth in public spending on health
care had slowed and in some countries had lagged behind the general economic growth.

The governments of the Americas agreed that new social and economic approaches were
needed, especially in light of the serious demographic situation, increased urbanization, the
availability of foodstuffs and nutrients to the population, and the complex relationship between
the factors affecting the human environment. In 1980, Member governments reaffirmed or
revised their national health-for-all strategies, and the regional strategies based on them were
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adopted by the Pan American Health Organization’s (PAHO?’s) Directing Council at its XXVII
Meeting (the 32" session of the Regional Committee) in September. One year later the regional
plan of action was approved by the Directing Council at its XX VIII Meeting.

The following regional objectives were set: to reorganize and expand health systems to
make them more efficient, equitable, and effective; pursue intersectoral links; and promote and
improve regional and interregional cooperation. The need for innovative solutions to health
problems was stressed, inasmuch as the essential determinants of health, poverty for example,
were largely outside the health sector’s traditional sphere of action. The urgent need to revise
traditional practices and methods so that health services were accessible to whole populations,
especially groups at greatest risk, was also emphasized, as was the need for promotion and
prevention programmes in combination with programmes for health restoration and rehabili-
tation, and in close coordination with improvements to the physical and social environment.

The aims of the regional plan were to satisfy the health needs of the entire population, espe-
cially those groups that development had bypassed. Priority was given to rural and marginal
urban groups, and within them, to special population groups, namely women, children, work-
ers, the elderly and the disabled. According to the plan, it was essential to restructure the health
sector to incorporate social security systems, refocus financial mechanisms and encourage the
community to take action to improve its health.

The Regional Committee for the Americas (the Directing Council for PAHO), in review-
ing the previous Ten-Year (1971-1980) Plan for the Americas, agreed that primary health care
and its components still constituted the basic strategies to: extend health services coverage and
environmental improvement; promote community organization and participation; improve
intersectoral links; and develop research and technology, and human resources. It then adopted
a plan of action to implement the regional strategy.

A new strategy for human resources and research was devised. It called for comprehensive
manpower development programmes at subregional and country levels to cover all manpower
needs in the health field. The strategy covered planning, training and the use of personnel,
and took account of plans to extend health coverage to underserved populations. Subregional
and country programmes included education and training for allied health personnel in the
Caribbean; strategic training for health workers in Brazil; and training in community health
for Central America and Panama.

To supplement the 49 regular courses in health-care administration, a new phase of the
PAHO/WHO programme in health administration was initiated with the support of the W.K.
Kellogg Foundation. Courses covering economics and finance, organizational methods, and
health assessment and planning were offered by the Regional Library of Medicine and Health
Sciences (BIREME), which in 1982 became the Latin American and Caribbean Center for
Health Sciences Information; the Latin American Center for Educational Technology in Health;
the Case Western Reserve University (USA); and the London School of Hygiene and Tropical
Medicine. Two further important initiatives were an advanced programme in health adminis-
tration training for the Central American countries, and an international course on planning
for the development of health services systems at the School of Public Health, Universidad
National Auténoma de México, Mexico City.

During 1982, nine workshops were held to help implement the national and regional strate-
gies. About 280 participants, comprising senior officials from the ministries of health, education,
agriculture and planning, prepared a common framework for national workshops to reformulate
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national strategies and review their implementation. The technical discussions on managerial
analysis of health systems, held during the 1982 session of the Regional Committee, stressed the
importance of strategic management, health systems research, training, and technical cooperation.

One further consequence of the Regional Plan of Action was the reorganization of the
Secretariat’sadministrativestructurein 1983 to develop new methods of cooperation with countries
in the Region. Intermediate administrative levels were eliminated and technical activities organ-
ized in accordance with the programme classification in WHO’s Seventh General Programme of
Work and the Regional Plan of Action. The process for preparing the regional budget was revised
also, leading to a 29% increase in the 1984-1985 resources directly allocated to the country level.
Making these changes was not always easy owing to “the inertia and resistance to change of the
established bureaucracy ... and the number of vested interests in the Organization, the rigidity
of behaviour of individuals and the rigidity of established practices ...”, according to Dr Carlyle
Guerra de Macedo in his observations to the 73 session of the Executive Board in January 1984.
The Brazilian had been elected Regional Director in 1982 by the XXI Pan American Sanitary
Conference, succeeding Dr Héctor Acuia.

A review of the primary health care strategy in Latin America revealed that PHC was regarded
by too many people as a programme oriented towards the simple problems of marginal population
groups, and its potential to change health systems as a whole had not been exploited. The review
prompted increased efforts to maximize this potential.

The Regional Committee for the Americas advocated establishing national systems for financ-
ing health strategies and reorienting international cooperation. A mechanism was established
not only to identify needs and possible sources of external funds for countries, but also to help
countries draft suitable proposals for programmes with a high likelihood of receiving finance.

A regional meeting of epidemiologists, health administrators and planners in Buenos
Aires in 1983, on the prospects for epidemiology practices, concluded that countries still
needed encouragement to assess the population’s health status, its determinants and trends.
The meeting also concluded that national capabilities to evaluate health service systems and
health promotion and disease prevention programmes required urgent attention. As a result,
in 1986 PAHO established a new programme, called health situation and trend assessment, that
promoted epidemiology as an instrument in the planning and technical administrative man-
agement of services, and as an essential element for understanding the factors that influence
changes in the health profiles of populations, changes that would, in turn, influence the alloca-
tion of resources for health and decisions on health policies and programmes. As observed by
the Regional Director, “epidemiology can go beyond considering just specific health problems;
it can help bring us closer to considering society as the source for explaining health problems
and their solutions” (3).

The lack of criteria for introducing technology, especially high-cost technology, continued
to cause concern within WHO. The health sector was judged to be adopting and using technol-
ogy incompatible with the aims and goals spelled out by governments. This incompatibility
was seen as fundamental to the waste of resources and having negative repercussions on health
delivery services, the attitudes of staff and patients, and institutional structure and functions;
even more serious, it produced misguided sectoral policies. One approach to increase efficiency
was to integrate resources with each component of the health sector. As a consequence of this
efficiency drive, linking the ministries of health and the social security institutions was ana-
lysed during the 1984-1985 biennium in the 16 countries of the region in which they shared
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responsibilities for providing health services. The study showed a trend towards: delineating
the areas of responsibility for the sector’s components; spelling out financing policies, including
the role of the private sector; and determining the extent of real coverage in providing services.

The Organization worked with the Latin American and Caribbean Institute for Economic
and Social Planning (ILPES) as part of efforts to link the health sector with other sectors. The
work aimed to develop the conceptual, technical and methodological foundations to introduce
a health dimension in planning global development and its linkages with the decision-making
mechanisms of the Latin American and Caribbean countries. Water and sanitation, food and
nutrition, and essential drugs were areas in which such links were pursued.

To mobilize external technical and financial resources for the health sector, the Organization
moved to strengthen formal and informal links with: the United Nations Economic Commission
for Latin America and the Caribbean (ECLAC), the United Nations Development Programme,
the United Nations Population Fund, the United Nations Children’s Fund (UNICEF), the World
Bank and other agencies of the United Nations; the inter-American system, particularly the Inter-
American Development Bank (IDB) and the Organization of American States (OAS); and other
donor agencies. The aim was to initiate joint programmes that were consistent with national and
regional health priorities. Such formal agreements included a memorandum of understanding
with UNICEF covering joint cooperation with governments to strengthen the operational capac-
ity of health services, and in certain specific fields, such as malaria, respiratory infections, essen-
tial drugs, maternal and childcare, nutrition, and environmental health, and research.

Civil wars in El Salvador, Guatemala and Nicaragua during the late 1970s and the 1980s
resulted in thousands of injuries and deaths. The conflicts also had a devastating effect on living
conditions and health-care services in these countries and affected all of Central America. In
1983, governments in the subregion began working with PAHO and UNICEF to address the
crisis. The Regional Director, Dr Macedo, named the initiative Health as a Bridge for Peace, its
goal, to create solidarity between nations by preserving the public health infrastructure and
sharing resources for health. In the first phase, clinics and hospitals were rebuilt, new health-
care workers trained and essential medicines and food distributed. Projects were also launched
to control malaria and dengue fever, and to improve drinking-water quality and supply.

In areas affected by war, more children were dying from preventable illnesses than from
injuries caused by the conflict. PAHO health experts debated the best way to solve the problem.
These discussions bore fruit when PAHO on 14 May 1985 announced an ambitious campaign to
eradicate polio from the Americas (see Chapter 15). A hallmark of this campaign and Health as
a Bridge for Peace was the Days of Tranquillity initiative, in which humanitarian ceasefires were
called every year during the height of conflict and tens of thousands of health workers, volunteers
and even guerrilla soldiers vaccinated children against polio, diphtheria, whooping cough, tetanus
and measles. The success in El Salvador, in particular, carried a powerful message of the value of
cooperation in health, and helped improve relations between Central American countries and
foster the subregional peace process. Health as a Bridge for Peace and Days of Tranquillity have
since been officially adopted by WHO as part of its work in politically troubled areas.

Just as the Central American governments, with support from the international com-
munity, had formulated a unique, on-the-ground subregional plan to address priority health
and development needs, the English-speaking Caribbean countries developed the Caribbean
Cooperation in Health initiative, while the Andean and Southern Cone countries in South
America crafted similar, well-focused joint plans of action.
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In September 1986, the XXII Pan American Sanitary Conference approved an orientation
and programme priorities document to guide the Organization’s efforts during the 1987-1990
quadrennium. The Organization’s ability to plan programme activities and allocate resources
was enhanced by a revision to the AMRO Programming and Evaluation System (AMPES), lead-
ing to programming and budgeting phases being merged into a single operation.

South-East Asia Region

The Regional Committee unanimously adopted the Charter for Health Development in 1978. The
Charter provided a regional mechanism for mobilizing internal and external resources for health
development and a focus for intercountry consultation and collaboration in the spirit of TCDC.

A meeting in New Delhi in December 1978 reviewed the recommendations of the Alma-Ata
Conference in the context of regional and national requirements. Four of the 10 countries in the
region - Bangladesh, Burma, India, and Thailand - had formulated countrywide programmes
and were beginning to implement them. Other countries were either at the planning stage or
experimenting with models to fit their political and socioeconomic situation. Nearly all coun-
tries had started programmes for training community health workers. It was stressed that tra-
ditional medicine, widely used throughout the Region, should be a part of primary health care,
while sectors other than health were drafted to help promote and prepare for a PHC system.

A UNICEF/WHO meeting on formulating strategies to attain health for all, held in New
Delhi in December 1979, reviewed national health policies and long-term plans with a view
to defining specific areas in which WHO would collaborate over the next two decades and
the assistance it should give in formulating strategies. Regional and national strategies for
attaining health for all were formulated after intensive consultation, and were endorsed by the
Regional Committee at its 34™ session in 1981. A regional plan of action was adopted by the
Regional Committee a year later. This included a plan to support the managerial process, based
on national medium-term programmes developed in 1979 and updated in 1980 and 1981.

High-level national councils or committees responsible for implementing these health-for-
all strategies were established in almost all countries of the Region. In Thailand, for example,
the National Economic and Social Development Board established a macrosocial development
subcommittee, with task forces for health, education and culture, and social welfare and secu-
rity. Political commitment to health development was reinforced at the first meeting of the
Region’s ministers of health, held in Jakarta in September 1981, when the ministers afirmed
they were committed to action at the executive, technical and political level.

In 1982, the Regional Committee noted with satisfaction the progress reported by Member
States in implementing national strategies, including establishing high-level health councils
and committees for coordinated implementation of the strategies and the specific objectives and
targets included in countrywide health programmes. Although there was increasing evidence
of intersectoral coordination within countries, the Regional Committee felt that the national
plans of action to implement the strategies with internal and international support needed to
be vigorously pursued.

In 1983, the Regional Committee discussed the various problems that countries had iden-
tified when reviewing their health systems (4,5). These included a shortage of manpower and
material resources, and political and professional resistance. Efforts were made to overcome the
resistance through personal contacts, seminars and workshops. The Regional Committee also
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noted that health planning and country health programming often proceeded with insufficient
emphasis on the managerial skills. As a result, programmes designed for rapid expansion of
primary health care service delivery encountered many difficulties in everyday administration,
supply and logistics, supervision, and support and referral systems.

In response to these problems, countries were helped to review, reorient and redesign national
health planning processes by applying the managerial process for health development. The
Organization also collaborated with most of the countries in the region to develop methods and
mechanisms for multisectoral planning and management; coordinate activities with other sec-
tors, NGOs, universities and communities; and evaluate national health plans and programmes.
Management training, based on a learning-by-doing approach, was developed for intermediate-
level staff in Burma, India, Indonesia, Mongolia, Nepal, Sri Lanka and Thailand, while seminars,
in-service training and other activities for various levels of personnel were organized in almost
all countries of the region to help build a critical mass of health-for-all leaders.

There were several innovative attempts to improve the coordination and use of health
resources at the country level for implementing health-for-all strategies. In Thailand, there was
a programme budgeting exercise to develop a process and monitoring mechanism to enable
national authorities to more flexibly use WHO resources for health development within the
country ceiling and according to national priorities. In Indonesia, a collaborative programme
was initiated to determine how all available resources might best be used, with WHO performing
a “catalytic and coordinating” role. In Mongolia, with the help of multiagency funding, there was
an experiment to develop a model of primary health care services, incorporating training and
research, in an aimak tribe.

Action was taken in Burma and Nepal to coordinate, in consultation with government, WHO
and UNICEEF inputs in order to strengthen the impact of their support in developing primary
health care activities. This led to an action programme on nutrition in both countries in 1983.

Country resource utilization (CRU) reviews were conducted to assess resource needs. The
Regional Committee, during its 1984-1985 session, urged Member States to mobilize all pos-
sible resources and the Regional Director to coordinate and support these efforts by helping to
formulate proposals, and assess the costs and methods of financing health care programmes.
Guidelines for submitting proposals for extrabudgetary funding were updated and a directory
profiling donors was prepared.

The adoption of the Seventh General Programme of Work led to the Regional Office being
reorganized. Country focal points were established at the Regional Office, and the role of the WHO
programme coordinators strengthened. Multidisciplinary teams were set up at the Regional Office
to provide coordinated technical support to national health development.

The joint government/WHO evaluations of a priority health programme chosen by each
Member State were completed by the end of 1986. Country support teams were established for
each Member State to ensure coordinated support and timely response to priority needs for tech-
nical cooperation, and to contribute to developing and implementing the biennial programme
budgets. A regional consultative meeting examined how WHO resources were being managed
and suggestions were made for action at country and regional levels.

As reported to the seventy-ninth Executive Board session in January 1987 by Dr U Ko Ko,
the Regional Director, the Sixth Meeting of Health Ministers, held in Chiang Mai in September
1986, had agreed that the “moral value system implicit in the health-for-all/primary health
care concept could be used to inspire leaders at all levels [and] help other social and economic
aspects of development”.
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European Region

The reorientation of the Region’s programme towards attaining health for all began early in the
decade. Although there was a widespread sentiment among European countries that primary
health care was for the developing world and not for them, the 28" session of the Regional
Committee, held in 1978, asked the Regional Director to integrate the recommendation of
the Alma-Ata Conference into the European Region programme. A year later, the Member
States were asked to collaborate to execute programmes related to PHC. Earlier, the publication
Primary Health Care in Europe had described the main problems in the region and proposed
new strategies to solve them (6). The slow acceptance of primary health care in industrialized
countries was attributed to “its poor definition and a lack of analysis of its implications for
industrialized countries” (7).

One element of the strategy was prevention, another, improving health-care systems. The
former covered a wide spectrum, from genetic counselling and immunization through to food
control and providing adequate drinking-water and sanitation, and reducing accidents, including
road traffic accidents, and their consequences. Improving health-care systems required major
changes in professional practice and in organizing and financing health care in many countries.

Other elements of the strategy included promoting healthy lifestyles and minimizing the
detrimental effects on health of poverty and unemployment. Healthy lifestyles were seen as an
individual and a community responsibility, requiring efforts in education and public informa-
tion, changes in social and economic conditions, and regulatory controls to ensure food safety
and halt illegal imports. Programmes were initiated in health promotion, alcohol abuse, and
drug abuse and smoking, while many lifestyle issues were introduced to existing programmes,
such as health education, chronic diseases and workers health. Staffing patterns were changed
to give a broader expertise in such areas as sociology and political science, complementing
existing expertise in medicine, engineering, economics and law.

A Regional Health Development Advisory Council, comprising members of the Consultative
Group on Programme Development and experts in political science, economics and sociology;,
proposed a comprehensive long-term strategy for the Region. In 1980, the Regional Committee
endorsed the proposed strategy, with minor changes. It agreed that the main programmes
should include: promoting lifestyles conducive to health; reducing preventable conditions; and
reorienting health-care systems to cover whole populations with the maximum level of health
care possible given the stage of development in a country. The need to reduce poverty was also
stressed, as was the significance of the New International Economic Order to this end.

Two international workshops on country health programming and related managerial pro-
cesses were held in the United Kingdom in 1980 and 1981. The venues were the Usher Institute
in Edinburgh and the Nuffield Centre for Health Services Studies at the University of Leeds.
Country health programming was introduced into workshops held in Amsterdam in 1980 and
Antwerp in 1981 for participants from developing countries. A regional workshop in Vienna in
1981 on controlling health-care costs in social security systems stressed the need to coordinate
primary health care and strengthen health-care measures both within and outside the health
sector. Another workshop in Munich in 1981, on the cost-effectiveness of standard patterns of
long-term health care, focused on the quality of that care.

The WHO Regional Office for Europe collaborated with the ministries of health of Finland
and the Netherlands to develop a “scenario-building” approach to formulating national strat-
egies for health for all. This involved deciding the steps to be taken in formulating major
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programmes, taking into account the requirements of multisectoral collaboration, alternative
strategies to achieve health for all, and anticipated results. The integrated managerial process
was initiated in Morocco, Portugal and Turkey, where activities related to planning, program-
ming, implementing, monitoring and evaluating health programmes took place.

Developing regional targets, the building blocks for the achievement of health for all by the
year 2000, required the increased involvement of nonmedical professionals, such as economists,
social and political scientists and consumer group representatives. This effort took two years of
intensive analysis, culminating in September 1984 when the Regional Committee adopted 38
regional health-for-all targets and a preliminary list of essential and optional indicators. These
targets covered four areas of health improvement: reducing existing health inequities among
countries and between groups within countries; adding life to years by improving people’s oppor-
tunities to develop and use their health potential; adding health to life by increasing the average
number of years free from major disease and disability; and adding years to life by reducing pre-
mature mortality from certain diseases and accidents. Targets were also set for factors influencing
lifestyles and health, improving environmental health and the functioning of health services, and
strengthening national health policy formulation and manpower development.

Having leading health officials from Member States work with the Regional Committee
and its many preparatory groups, and providing technical advice and training for key plan-
ners and decision-makers in countries were other important aspects of the regional strategy.
A particularly important event to the latter effort was the second European Conference on
Health Planning and Management, held in the Netherlands in 1984. The Conference agreed that
health planning should be seen to include not only the highly structured, traditional planning
systems, but also the less structured blend of economic and other incentives that could be used
to influence health developments. This approach to planning would pave the way “for all those
countries in central Europe that had been sitting on the sidelines on account of their weaker
mandates in health planning”, Dr Jo E Asvall told the 77 session of the Executive Board in
January 1986. Dr Asvall had taken over as Regional Director from Dr Leo Kaprio, who had
retired at the end of January 1985. In this context, the WHO Regional Office for Europe spon-
sored the development of a microcomputer-based graphic display system for indictors, which
was made freely available for countries to use. It was hoped these microcomputers would be the
key to monitoring national efforts to promote health for all and enable Member States to share
information and experiences.

Two thirds of Member States of the European Region were analysing their national health
development using regional targets collectively adopted by the Regional Committee in 1984.
Medium-term government/WHO collaborative programmes were developed in 23 Member
States. In evaluating the delivery of country and intercountry programmes, the focus was on
how the programmes were helping Member States progress towards health for all; in the pro-
cess, it became apparent there were difficulties reporting on such indicators as morbidity and
mortality, social service support, and those relating to lifestyles.

By the end of 1987, seven Member States had reviewed their national health policies and
reoriented them to achieving health for all; seven others were at different stages of the review
process. Other Member States were preparing for such reorientation, or developing health-for-
all policies at subnational or local level. Among the intergovernmental organizations in Europe,
the Nordic Council, by establishing explicit and extensive links to the regional health-for-all
policy in its new social development plan, was the first to give it official endorsement.
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When the Director-General in 1987 indicated that evaluating the strategy for health for all
had revealed the “unexpected extent to which developed countries” were benefiting from the
strategy, he was referring mostly to what had been achieved in the European Region. There, the
more affluent countries were beginning to use the strategy to define health targets and contain
the costs of their medical services. These countries were able to use existing infrastructures
more effectively, especially by applying the information generated by WHO.

On behalf of WHO, the Association for Medical Education in Europe made a study into
medical school admission procedures in the region and ways of introducing medical students
to the different approaches to primary health and community care. The different curricula for
training in health management at schools of public health in the region were also studied with
aview of standardizing such training. These studies informed the decision of three associations,
working for health manpower development in Europe, to join WHO in its efforts to influence
post-graduate education.

Dr Mabhler’s judgement that the health-for-all policy was “still far from influencing the
day-to-day work of universities and medical schools in Europe in a decisive way” led to further
innovations, including the first network of six European universities to introduce health for
all into their institutions. The Association of Schools of Public Health in the European Region
adopted the regional health-for-all policy as the basis for its own work, and developed educa-
tional modules for each of the targets, to be used in all schools of public health in the Region.
The Association of Medical Deans in Europe and the Association for Medical Education in
Europe collaborated with WHO to analyse the implications of the policy for medical students.
They agreed to initiate joint projects, with a view to introducing the regional strategy to the
basic medical curriculum. Links with European national medical associations were established,
which led to the Regional Office being asked to become a clearing-house for them and their
expressing a willingness to cooperate in the Organization’s programmes, starting with the new
European campaign against tobacco.

Eastern Mediterranean Region

The decade began with an evaluation of primary health care programmes operating in the
Islamic Republic of Iran, Iraq, Libyan Arab Jamahiriya, Pakistan, Sudan and Yemen, and
continued collaboration with countries embarking on such programmes: Democratic Yemen,
Oman and Somalia. A multidisciplinary regional advisory panel on primary health care was
established; it met for the first time in Alexandria in December 1978.

Three subregional meetings were held in 1980, in Damascus, Mogadishu, and Kuwait, to
help formulate regional strategies for health for all. The diverse demographic, social, economic
and political conditions in the countries of the region required the regional strategy to be broad
and flexible. It was seen as a framework for international cooperation and national efforts to
meet people’s basic health needs and carry out priority programmes corresponding to the eight
main components of primary health care.

A document to help national authorities introduce or strengthen the managerial process
for national health development was issued in 1981, while a programme of intercountry and
national workshops on that process was launched during the 1982-1983 biennium. In sup-
port of this development, the regional programmes of epidemiological surveillance and health

63



The fourth ten years of the World Health Organization

64

situation and trend assessment were operationally associated. Promoting the managerial pro-
cess in countries was a twofold process: first, consultative missions worked with the ministries
of health to review their policies and strategies for health for all, and to identify the elements
necessary to implement national strategies; and second, training activities were organized for
national and WHO staff to support the process. Particular effort was made to help local insti-
tutions offer regular training programmes in the managerial process. To this end, country-
specific materials in Arabic were prepared.

Technical discussions on intersectoral collaboration in health development were held at
the 30™ session of the Regional Committee in 1983. The proposition that health for all could be
achieved only through the active collaboration of many sectors of society was “beyond empirical
verification” but “intuitively appealing”, according to a report of the discussions. The background
paper prepared for the discussions presented reasons to support the proposition, along with sug-
gestions for overcoming barriers at the international level within WHO and at the country level.

In his opening address to the Regional Committee in 1983, Dr Hussein Gezairy, who had
succeeded Dr Abdul Hossein Taba as Regional Director the previous year, said that WHO had
realized external financial support was “crucial for some countries to develop their health systems
and services”. Three countries had already completed a CRU review (see Chapter 3), and three
more would do so in the coming biennium. These reviews would form the basis for the inter-
national transfer of resources for the strategies of health for all in favour of the least developed
countries. The Regional Director underlined the importance of the Substantial New Programmes
of Action that were endorsed by the United Nations Conference for Least Developed Countries,
where health, education and nutrition were identified as priority areas.

An intercountry workshop on the managerial process for national health development was
held in Riyadh in April 1984. Each of the six participating countries — Bahrain, Kuwait, Oman,
Saudi Arabia, United Arab Emirates and Yemen Arab Republic — had prepared country state-
ments, which included: a situation analysis of their country, with particular reference to the devel-
opment of health services, their organization and structure, and the planning mechanism they
had adopted, before identifying the main management and planning problems being encountered;
recommended solutions; and a detailed proposal for a training programme in health management
and planning to be conducted by nationals for different levels of health personnel.

The workshop exercises used for other intercountry workshops were revised to suit the
local conditions of the participating countries. These exercises dealt with various aspects of
the managerial process: policy-making and priority setting; planning details, including the
information base needed for planning and programming; the role of community organizations
and consumer opinion in health planning; the difference between goals, objectives and targets;
the importance of detailed programming, particularly at the peripheral level; the costing and
funding of planning; and programme evaluation.

The importance of evaluation was recognized in October 1985 by the 32 session of the
Regional Committee, which called for an intercountry meeting of senior national decision-
makers for health planning to formulate a plan of action to use the results of country and
regional evaluation.

Despite these efforts, by 1985 WHO judged only 10 countries in the region to have made
progress towards achieving health for all. In some countries, vertical programmes were still
the rule, with primary health care activities competing as separate technical programmes. A
joint policy statement by the Regional Office and UNICEF emphasized the need for coordi-
nated efforts in the Region, particularly in the expanded programme on immunization. The
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importance of coordination between international agencies was further emphasized by the
Regional Committee, which urged Member States to play a coordinating role at national level.

National community-based activities in the pursuit of health for all were to be given prior-
ity use of WHO resources. To strengthen the dialogue between WHO and Member States, and
to ensure the optimal use of WHO resources in meeting the needs of priority programmes,
senior officials from the health and related sectors were invited to visit the Regional Office
during 1986 so that they and WHO staff could review collaborative programmes and deter-
mine reprogramming needs.

During 1987, joint government/ WHO programme review missions in all Member States
of the region examined progress in implementing health-for-all strategies, reprogrammed col-
laborative activities for the remainder of the biennium, and detailed the approved programme
budget for 1988-1989. In some Member States, the missions were preceded by a primary health
care review or a programme audit. In 1987, the use of the regional programme budget policy
was evaluated for the first time, in Somalia. As part of the review process, delegations of senior
officials from the different Member States visited the Regional Office to learn how WHO func-
tioned and to determine reprogramming requirements.

The main tool used for reprogramming was the regional programme budget policy, which
was approved by the Regional Committee at its 1986 session. It included criteria for determin-
ing Regional Office involvement in national health programmes, and set out in simple terms
the policy basis and main thrusts of national strategies for health for all. In large countries,
developing district health systems was supported as a way to extend primary health care to
the entire country.

From the start of the decade, the need to focus the regional programme on primary health
care had resulted in certain activities being emphasized, including manpower planning and
management. The Ministerial Consultation on Health Services and Manpower Development
in Teheran in 1978 was dedicated to matching education and training to the needs of the health
services. This meeting brought together for the first time ministers of health and ministers
of education from the Member States of the Region. A plan of action for the functionally
integrated development of health services and health manpower resulted. The plan outlined
general principles, and measures to be taken by national authorities and WHO (8). Guidelines
were soon prepared for regional use in manpower planning and management.

Both in nursing and in medicine, increasing discontent with traditional approaches and
imported models were addressed. Regional collaboration in traditional medical education
declined, and shifted to a few selected faculties and departments within faculties, orient-
ing them towards the community’s defined health needs and introducing a problem-based
approach to learning.

Technical discussions on continuing education for health personnel after they had com-
pleted basic or specialist training were held in 1983 at the 30" session of the Regional Committee.
Various study aids were discussed: texts, libraries, printing facilities, newsletters, refresher
courses, local meetings, audiovisual aids, distance learning, and management and supervision.
A national system of continuing education was seen as “an essential feature of the provision of
high quality health care” because health personnel, who were trained and employed at consider-
able cost, needed to “maintain their efficiency and effectiveness, and resources devoted to this
can be expected to contribute in an important degree to better health care”.

The main purpose of regional activity in health manpower development was to help pro-
duce enough workers to satisfy the needs of the national health services. The Regional Office
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maintained a steady flow of information and dialogue to make training and development for
medical and other health personnel more relevant. Using national languages in training was
stressed, and health manpower planning and management emphasized. Guidelines on formulat-
ing job descriptions were prepared, which some countries then produced for their health work-
ers. Support was provided for the Network of Community-oriented Educational Institutions
for Health Sciences, including advice on curricula. National workshops to promote and initiate
systems of continuing education were held in several countries.

An intercountry clearing-house was established at the Regional Office to help countries
share learning materials. The main objectives were to prompt countries to review their require-
ments for such materials and to assist in local production and distribution.

Despite these efforts, by 1985 most countries in the region had not realigned their health
manpower policies and plans towards implementing the health-for-all strategy, although a few
had made efforts in that direction. Reorienting health personnel training by involving training
institutions in community health work continued to be emphasized. This was done to ensure
their training, research and service activities were relevant to the goal of health for all through
primary health care. To help Member States develop manpower plans, training modules were
devised for courses for health personnel; typical curricula, oriented towards primary health care,
could be modified to suit local requirements; and sample job descriptions for various categories
of health workers were produced, with the capacity for Member States to adapt them to suit their
own national requirements. During the 1986-1987 biennium, Health-for-all leadership training
was initiated. In 1987, senior officials from various sectors in Democratic Yemen, the Islamic
Republic of Iran, Pakistan and Somalia took part in a regional colloquium in Thailand, where
they had the opportunity to see practical examples of community participation and to discuss
constraints to implementing their own national health-for-all strategies.

Western Pacific Region

Primary health care was promoted at a series of conferences and workshops at the start of
the decade. Following eight national seminars and the regional conference in Manila in 1977,
an intercountry workshop on primary health care was held in Malaysia and the Republic of
Korea in November and December 1978, resulting in research and development projects in both
countries. In the South Pacific, a conference on primary health care was held in Suva in August
1979, and a national seminar took place in Kiribati in November 1979. The nursing component
of primary health care and the role of allied health personnel were emphasized. A national
workshop on these subjects was held in the Republic of Korea. The use of health teams in rural
work was the subject of an interregional workshop, which included field trips, in Tacloban, the
Philippines, in October 1979.

In 1980, the Regional Committee unanimously adopted a regional strategy for health for
all. The strategy called for three basic courses of action: laying the foundation for health by
providing adequate food, water and shelter; developing individual and community self-reliance
in health; and providing appropriate and affordable health technology for the sick, disabled,
chronically ill and socially maladjusted. The strategy focused on primary health care as one of
the principal approaches.
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The region looked to country health programming as the means by which countries would
prepare long-term plans. Training in country health programming and management, and
research in that field were initiated to meet manpower needs. The Regional Office promoted
national centres for health development in China, Fiji (for the South Pacific), Malaysia, Papua
New Guinea, the Philippines and the Republic of Korea to ensure technical cooperation among
countries in applying the managerial process for national health development. Countries were
encouraged to establish national health development networks that would provide a framework
for TCDC activities. An intercountry meeting on developing coordinating mechanisms for the
network was held in Manila in December 1983.

Countries used the managerial process for national health development to update their pol-
icies and strategies for primary health care and achieving health for all. The process was used,
for example, to prepare five-year plans in the Cook Islands, Fiji, Papua New Guinea, Samoa,
the Solomon Islands and Tonga. In Malaysia, preparing the five-year plan was facilitated by a
national workshop for senior health administrators. In China in 1981, 50 senior public health
administrators from throughout the country attended a course on management in national
health development. This was followed in October 1982 by an interregional workshop on infor-
mation support to primary health care.

In 1982, a seminar on financing health development in the Western Pacific Region was held
in Manila to enable participants to exchange information and ideas on health finance data.
As a result of this exchange, data needs were identified, along with mechanisms to increase
the capacity to generate such information. The seminar also attempted to describe in general
terms some of the future action required of WHO and Member States. WHO was seen to have
a facilitating and coordinating role, while responsibility for some initiatives was believed to rest
with Member States. WHO was willing to support, assist and advise countries, and to provide
technical support, information, training and expertise. Opportunities to exchange informa-
tion were important, and a permanent mechanism to enable countries to work together and
exchange experience and expertise would need to be considered; national health development
networks had a role to play in this regard (9).

Multidisciplinary teams supported Malaysia, Papua New Guinea and the Republic of Korea
in formulating national strategies and plans of action for health for all. In the Republic of Korea,
a collaboration with the Institute of Planning and Health led that country to review its approach
to developing primary health care systems for urban and rural areas. A resource allocation
framework and a plan of action were prepared jointly by WHO with the Ministry of Health
and Social Affairs; studies were initiated to help develop national health insurance and primary
health care programmes.

In the area of health services, efforts were concentrated on developing a system based on
PHC and community involvement. Using appropriate technology to prevent, diagnose and
manage disease, and to rehabilitate the disabled, was emphasized, and the region took the lead
in increasing its support for traditional medicine, including medicinal plants and acupuncture.
The Regional Committee stressed acupuncture should be considered on its own merits, not as
a contingency provision.

Medium-term programmes were continuously reviewed to ensure they responded rapidly
to changes in countries’ situations and needs, and the consequent changes in their national
health strategies. The biennial programme budget, drafted in consultation with countries,
concentrated on activities most relevant to health-for-all strategies. Collaborative programmes
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with countries were further improved as a result of work done on key topics. This work was
achieved by the more active participation of Member States through the Regional Committee
and through its subcommittees on the WHO General Programme of Work and on Technical
Cooperation among Developing Countries.

The evaluation of national health-for-all strategies revealed that while the Region’s coun-
tries and areas had accepted the principles embodied in those strategies, they were still in the
early stages of introducing the changes and innovations required to put those principles into
practice. National aggregates could no longer be used as a basis for analysing country infor-
mation. A more detailed breakdown of information, into geographical regions and specific
categories of population, was required to determine whether countries or areas were achieving
health for all their people. More effective ways were sought to monitor trends in priority health
problems. Introducing modern technology for information processing was one such measure.

Following a consultation in October 1978, the Regional Office developed a set of guidelines
emphasizing the health manpower planning process, the entry-points for such planning, and
the relationship of the process to country health programming. Studies were carried out on dif-
ferent aspects of manpower planning; a long-term global study on alternative methods for pro-
jecting manpower requirements was carried out in the Philippines and Vanuatu, for example.

With more Member States in the region taking a fresh look at their health manpower
requirements in the light of their national strategies for health for all, the Regional Office placed
increased emphasis on: manpower planning; strengthening the capacity of countries to produce
health manpower; continuing education; and applying educational theory and techniques to
training programmes. In several countries, however, health manpower studies were limited to
certain categories required by the primary health care approach; community-oriented nursing
staff and environmental health personnel, for example. Strong support and encouragement were
given to planning, training and using middle-level practitioners.

There was a continuing emphasis also on reorienting training institutions in community
health work to ensure their training, research and service activities were relevant to the goal of
health for all through primary health care. With this in mind, the Tenth Interregional Meeting
of the Directors of Representatives of Schools and Departments of Public Health, held in Manila
in 1983, further defined the schools’ and departments’ roles in helping to implement national
strategies for health for all, as did the Fifth Regional Meeting of the Deans of Medical Schools,
also held in Manila in 1983. It was recommended that the schools and departments of public
health develop skills in health planning and evaluating health programmes to enable them to
cooperate with health ministries. The importance of providing health management training to
all personnel involved in providing health care was stressed. All training programmes should
be based on active participation by teachers and students at the field level to provide valuable
problem-solving experience. Teaching staff should be involved in consultation and research.
Member institutions of the Association of Schools of Public Health were encouraged to col-
laborate at regional level to develop a network of public health training institutes.

While similar recommendations had regularly been made for such medical schools, little
progress had been made since the deans had last met in 1979. This being the case, the fifth meet-
ing focused on fewer subjects, addressing them in greater depth: medical schools and health for
all; the medical faculty and the community; the role of medical schools in promoting health
research for national health development; and the relationship of medical schools to health
policy development, to health services management and to health services delivery (10).
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A landmark conference, titled “Towards future health and medical manpower: new strate-
gies in education for the XXIst century’, was held in Tokyo in April 1985. The Declaration of
Tokyo on Health and Medical Manpower for the Twenty-first Century and a set of recommen-
dations issued at this conference were endorsed by the 36™ session of the Regional Committee
in 1985. A period of intensive activity at regional level followed, the aim being to forge a better
understanding of integrated health systems and manpower development and also to foster
better coordination among educators, health service managers and manpower planners.

An international conference on leadership in nursing for health for all, cosponsored by the
Government of Japan, the Japan International Cooperation Agency, the International Nursing
Foundation of Japan and WHO, was held in Tokyo in April 1986. Twenty-five senior nursing
personnel and health administrators from 20 countries examined the role of nurses as leaders
and made recommendations to strengthen that role. Modules were developed for use in national
workshops. This conference was followed by others in the African Region and the Region of the
Americas, with the International Council of Nurses participating in both.

WHO’s mid-decade evaluation of national health-for-all strategies revealed that, while the
principles embodied in the strategies were accepted, the changes or innovations needed were
still in their early stages and would have to be continuously fostered right up to the year 2000.
In light of the many impediments to progress, WHO called for action-oriented studies, as well
as increased WHO support for training in health systems research and in the better manage-
ment of national health research programmes. All parties concerned increasingly recognized
the need for legislative support for changes introduced or planned for the health system.
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Health system development

Health situation and trend assessment

Article 2 of the WHO Constitution, on obtaining health-related information, lists the following

functions for WHO:

= to establish and maintain such administrative and technical services as may be required,
including epidemiological and statistical services;

= to provide information, counsel and assistance in the field of health;

= to establish and revise as necessary international nomenclatures of diseases, of causes of
death and of public health practices.

Articles 63 and 64 state that each Member State shall communicate promptly to the
Organization important laws, regulations, official records and statistics pertaining to health
published in the State concerned. Each Member is also responsible for providing statistical and
epidemiological reports in a manner determined by the Health Assembly.

Following discussions on monitoring and evaluating the Global Strategy for Health for All,
the World Health Assembly, in 1982, requested WHO “to support the Member States in their
endeavours to ... develop or improve mechanisms for monitoring and evaluating their strate-
gies for health for all, collecting relevant information and using it to assess their health systems,
analysing the health situation and trends and thus providing a sound basis for epidemiological
surveillance and for decision making for health development” (resolution WHA36.35).

Inresponse to this request, the Director-General decided to reorient, strengthenand broaden the
scope of the traditional programmes of vital and health statistics and epidemiological surveillance.
Conforming to the Seventh General Programme of Work, and to the study of the Organization’s
structures in the light of its functions (see Chapter 2), a new health situation and trend assessment
programme was established. Its mandate was to provide the technical arm and information sup-
port to implement and evaluate national, regional and global health-for-all strategies.

The programme’s aims were fourfold: to strengthen information support to national health
management; provide training support; develop methodology and standard tools; and monitor
and evaluate strategies for health for all.

The Director-General, in his address to the first meeting of the Health Situation and Trend
Assessment Team, spoke of the need for honesty in presenting and using information, and
for accountability in using resources at all levels, both within countries and within WHO.
Information was “the most important issue” WHO had to tackle in the coming years, because “if
we have the requisite information, and it is right, it can be used to effect change” (I). Information
should not be accepted from countries uncritically: “WHO was created to be the conscience of
the Member States, and so must strive to obtain relevant, sensitive and timely information -
honest information.”
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Strengthening information support to
national health management

For this task to be performed well, the health situation and trend assessment programme
needed to collaborate with all of the infrastructure and technical programmes, in particular,
those responsible for managerial processes for national health development (MPNHD). More
importantly, the programme needed to operate at the national, regional and global levels with
all stages of health services development, from policy-making to programme monitoring and
evaluation, without forgetting the importance of basic vital and health statistics.

WHO cooperated with many countries in developing or reorienting information support.
Consultants or staff were assigned to 46 countries to help improve their information support
capability. Collaboration took different forms. In Indonesia, for example, WHO helped prepare
a manual on information support to the managerial process for national health development;
in the Western Pacific Region, two epidemiologists where appointed to strengthen country
surveillance, and microcomputers were provided in eight countries to improve health data pro-
cessing; and in several countries in the African Region, special methodologies for estimating
health status for small areas were tested.

The approaches and methods for providing information support, developed in the first half
of the decade, were tested intensively in 10 selected countries of the Americas, South-East Asia
and the Western Pacific Regions. This evaluation took the form of workshops to review infor-
mation needs, field reviews of information requirements for particular functions and activities,
and experiments to optimize the flow of information. Guiding principles on information sup-
port to programming were developed for pilot application in countries. These principles were
applied to the hypothetical ANYLANDA, “a low income developing country” (2). This model-
ling described the process to identify the information needed, where it was likely to be found,
and how it was to be collected, analysed and finally presented to the technical planning group
and to the political policy-makers.

A workshop was held in May 1987 in India, one of the countries performing intensive
testing of the approaches and methods for providing information support (3). The discussions
concentrated on how monitoring and evaluation at district, state and central levels could
be streamlined. Workshop participants concluded that: reporting requirements should be
simplified; monitoring and feedback needed to be incorporated at all levels, supported by
intensive training on the nature of the information to be collected and ways of using it; and
indicators relevant to monitoring and evaluation at different levels needed to be identified. A
revised plan of action for developing information support for health-for-all strategy manage-
ment in India was drafted.

Although some health systems experienced a shortage of relevant, valid and high-quality
information, the experience of the second half of the decade showed that many countries had
the information, but made little use of it for managing health systems. Three major factors were
believed to be contributing to this (4):
= The managerial processes consisted more of automatic, programmed actions than of active

responses to changes in the health needs of the population or the operation of the services.

Health planners did not use information on health status or health services because too

often the planning process consisted of little more than following fixed rules on expenditure

of money. Similarly, managers at the operational levels of health services had no need for
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monitoring or evaluation when they had no authority or power to take action in response
to the information.

= Even where there had been significant changes in the structure of health services to permit
more decision-making in response to observed needs, particularly at service levels closer to
the community, too often the managers and workers at these levels had not been prepared
suitably for these responsibilities. They had insufficient understanding of the basic use of
information and epidemiological method in identifying problems, planning for their reso-
lution and monitoring of the activities that they had implemented.

= The poor communications that often prevailed between the ministry of health and other
ministries and sectors with responsibilities for health-related topics restricted the availabil-
ity of information needed for intersectoral activities, led to duplication of efforts to obtain
information, and impeded progress towards eftective coordination for primary health care.

Training

The training component of the health situation and trend assessment programme aimed to
provide all categories of personnel with the knowledge and skills to collect, compile, analyse
and use the information needed to plan, implement, monitor and evaluate health programmes.
Three levels of health staff were recognized: senior, intermediate and peripheral. Following a
review by the Health Situation and Trend Assessment Team of the main functions and needs of
each level of staff, ongoing regional activities were reviewed.

All regions supported institutionalized, long-term training for epidemiologists and stat-
isticians, with the aim to produce full-time specialized staff. Much of this training was pro-
vided through bilateral aid programmes. In Europe, international training courses were held
regularly in the French, English, German and Russian languages. An interregional course on
epidemiology and controlling communicable diseases was held in France, with field work in the
Cote d’Ivoire, Mauritania, Tunisia, Upper Volta and Kenya. Two English-speaking courses were
held, each attended by participants from countries of the African Region. Academic courses
in epidemiology were held in 12 countries in the Eastern Mediterranean and Western Pacific
Regions. International workshops for training teachers in epidemiology were organized in
English and French.

At workshops and meetings of epidemiology teachers, it was emphasized that the teaching
should be more relevant to national health problems and programmes, and that the training
methodology be shifted from classroom lectures to exercises in real situations.

One interesting approach to the long-term training of epidemiologists was the Epidemic
Intelligence Service (EIS) scheme established in Thailand in 1980, with the support of WHO
and the United States Centers for Disease Control and Prevention (CDC) in Atlanta. The scheme
aimed to combine applying epidemiological techniques in actual field situations with in-service
training; four to five students graduated each year. A similar programme began in Indonesia
in 1982. These programmes were pioneering examples of national learning-by-doing courses,
which lasted two years and produced valuable results for their countries” health services. The Thai
students were able to count the course as credit towards a formal qualification in epidemiology.

WHO-supported workshops, seminars and courses on epidemiology, surveillance, health
statistics, health and medical records, and the International Classification of Diseases were held
in many countries, and several teaching manuals and aids were published. Fellowships were
awarded for advanced training in these areas. Guidelines were drafted for those instructing
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primary health care workers in how to collect, analyse and use health-related information. The
WHO collaborating centre at the Central Bureau of Health Intelligence in New Delhi prepared
and field-tested a manual for training the trainers of primary health care workers in how to
collect and use health information. The Global Epidemic Intelligence Service Program at the
CDC - a newly designated WHO collaborating centre — helped WHO prepare a manual on
how to select and use sets of the minimum data required for programme management, with
emphasis on the needs of districts. Other developments included the launch in the African
Region in 1986 of a programme in applied epidemiology, and a WHO/Economic Commission
for Africa/UNICEF training workshop for statisticians and health managers held in Kadoma,
Zimbabwe, in November 1986. AFRO also developed towards the end of the decade a mid-
level course designed not to create full time epidemiologists and statisticians in every district
but to inculcate “epidemiological thinking” into those responsible for integrated health care
at the local level (5).

Developing methodology and standard tools

The key tools for the health situation and trend assessment team were health surveys, the
International Classification of Diseases and related classification schemes, including lay reporting.
WHO collaborating centres, of which 13 were related to health situation and trend assessment,
played an important role in developing tools and publishing classifications and training material.

The United Nations National Household Survey Capability Programme (NHSCP) surveys
were recognized as a useful means to obtain information on certain health indicators and on
health-related information needed for health management. Nevertheless, there was a sense
within the health situation and trend assessment team that many countries did not understand
that population-based data was essential for effective planning. Improved coordination was
required between those in the United Nations responsible for NHSCP surveys and ministries
of health to allow the latter to incorporate additional questions related to health.

Experts in health statistics, epidemiology and public health administration attended
an international conference on health statistics for the year 2000, jointly sponsored by the
Rockefeller Foundation and WHO, in Bellagio, Italy, in September 1982. The conference report
included a summary of the concepts, conclusions and principal recommendations unanimously
accepted by the participants. These included:
= the Tenth Revision of International Classification of Diseases should be a major conceptual

and technical revision and should constitute the keystone in a set of related classifications

of health problems as the individual moves through the health care system;

= Member States should be encouraged to carry out household health surveys after careful
planning that ensures the availability of relevant, accurate and timely information;

* the measurement of mental health problems should be included in health surveys now that
suitable instruments were available;

= WHO should establish a permanent clearing-house to exchange information about health
and health-related surveys;

= further research into the means of acquiring person-based data should be encouraged.
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The Ninth Revision of the International Classification of Diseases came into effect on 1
January 1979. One of the amendments to previous versions addressed the question of how to
secure morbidity and mortality statistics in countries that lacked sufficiently qualified per-
sonnel. By this time, there was “a strong demand for a statistical tool which could overcome
constraints in many of the developing countries, especially for recording and analysing health
information by non-medical i.e. lay personnel” (6). The Health Assembly in 1978 (resolution
WHA29.35) had endorsed developing countries. A booklet on lay reporting was published and
tested in several countries (7).

Lay reporting mechanisms and classifications were adopted by several countries. Research
projects in this area were reviewed by the regional advisory committees on medical research;
the advisory committee in the Western Pacific, for example, was presented with a paper on a
community health information system developed in Indonesia (8). Addis Ababa was designated
as the location for a WHO collaboration centre on health records to advance this work in the
African Region. Workshops were organized in French-speaking African countries. An inter-
regional meeting in Malaysia in November 1982 reviewed work being carried out in countries
where English was used.

An interregional meeting in Manila in October 1985 discussed the role of lay reporting in
obtaining information relevant to health-for-all strategies. In view of the increasing empha-
sis on community involvement in developing health systems based on primary health care,
activities were initiated to identify, define and test the indicators relevant for monitoring and
evaluating such involvement.

Work on the Tenth Revision of the International Classification of Diseases was postponed,
partly because of the constraints imposed by decentralizing WHO?’s resources, and partly
because of the considerable costs Member States would incur in changing the classification,
especially as the International Classification of Diseases had become a statistical tool widely
used in hospitals, social security and epidemiological studies, as well as in coding medical
certificates of death. A postponement of about five years was decided upon.

The first Expert Committee on the Tenth Revision of the International Classification of
Diseases, which met in San Francisco in June 1984, endorsed the proposed change from a numeric
coding system to an alphanumeric system. The second Expert Committee, which met in Geneva
in November 1987, reviewed proposed changes; their recommendations were incorporated into a
final text submitted to the Forty-second World Health Assembly in 1989 for approval.

A workshop was held in Zimbabwe in 1986 to provide material and guidelines for training
programmes or for direct use in national household survey programmes. Another objective
of this workshop was to consolidate experiences in a systematic framework in the form of
guidelines. Drawing on the outcome of this meeting, and with financial support from UNICEF
and the Commission of the European Communities, and technical support from the United
Nations Economic Commission for Africa, the United Nations Statistical Office and the Centers
for Disease Control and Prevention, training modules were prepared for household surveys on
health and nutrition (9).

There was progress in developing methods to measure the cost-effectiveness of health actions,
although further development was needed to cover situations involving a multitude of associated
factors; determining the beneficial health effects from improved water supply and sanitation, for
example. The need to extend the applications of the risk approach, focusing action on high-risk
groups, to be able to deal with a wider range of health problems, also was recognized.
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Towards the end of the decade, WHO and the International Epidemiological Association
(IEA) prepared a publication on health promotion and protection measurement (10). The sixth
and final volume of a popular IEA series on community health survey methodology - in English,
French and Portuguese - was also completed (11).

Monitoring and evaluating strategies to attain health for all

Early in the decade, WHO developed a conceptual framework for information support in moni-
toring progress towards health for all. Preparatory work was done in collaboration with national
experts, with a view to establishing indicators suitable for regional and global monitoring.
Regional groups considered using indicators for regional monitoring. Technical cooperation
with Member States to strengthen their health information systems and services was reoriented
in the light of the new developments, as discussed above.

The World Health Statistics Quarterly, which in the preceding decade was used to dissemi-
nate raw statistical data on morbidity and mortality, was expanded in scope to become more
relevant to the information needs of Member States in pursuing their health-for-all strategies.
It developed into a periodical, carrying reports on statistical analysis and epidemiological and
statistical methodology in themed issues on family health, health and women, mental health,
accidents, environmental health, health economics, health information systems, health surveys
and projections, and health indicators, to name just a few. One issue each year was devoted to
disease prevention and control. The United Nations Population Fund helped finance several
other publications on mortality analysis. Topics included: socioeconomic determinants and
consequences of mortality; sex differentials in mortality; interaction between mortality and the
family life-cycle; perinatal mortality; and developments in mortality analysis.

The Regional Office for the Eastern Mediterranean began publishing the EMRO
Epidemiological Bulletin, and in the South-East Asia Region, efforts were made to improve the
Bulletin of Regional Health Information. Annual updates to country health information profiles
in the Western Pacific Region were synchronized with updates to the regional data bank. In
the European Region, information databases on the health-for-all strategy were strengthened.
The WHO Regional Office for Europe was particularly active in assembling and disseminating
methods to measure and project health problems, giving greater emphasis to health promotion
and protection than disease control, in accordance with the regional targets and indicators
adopted by the Regional Committee (see Chapter 4). Other regional publications on monitoring
and evaluating included a collection of studies on health projections in Europe (12) and reviews
of health conditions in the Americas (13).

Discussing the report evaluating the health-for-all strategy in 1985, the Thirty-ninth World
Health Assembly recognized the persistent deficiencies in the information support required
to back national managerial processes for health development, and the difficulties that some
Member States were having in generating relevant information to monitor and evaluate their
strategies. It again called on WHO to cooperate with Member States to help strengthen the
management of their health systems, including information support mechanisms (resolution
WHA39.7).

On the basis of the reports submitted by Member States evaluating their national health-for-
all strategies, a detailed analysis was made of information pertaining to the 12 indicators adopted
by the Health Assembly for use in monitoring and evaluating the Global Strategy. To remedy
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deficiencies noted during the 1983 monitoring and the 1985 evaluation of strategies, regional and
global databases were established on demographic, socioeconomic and health indicators.

Managerial process for national health development

In 1981, WHO published guiding principles for the managerial process for health development,
in support of the strategies for achieving health for all (14). Guiding principles for evaluating
health programmes as part of this process were also published (15). According to the managerial
process envisaged, health policy would be formulated with defined priorities, and programmes
and budgets prepared to put the policy into effect. Manpower requirements would be assessed
and plans made to meet them, and well-formulated countrywide programmes integrated into
the general health system.

In implementing its strategy and plan of action to support the managerial process for
national health development, WHO concentrated on promoting the process, technical coopera-
tion, training, providing and mobilizing resources, developing methodologies, and reinforcing
its own support. The Organization collaborated with Member States to apply the managerial
process in formulating national strategies and plans of action for health for all, and in convert-
ing them into countrywide health programmes; in designing or redesigning health systems to
deliver these programmes; and in implementing, monitoring and evaluating strategies, plans
of action, programmes, services and institutions. To this end, detailed guiding principles on
broad programming, detailed programming and programme implementation were distributed
in 1983 to ministries of health and related institutions.

The national health development network was proposed as a means by which national human
and institutional resources, both within and outside the health sector, could be mobilized and
coordinated to support the application of the managerial process in the strategy for health for all.

To ensure the optimal use of WHO resources at country level, mechanisms for a joint gov-
ernment/ WHO programming process were established by the various regions. In the African
Region, a regional plan of action for implementing the new managerial framework was pre-
sented to the Regional Committee, and the Regional Office was restructured in 1985. In the
Region of the Americas, implementing managerial strategies to ensure optimal use of resources
was further streamlined, with emphasis on strengthening the operational capacity of the coun-
try representative offices and improving mechanisms for coordination between programme
areas at all levels. In the South-East Asia Region, relevant national and WHO officials were
briefed and country support teams formed for three countries as an initial step. In the European
Region, the Regional Committee’s adoption in 1984 of the regional health-for-all targets led to
medium-term programmes of cooperation with 12 countries. In the Eastern Mediterranean
Region, joint government/ WHO missions reviewed country programmes for determining opti-
mal support from WHO. In the Western Pacific Region, joint WHO teams helped review coun-
try programmes. In addition, at least one country a year was visited by a review team headed
by the Regional Director and assisted by senior staff.

Regional programme budget policies, prepared in all regions and endorsed by the regional
committees in 1985 and 1986, were used to prepare the proposed programme budget for 1988-
1989, and approved by the Fortieth World Health Assembly in May 1987. These policies informed
WHO’s cooperation with Member States to ensure the optimal use of its resources to support
national health development. In December 1987, the Headquarters Programme Committee
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monitored and evaluated preparations for regional budgets during the biennium 1984-1985,
marking the first step in preparing the programme budget for the 1990-1991 biennium.

Health systems research

Although research to assist the development of national health systems has been part of WHO’s
programme since the Organization’s inception, only in 1976 was it made an explicit priority
of the Organization’s research effort. The WHO Advisory Committee on Medical Research
(ACMR), at its 19" session in 1977, urged a major increase in health services research in areas
such as nutrition, maternal and child health, family planning, primary health care, immu-
nization, community water supplies and health manpower development. The committee also
discussed the need to introduce the knowledge gained from biomedical research into health
services practice. It recommended the “immediate formation by the Director-General within
WHO of a planning group with adequate representation from the regions and a full-time sec-
retariat to formulate a special programme in health services research” (16). These recommenda-
tions were presented in January 1978 to the 61 session of the Executive Board, which endorsed
the steps taken by the Director-General to promote health services research in the context of
national and regional priorities.

The Advisory Committee established a subcommittee on health services research, which,
at its first meeting in late 1978, formulated the following definition:

Health services research is the systematic study of the means by which basic medical
knowledge and other relevant health knowledge is brought to bear on the promotion
of health in individuals and communities under a given set of existing conditions (17).

The subcommittee’s main responsibilities were to promote and facilitate health services
research in countries and in WHO. It met six times at the global level and in six regional offices
during a period of less than three years, addressing definitions, concepts, scope, national capa-
bility and resources. Its work was subsequently continued by similar committees established in
the regions (see Chapter 9) or for selected programmes.

Various quantitative and qualitative methodological approaches to health systems and
manpower development research were reviewed on the basis of national experiences at an
interregional consultation in New Delhi in 1982. The concept of health systems research (as
opposed to health services research), its content and its organizational principles were reviewed
by a WHO study group that met in Geneva in October 1982. It substantiated the value of this
research for the future development of health systems, and considered how it could help solve
health systems problems, how it should be conducted and what the Organization could do to
assist Member States (18).

The study group concluded that such research could:
= demonstrate the place of health systems in society as a whole and indicate the need for

intersectoral action in analysing health problems and proposing solutions;
= assess health needs by using many different ways to measure morbidity, mortality, dis-

ability, impairment, and other health indictors, and also demonstrate how health needs are
transformed into political demands;
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= throw light on the availability and deficiencies of health resources, including health man-
power, establishments, equipment and supplies (including drugs), and knowledge;

= analyse the structure, functions and deficiencies of health systems as a whole, including the
profit-making private health-care sector (modern and traditional);

= determine the conditions for, and the effects of, alternative patterns of health-care delivery,
in terms of feasibility, quality and costs;

= analyse and quantify the dynamics of the economics of health systems;

= analyse management problems, including health planning, administration and regulation
in order to achieve greater managerial efficiency;

= study the most suitable methods of encouraging community involvement under various
sets of conditions, and determine the effects of such involvement;

= evaluate the effects ofhealth programmes by analysing their structure, process and outcome.

Most countries regarded health systems research as a fundamental tool for the correct organi-
zation and functioning of national health systems. Decentralizing research in WHO had contrib-
uted greatly to a growing awareness in developing countries of the need for research. However,
while the number of countries involved in research was large, the distribution of activities was
uneven: concentrated in some countries, with little WHO-sponsored activities in others.

The Advisory Committee felt future prospects for research lay in three areas: promotion
and support; strengthening national capabilities for health systems research; and promotion
and support to substantive research in priority areas (including innovative methodologies).
Strengthening national capabilities focused on: developing guidelines to help plan training
programmes and for training materials adaptable to the needs of the countries; training teams
of trainers in countries; introducing the concepts and methodologies of such research into
the curricula of training programmes for other health and related disciplines; exploring and
implementing the concept of institutional networking; creating training opportunities in dis-
ciplines such as the social and behavioural sciences, and economics, which had hitherto been
underdeveloped; linking research training programmes to the realities of services; and devel-
oping mechanisms to monitor efforts to orient and train health personnel for this research.
Priority subjects included: primary health care in urban areas; intersectoral action; community
involvement; social equity; health-promoting behaviour and lifestyles; social control of health
technologies; and economic aspects of health and health care.

In response to a request from the Executive Board’s Programme Committee to review the
status of health systems research in countries and WHO, with a view to ensuring priority use
of resources at the country level, a paper was prepared for their 75" session, which met at the
end of October 1984 (19). The paper reviewed the scope of health systems research, research in
countries, research in WHO, future prospects, and the implications of action by WHO. Health
systems research was seen as a way to strengthen health promotion and health care, starting
with real field problems and using a variety of research disciplines to test the practical applica-
tion of scientific knowledge for improving health care and health status. The shift from health
services research to health systems research resulted from the realization that health depends
to a large extent on variables outside the health services. Causal variables responsible for health
problems may be found in the lifestyle or the social and physical environment. Primary health
care depended on a community-based approach, and solutions could often be best applied
through other development sectors.
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Promoting health systems research became an important component of many WHO pro-
grammes. To illustrate the uses of health systems research, a “spectrum of research approaches”
was incorporated into the publication The uses of health systems research (20). Sixteen vignettes
were presented to encourage readers to write down research approaches that came to mind,
to be compared with those presented in a later section. The examples focused on individuals,
including primary health centre doctors, district health officers, local health officials and state
directors of training programmes, who were faced with a specific task, such as defining the
health needs of an area, addressing the misallocation of drugs, and deciding whether and when
to integrate services or regionalize hospital referral services.

The single most important aspect of health systems research, readers were advised, was
asking the right questions, with the aim to improve understanding of the structure and func-
tioning of the whole health system and identify problems in specific situations. Because such
research had an inclusive tendency, it was deemed necessary to define its relationship to the
planning process and its boundaries. For this, the reader was advised to turn to the broad
approach of the managerial processes for national health development. Other ways to “con-
ceptualize content and boundaries in defining research questions” included: adaptive research
for incremental implementation; policy analysis; fundamental issues in PHC requiring field
research; equitable distribution; community involvement; integration of services within the
health system; and inclusion of the private sector. Next, the 16 vignettes referred to above were
revisited to consider which research approaches might be used in each case. The final section
addressed organization for health systems research.

During the final review of the Seventh General Programme of Work by the Executive Board
in January 1983, the Secretariat suggested that the Board might wish to “delete the section
relating to health systems research and incorporate that activity as an integral part of other
programmes.” After there had been little support for this change, the Director-General, having
indicated he had been the originator of the suggestion to the Board and would not pursue it
further, wished “to sound a note of warning: if medical schools had not included managerial
processes for health development in their curricula by the end of the Seventh Programme of
Work, then the goal of health for all was unrealizable. Medical schools were not yet putting
across the concepts of health delivery, primary health care, comprehensive health services,
referral systems and health economics, let alone how to manage the health system ... Too many
medical schools in the developed countries are taking independent lines on health systems
research and imposing them on counterparts in developing countries. Hence, it was extremely
important that health systems research should be related to management in the broadest sense
of the term, otherwise it tended to become biased by the views of the particular person respon-
sible for such research. That led to many conflicting problems for the health manager.”

An important step towards a more systematic approach to orientation and training for
research was an interregional consultation in Cameroon in July 1984. Representatives from
national training institutions and programmes reviewed and exchanged experiences. A train-
ing package, including a guide for planning training programmes (21), a course manual (22) and
a guide for administrators and trainers (23), was fine-tuned by participants. The consultation
group made recommendations to:
= generate political and managerial support for health systems research and related training
= encourage administrative activities to promote the same
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= ensure training activities were supported by adequate training materials
= ensure an adequate follow-up to the consultation.

On institution strengthening, the Seventh General Programme of Work moved away from
the “collaborating centre concept,” which was seen to be more suitable for biomedical research,
towards more flexible arrangements with national institutions according to their needs, and
towards national networks of institutions that would provide the necessary multidisciplinary
approach and intersectoral coordination.

At the 27™ session of the WHO Advisory Committee on Medical Research, which met in
Geneva in October 1985, the Director-General challenged it and the scientific community to
take a more “risky” approach. He criticized the continued separation of research and services,
and the failures to learn from experience, remove obstacles to improved care, and work at the
“grass-roots” level to apply the well-developed body of knowledge, using maternal and child
health and family planning to illustrate his point. Separating and isolating research from ser-
vices resulted in enormous waste, and an accumulation of irrelevant research. The scientific
community should sensitize workers in this field to the need to enter the political arena to
debate with politicians the priorities and strategies, and to use all forms of media and all other
possible means to promote health systems research. For the Organization to support this pro-
cess, a greater proportion of the regular budget would have to be allocated to it (24).

At the next session of the Advisory Committee, Dr Mahler made clearer his frustrations:
For 25 years he had been “whipping that horse” (health systems research) “but we just are not
making any real significant progress in this field”. He used the example of clinical trials on
beta blockers to make the point that “nobody in the scientific community cares [after having
completed clinical trials] whether you have a compliance rate of 10 or 90”. It is “very unfair to
the patients themselves ... that you don’t care about whether they take their drugs or they don’t
take their drugs”. In a more sweeping statement, he indicated his regret that Member States were
using WHO resources to do “all kinds of fanciful stupidities, like buying a little bit of DDT, or
cars, or sending a fellow here and there, rather than making use of them in order to get down
to understand their own predicament”.

Additional resources were allocated during the 1986-1987 biennium from the Director-
General’s Development Programme to support country-specific research and development
activities. With these resources, research on issues closely related to health policy-making, such
as community involvement, home-versus-hospital deliveries, health services, reorienting health
manpower, and allocating resources, was initiated in nine Member States: Botswana, Burma,
Israel, Kenya, Mauritius, Papua New Guinea, the United Kingdom, Senegal and Zimbabwe.
Following a meeting in Geneva in April 1986 of the Health Systems Research Advisory Group
to review proposed research activities and to advise on future directions for the programme,
individual members of the group cooperated with Botswana, Kenya and Mauritius in their
research activities.

Health legislation
The Health Assembly showed renewed interest in health legislation in technical cooperation towards

the end of the third decade. Resolution WHA30.44, adopted in 1977, called on the Director-General
to strengthen WHO’s programme on health legislation and stimulated a rethinking of the approach
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hitherto taken in this field, leading to intensive consultations with many Member States. The evidence
gathered suggested that obsolete health legislation constituted a major obstacle to realizing the new
health doctrines that had emerged after Alma-Ata.

The 65" session of the Executive Board in January 1980 endorsed the Director-General’s report
on measures taken to strengthen the programme (resolution EB65.R13), and in May 1980, the Thirty-
third World Health Assembly strongly supported the proposed strategies for technical cooperation and
information transfer in this sector.

The aim of the newly strengthened programme, expressed in the Seventh General Programme of
Work, was to foster national and international action so that by 1989, most countries would have health
legislation that enabled them to attain their health objectives, particularly through primary health
care and other supporting components of a comprehensive health system. Programme staft were to
cooperate with Member States to strengthen national capacities to identify health legislation needs and
to draft the new legislation required, and to promote the international exchange of health legislation
information that had been analysed by the WHO Secretariat and by a network of collaborating agen-
cies and institutions.

The primary means to disseminate information on health legislation, the International Digest
of Health Legislation, was revitalized by including more analysis articles and surveys explaining the
background to new and revised legislation, the framework within which such legislation operated, and
any obstacles encountered implementing it. The Executive Board had emphasized that priority should
be given to publishing material on “legislation in support of Member States’ strategies for attaining
health for all their people”. Accordingly, a reoriented Digest was introduced in 1981, with legislative
texts arranged by subject rather than by country and more analytical, comparative and bibliographical
material than before. The proportion of international as opposed to national texts was increased, and
for the first time, the subject of bilateral treaties between developed and developing countries in the
health sector was covered.

In line with the provisions of resolution WHA30.44, collaboration with other specialized agencies
was strengthened. WHO cooperated with FAO in compiling national legislation governing foods for
infants and young children. It played an active role in preparations for, and was represented at, the Ad
Hoc Meeting of Senior Government Official Experts in Environmental Law, held under the auspices of
UNEP in Montevideo in November 1981. There was also increased cooperation with nongovernmental
agencies, the Council for International Organizations of Medical Sciences (CIOMS) in particular on
human experimentation legislation. The Organization cosponsored with the CIOMS a meeting on
teaching medical law and ethics to the medical profession, organized by the International Academy of
Legal Medicine and Social Medicine and held in Geneva in April 1982 under the auspices of the World
Association for Medical Law.

Cooperation principally took the form of information transfer, so that countries could have ready
access to information on areas of health protection, promotion, and rehabilitation where legislation
might be required, but it also included advice on how to reorient health legislation. Country-level activi-
tiesincluded WHO-supported workshops on infant and young child feeding (Malawi, December 1982),
food safety laws (China, October 1983), and health legislation (China, April 1986). At the intercountry
level, in the South-East Asia Region, WHO organized a meeting on druglegislation (Kathmandu, April
1983), and in the African Region, WHO organized the first round-table meeting on health legislation
(Brazzaville, October 1986).

WHOalso provided advice to several developing countries onimplementing the International Code
of Marketing of Breast-milk Substitutes (see Chapter 10); it organized a European Region workshop
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held in Copenhagen in November 1982, and an international workshop on the same subject, with joint
sponsors UNICEF and the Commonwealth Secretariat, that was held in Harare in January 1983.

The emergence and spread of human immunodeficiency virus (HIV) infection and AIDS (see
Chapter 15) was accompanied by unprecedented legislative activity in many Member States. WHO
monitored these developments and prepared for wide dissemination a series of documents summariz-
ing relevant legislation (25).

Direct technical cooperation continued to take the form of short-term assistance to countries
from visiting consultants, though efforts to strengthen national capacities in this area through train-
ing increased as the decade progressed. In the European Region, for example, WHO sponsored the
first international course on health legislation, which was held in Louvain, Belgium, in July 1984. The
course, which attracted 25 health administrators from 15 countries, was judged successful in stimulat-
ing international cooperation in health legislation and promoting an understanding of legislation as a
means to achieve health for all at the national level.

Workshops and meetings at the national and regional levels also were effective in stimulating
awareness of critical issues in health legislation. In the South-East Asia Region, WHO provided support
for a workshop in Indonesia that aimed to generate ideas to improve the country’s Basic Health Act;
other workshops in the region were held on: the regulatory aspects of health manpower; food control;
and decentralizing authority to the provincial level. In the Eastern Mediterranean Region, WHO was
represented at a series of three meetings on health legislation in the Arab world, organized by the
League of Arab States and the Council of Arab Ministers of Health.
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Organization of health systems based on
primary health care

The Global Strategy for Health For All by the Year 2000, adopted in 1981, stated that achieving
this goal would require reorienting national health systems to develop appropriate organiza-
tional infrastructure based on primary health care (PHC). Such reorientation would need to be
motivated by a basic regard for equity, social responsibility and human rights. The managerial
process for national health development, as discussed earlier, was promoted as the mechanism
to guide this reorientation, the goal being to formulate a health policy with defined priorities
and to prepare programmes and budgets to put the policies into effect.

WHO’s role in developing health system infrastructure that provided promotive, preventive,
curative and rehabilitative care to all segments of the population was twofold: to provide a forum
to exchange relevant national experience, and to support the design or reinforcement of health
system infrastructures that could derive full benefit from this experience. To this end, WHO
concentrated on: strengthening overall national health system organization; providing support
for the intermediate (district) or first-referral level of care, based on PHC development at the local
level; and, integrating intersectoral action at all levels of the health system infrastructure.

National health systems and policies

The results of the United Nations Children’s Fund (UNICEF)/WHO Joint Committee on Health
Policy study on national decision-making for PHC were published in 1981 (I). Seven countries
(Burma, Costa Rica, Democratic Yemen, Finland, Mali, Mozambique and Papua New Guinea)
politically committed to the goal of health for all had studied how the principles of PHC were
being put into practice, tracing the factors that informed the initial political decision, how the
policies were implemented, the progress made, and the problems encountered. As noted earlier
(see Chapter 3), this study led to support for other countries to carry out similar investigations.
The Joint Committee followed up with its own study on implementing PHC.

China, which had not participated at the Alma-Ata Conference, was the focus of attention
atan interregional seminar on PHC held at the WHO Collaborating Centre for Primary Health
Care in Yexian County, Shandong Province, in June 1982. The seminar was attended by high-
level national decision-makers from 15 countries and jointly organized and financed by United
Nations Development Programme, UNICEF, the World Bank, and WHO, with the support of
the Ministry of Public Health of the People’s Republic. Its objectives were to explore aspects
of PHC in China, particularly the three-level network of the health-care system; the people’s
involvement in and management of health care; health manpower development; and financing
of health care (2).
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Despite universal endorsement of the PHC approach, health systems in many countries
continued to depend on sophisticated, hospital-based technologies concentrated in urban areas.
These countries were constrained by a lack of clear and sustained political will, opposition
from vested interests to a more equitable distribution of resources, organizational structures
unsuited to the integrated management of PHC activities, and a dearth of relevant informa-
tion for those responsible for system planning, implementation and evaluation. To address this
dearth of information, WHO prepared in 1983 a set of guiding principles to ease this reorienta-
tion process (3).

As described in Chapter 4, improving national capacities to develop systems and policies in
support of PHC took different forms: strengthening the ministries of health; developing plans
of action for implementing PHC; integrating health-care components; and collaborating with
nongovernmental organizations.

An interregional consultation, funded by the Swedish International Development Authority
(now known as the Swedish International Development Cooperation Agency) and the Swedish
Agency for Research Cooperation with Developing Countries, and held in Colombo in November
1982, reviewed the experience of 12 countries that had shown how national health development
networks could help make orderly improvements in health system organization. The diversity
of experiences reported confirmed the need for flexibility in using the network system. Support
continued to be provided to establish such networks, including helping institutes and agencies
coordinate their activities to implement PHC.

In accordance with the recommendation of the 1981 session of the Joint Committee, that
substantial support be provided to countries demonstrating a clear and continuing commitment
to the PHC approach, WHO and UNICEF continued its collaboration with Burma, Democratic
Yemen and Papua New Guinea, while extending the study on implementing PHC to Ethiopia,
Jamaica, Nepal and Nicaragua. The implementation of PHC was analysed, in part, through field
surveys, and findings were discussed at national workshops, where appropriate adjustments
were made in plans of action.

An interregional consultation in New Delhi in June 1984 explored the problems that needed
to be addressed to increase the coverage and effectiveness of PHC, including the relationship
between the main programme elements of PHC and supportive infrastructure (4). The historical
evolution of PHC in selected countries was reviewed, particularly the organizational aspects of
the transition from vertical programmes towards integrated PHC.

A consultation held in Montego Bay, Jamaica, in July 1984 assessed joint UNICEF/WHO
support for implementing PHC in selected countries and made the following observations: in
many countries, the formal health sector held exclusive responsibility for implementing PHC,
and the potential for broad, multisectoral coordination was still not recognized; decentraliza-
tion to intermediate and local levels remained limited because appropriate managerial skills
were still lacking; and financial and human resources were inadequate and not being adapted
to the PHC approach.

A first interregional meeting on community involvement in health development, held in
Brioni, Yugoslavia, in June 1985, and attended by participants from 14 countries, discussed
case-studies, country reports and regional syntheses of the situation and trends. The meeting
noted the growing awareness in countries of the need to fill the gap between rhetoric and reality,
an essential step for each country being to interpret the process in light of its own sociopolitical
conditions. To help communities prepare for their role, health workers should be taught the
value and meaning of community involvement for health, and be trained in the necessary skills.
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The tendency to look to community involvement to overcome scarce governmental resources,
and also to confine activities to time-limited actions dealing with single health problems,
should be monitored.

Amid continuing difficult economic conditions, financial planning and mobilizing opti-
mum resources for health for all remained key components of WHO’s work. Progress was
hampered, however, by the lack of data on health financing, and a lack of experience in using
such information in the planning process. A WHO study group met in 1977 to examine health
services financing and identified several roles for health financing surveys. These were: to focus
on alternative ways to find further resources for the health sector; generate information to
help ensure resources were allocated equitably; produce cost-eftective analyses and promote
informed coordination among all parties providing resources for health.

Following a consultative meeting on a research programme in Financing of Health Care
Delivery, hosted by the WHO Regional Office for South East Asia in New Delhi in July 1979,
several case-studies were carried out in that region. That same year, the American Public Health
Association, in consultation with WHO and PAHO, sponsored a workshop in Melgar, Colombia,
on health financing in Central America and the Andean region. The available information on
health care financing in Latin America was found to be incomplete, particularly that on direct
employer payments, private insurance and direct household expenditure. Coordinating and
possibly integrating public and social security health care systems was identified as the most
urgent policy measure for the more efficient and equitable use of resources.

A WHO Interregional Workshop on Financing of Health Services held in Mexico in
November 1979 recommended that WHO prepare and distribute a comprehensive manual with
instructions on how health financing studies could be adapted to specific country conditions.
It was also proposed that WHO conduct or support regional and interregional training pro-
grammes for national personnel on how to undertake and utilize the findings of such studies.
An issue of the World Health Statistics Quarterly was devoted in 1984 to financing health ser-
vices (5). That same year, a manual on financing health services was drafted and used to guide
many of the country studies. In its final published form, the manual tried to be relevant to all
developing countries (6). Its first section described health policies and their financial compo-
nents. Techniques were then outlined for collecting data at the national level, and particular
attention paid to analysing the cost and financing of PHC. International experience with the
various approaches to obtain extra resources was discussed, including new taxes, compulsory
and voluntary health insurance schemes, charging users for services and external cooperation.

The special issue of World Health Statistics Quarterly provided examples of health-sec-
tor financing from Europe, China, Ethiopia, Malawi and Sri Lanka. One “vital message” that
emerged from this review was that health for all could not be achieved without realistic financial
planning. It was not enough for plans to incorporate all national priorities and aspirations in the
hope the necessary finance would come from somewhere. Plans needed to be costed in detail
and specific sources of finance identified. The amounts expected from taxation and external
sources, however, had to be realistic.

The World Bank’s senior economist, in his contribution to the special issue, briefly reviewed
the options available to developing countries and concluded that the “best that can reason-
ably be expected from outside the sector in coming years is gradual growth, falling far short
of the amount needed to reach sectoral goals”. He added that mobilizing additional resources
from within the sector could require increasing household contributions through user charges
or coverage charges for participating in risk-sharing schemes, and that other opportunities
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should be explored for mitigating current problems through changes in the public/private mix,
restructuring public subsidies, and reallocating resources. An annex was included devoted to
“questions to be considered when policies involving user charges are examined”.

In the last paper of the World Health Statistics Quarterly, which addressed future develop-
ment, some of the persisting problems for ministries of health in developing countries were
summarized. Ministries had focused on programmes, buildings, manpower and supplies, while
the financial aspects of planning had “tended to be neglected”. Moreover, it had not tradition-
ally been seen as the function of ministries of health to prepare financial projections, let alone
plans for the use of resources in the health sector by government, nongovernmental organiza-
tions, employees, social security institutions, insurance companies and individuals purchasing
in the private sector. Therefore, the full implications of preparing a master plan for using all
resources in the health sector, as the health-for-all strategy specified, had only slowly come to
be understood. What was “urgently needed” was an assessment of the options available. More
needed to be known about why one system of financing could work in one country but have
limited prospects in another.

Training courses in procedures for estimating financial requirements were held in Africa,
and international seminars on health economics and financing took place in Bamako in June
1986 and in London in September 1987. With support from UNICEF, the Danish International
Development Agency (DANIDA) and the Aga Khan Foundation, a cost-analysis training package
was produced. WHO and the United States Agency for International Development cooperated
with teams of investigators at local institutions to study deficiencies in the level and management
of the recurrent budget of the health sector in Costa Rica, Jamaica, Mali and Pakistan. Trends
in resource allocation were reviewed for selected districts in seven Member States. A common
framework was used and local people with economics skills worked closely with district and min-
istry of health staff. The results of these studies were incorporated in background reports for the
district health systems meeting held in Harare (see below). In the Region of the Americas, there
were studies into closer cooperation between ministries of health and social security institutions,
with a view to extending health programmes and interagency coordination.

The 1987 Fortieth World Health Assembly technical discussions on economic support for
national health-for-all strategies identified seven principal methods for ministries to obtain
additional funds: attract more tax revenue, possibly from earmarked taxes; obtain more exter-
nal cooperation; introduce or extend compulsory health insurance (including social security);
require employers to provide defined services; introduce or raise charges for government ser-
vices; stimulate community financing and voluntary health insurance; and encourage money-
raising by nongovernmental agencies (7).

At the 1987 session of the African Regional Committee, the African ministers adopted the
Bamako Initiative. Sponsored by UNICEF and WHO, this initiative aimed to ensure the health
of women and children through the financing and management of essential drugs in districts
and communities. Initially, about US$ 100 million was sought to buy essential drugs and dis-
tribute them to most districts in Member States of the African Region.

While there was a high degree of political commitment to health-for-all goals and PHC by
the end of the decade, ministries of health continued to face numerous problems in organiza-
tion, structure, management and financial resources. Responses to these problems included
cooperating with 12 Member States from the Region of the Americas and the South-East Asia
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Region in reorienting activities, training, and organizational reviews at various levels. This
work was carried out with support from DANIDA. Similar support was given to member States
of the European Region.

A WHO expert committee met in Geneva in November 1987 to discuss ways to strengthen
ministries of health for primary health care. It examined country experiences available from
recent studies and meetings on decentralization, coordination within the health system, inte-
grating vertical programmes, intersectoral action, improving management, economic support
for PHC, and other attempts to make the health system and its various components more effi-
cient and effective (8). The meeting had three objectives: to identify approaches to overcome the
shortcomings of ministries of health; to identify approaches to assist national administrations
and international health organizations in their efforts to strengthen ministries of health for
PHC; and to make recommendations to the Director-General on how WHO could further
cooperate with Member States to achieve these objectives.

To meet these objectives, the expert committee outlined the roles and functions of the
ministry of health and current weaknesses. Strategies for strengthening ministries were sum-
marized, including the means to achieve desired changes. The 112-page report ended with prin-
cipal conclusions and recommendations.

Ministry of health functions were classified under four broad headings: production of
resources; provision of services; economic support mechanisms; and health activity manage-
ment. Producing health resources involved: health manpower; establishing health facilities;
pharmaceutical production, procurement and distribution; producing health equipment and
supplies; and health science research and technology.

Provision of health care was seen to include: environmental health services; preventive
and health promotion services for individuals; first-level medical care; secondary health care;
tertiary health care; health care for individuals within special populations; health care for indi-
viduals with special disorders; and organized self-care.

Economic support mechanisms consisted of mobilizing financial resources and allocating
health funds, while health activity management covered the following: managing health affairs;
health planning and policy formulation; information flow; coordination within the health
system and among social and economic sectors; community involvement; health legislation;
regulating human and physical resources; regulating health services providing individual care;
environmental regulation; evaluating health services; and international cooperation.

In addition to ministries of health, other types of organizations shared responsibility for
one or more functions in health systems infrastructures. These included: government organiza-
tions; nongovernmental organizations or voluntary agencies; industrial or other enterprises;
and private health-care providers.

The expert committee’s review discerned several weaknesses in ministries of health: an
inadequate or inappropriate range of responsibilities; an isolated role in the national health
system; excessively centralized responsibilities; poor management and weak leadership; inad-
equate links with other social sectors concerned with health; limited community involvement;
and meagre economic support.

Addressing the subject of poor management and weak leadership, the expert commit-
tee concluded that the emphasis on PHC had severely tested the management capabilities of
ministries of health. The effective functioning of local personnel responsible for PHC, most of
whom were given only brief training, depended on good supervision, an efficient distribution
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of supplies, good communications and an orderly flow of information, consultation, and other
features of sound management.

Investigations in rural areas revealed a widespread failure to implement the various strate-
gies recommended at Alma-Ata and afterwards. In country after country, PHC units in rural
areas were found to be seriously underutilized; people bypassed them to seek treatment at the
outpatient departments of district or provincial hospitals. Primary health workers spent most
of their time waiting for patients to seek treatment for common ailments, and little time on
preventive community work. The supply of drugs and vaccines was often inadequate, prevent-
ing patients from receiving adequate treatment. Hardly any time was spent on encouraging or
assisting households to improve their sanitation, and there seemed to be little health education
for individuals or groups. Primary health workers seldom showed enthusiasm for their work or
displayed any initiative to detect new problems or launch health programmes.

Several weaknesses were put forward to explain these problems, including the initial train-
ing received by primary health workers; the way drugs and vaccines were distributed; and the
lack of local community involvement in developing and operating the PHC programme. At the
root of most of the difficulties, however, was ineffective management within the ministry of
health. Not surprisingly, with health ministries unable to bring order to their own house, their
links to other sectors and to the population were similarly inadequate.

Seven strategies for overcoming these and other identified weaknesses were considered:
determine the appropriate scope of ministry of health responsibilities; coordinate functions
within the health system; initiate decentralization and organizational restructuring; improve
management and leadership; encourage intersectoral collaboration; promote community
involvement; and increase economic support.

Country experiences were used to illustrate each of these strategies, some drawn from much
earlier in the 20" century. In the United Kingdom of Great Britain and Northern Island in 1974,
for example, the four parallel hierarchies established with the National Health Service after the
Second World War were integrated, while in Chile, in 1959, several previously separate health
activities were similarly amalgamated under a greatly strengthened Ministry of Health. More
recently, Mexico had demonstrated the value of decentralizing ministry of health responsibili-
ties: in 14 out of 32 states, ministry of health and social security services for rural populations
had been transferred to state governments. This and other examples were used to illustrate the
importance of planning and executing decentralization in an orderly manner.

In Mexico, devolution was accompanied by various government actions. Standards were
set for the state organization, budget control, logistics and various health regulations. State
performance was monitored by officials from the centre and recommendations were made to
correct deficiencies. Health manpower policies were formulated centrally on such matters as
training for traditional birth attendants, and managing rural social services by new medical
graduates. Health systems research was carried out centrally: the performance of the first 12
decentralized states, for example, was compared with that of those that remained under central
control. Preliminary observations showed a revitalization of health activities within the states
and a general improvement in the services delivered to the population.

The expert committee paid particular attention to the district health system and to inter-
sectoral collaboration, which are discussed separately below.

Virtually all of the strategies recommended required additional spending. The need to achieve
savings by using resources more efficiently was recognized as a major challenge. One of the key
concerns in the quest for efficiency was whether doctors should more readily take cost into account
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in their decision-making, as a large proportion of health service spending was incurred at the doc-
tor’s initiative, not the patient’s, yet doctors were often poorly informed about the cost implications
of their decisions. It was agreed the problem should be tackled by providing education on the
subject, improving information systems and changing incentive patterns.

The savings to be made from reorienting priorities in many health ministries were believed
to be crucial to the entire PHC strategy: if disease is prevented, or detected and treated promptly,
hospitalization might not be necessary; if an injury is treated and secondary infection and seri-
ous disability avoided, there is no need for costly rehabilitative services.

The expert committee’s conclusions and recommendations began with the need for health
to be recognized as a major contributor to development. Health care must not be seen as a mere
product for consumption, but rather, as an investment in society that will help drive economic
and social development. Political leaders needed to recognize the value of health in the life of the
people and the approval with which the health services were viewed. Extending and improving
health services could help achieve other goals in national development.

The expert committee recommended that WHO should consider developing a network
for providing information on how other health ministries had been strengthened to function
more efficiently. It should also consider providing technical support to health ministries to help
them analyse the coordination of health programmes, so that policies and procedures might
overcome the fragmentation common in the health sector. Such analysis should address man-
power development and the use of health care institutions. Similarly, WHO should publicize
decentralization successes so that other countries might learn lessons to guide their own efforts.
The Organization should also help countries share their experiences of structural problems in
health ministries and the strategies used to overcome them.

Work with Member States in areas of management that had received little attention should
be continued, the expert committee said. These areas included: health system organization, and
more specifically, the effectiveness of alternative structural and functional arrangements in dif-
ferent political and administrative settings; administration, particularly, personnel, supply and
logistics, and maintaining facilities, equipment, and transport; budgeting and financial plan-
ning and management; and personnel policies covering supervision and career development. At
the same time, Member States should be encouraged to assess the appropriateness of training
programmes for health professionals.

WHO was asked to support action-oriented research on health improvement through inter-
sectoral initiatives and appropriate mechanisms. It should help Member States conduct research
on strategies that health ministries could pursue to stimulate community involvement, and it
should disseminate the results of such research.

Further, WHO should encourage efforts to evaluate how changes in sources of financing
had affected patterns of health services use and health status, and it should consider producing
guidelines on alternative financing sources for the health system, giving due consideration to
equity, efficiency and quality of service. Training for health financing, financial planning, and
economic evaluation should be considered, as should information exchange and bibliographical
support on the experience of countries in mobilizing resources for PHC. Finally, WHO should
support countries wishing to improve the legislative backing for PHC policies.
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District health systems based on PHC

Enshrined in the Declaration of Alma-Ata was the notion that PHC should be sustained by inte-
grated, functional and mutually supportive referral systems, involving health workers suitably
trained socially and technically to work as a health team. No special attention was given at that
time, however, to the district level. Nor did the district receive any special attention in the Seventh
General Programme of Work. There, in the brief discussion on the organization of health systems
based on PHC, there is a passing reference to district health offices in the paragraph indicating
that WHO would provide information on national, and especially innovative, experience.

The Eighth General Programme of Work, however, which covered 1990-1995, called for
the components of health system infrastructure in district health systems to be integrated,
the word district used to denote “a geographical area that includes all components of a health
system required for community and first referral level care, and that can be managed quasi-
independently ... A district health system based on primary health care comprises a well-defined
population living within a clearly delineated administrative and geographical area. It includes
all the relevant health care activities in the area whether governmental or otherwise. It therefore
consists of a large variety of interrelated elements that contribute to health in homes, schools,
workplaces, communities, the health sector and related social and economic sectors. It includes
self-care and all health care personnel and facilities, whether governmental or nongovernmental,
up to and including the hospital at the first referral level, and the appropriate support services,
such as laboratory, diagnostic and logistic support. It will be most effective if coordinated by an
appropriately trained health officer working to ensure as comprehensive a range as possible of
promotive, preventive, curative, and rehabilitative health activities” (9). The importance of the
district level had emerged out of positive experiences gained in countries.

The technical discussions held in 1981 by the Thirty-fourth World Health Assembly,
although dedicated to health system support for PHC, concentrated on one particular aspect,
namely support from district or first-referral level to PHC action at the periphery. Seven topics
were addressed: organizing health system support for PHC; intersectoral support for PHC;
community participation; manpower; financing; management and supportive supervision; and
health care facilities, equipment and supplies. The results of the technical discussion were incor-
porated into a study that dealt with these seven topics, as well as broader issues, “notably the
basic economic and social preconditions for primary health care” (10). One such precondition
was an increase in social and economic justice in the use of health resources.

In most developing countries, there had not been the opportunity or the resources for the
management component of PHC to function below the national level. While there were some
examples where responsibility for health was delegated to a lower level on the basis of local
needs, the intermediate level in most countries had little to do with strategic planning, little or
no control over the available budget, and little flexibility to support any community initiatives
that arose. Nevertheless, it was felt there was a trend towards a greater sharing of responsibility
between the intermediate, basic health service and community levels in planning and carrying
out health activities within the limits of local resources.

To encourage this trend, a variety of innovative efforts were supported in selected districts
of several countries. A framework for analysis and action to improve PHC support at the district
level and below was prepared and deployed in several countries, including China, Ethiopia,
United Republic of Tanzania, Thailand, Zambia and Zimbabwe. Workers involved in these
efforts met in Zambia in late 1983 to share their early experiences, review progress and discuss
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further action, including disseminating the practical lessons they had learnt. Several countries
were working to improve health recording and reporting systems, and were testing them in
selected districts. Others were developing approaches for comprehensive management, paying
particular attention to the intermediate level.

As part of earlier efforts to make health-care facilities more relevant to local needs and
possibilities, a series of national case-studies, on the planning, construction and operation of
such facilities within the context of national health systems, were carried out in Algeria, Cuba,
Senegal, Sudan, Venezuela and Zambia. Reports of these case-studies were added to the series of
publications initiated in the 1970s on approaches to planning and designing health-care facili-
ties in developing areas (11). These publications focused on improving the technical features of
the facilities discussed: out-patient services; surgery; engineering and maintenance services;
managing a building project; and evaluating facilities, among others.

Special efforts were made to strengthen PHC in urban areas to provide essential care to all
disadvantaged and at-risk populations. Inter-city workshops and seminars on PHC in urban
settings were sponsored in Latin America, Europe, Asia and the Pacific. WHO and UNICEF
jointly sponsored an interregional meeting on the subject in Geneva in July 1983 to review and
exchange experiences in developing information bases.

The UNICEF/WHO Joint Committee on Health Policy reviewed progress in PHC in urban
areas at its 25" session in January 1985, for which the a policy discussion paper was prepared
(12). While expressing satisfaction with the activities reported on, the Joint Committee agreed
that more forceful advocacy was needed in support of PHC for the urban poor. Pilot and experi-
mental projects sponsored by governments directly or in collaboration with voluntary agencies
should be supported to assess their potential use on a large scale.

Senior health and municipal officials from 16 cities of five WHO regions attended an inter-
regional consultation on PHC in urban areas in Manila in July 1986. Subsequently, at a WHO/
DANIDA workshop held in Addis Ababa in November 1986, participants from five cities in east
and central Africa discussed urban health and proposed to develop methodologies for assessing
problems and associated risk factors. In the European Region, a “healthy cities” project was
established, emphasizing health promotion and ways to improve the environment.

In 1984, in response to the urgent need to promote self-reliance and develop national skills
in the many disciplines and sectors in this field, WHO collaborated with the North London
Polytechnic (United Kingdom) and other institutions to produce a loose-leaf kit with material
on training, research and practice in health facility planning. The Organization also supported
training courses in individual countries and sponsored the creation of a global network of
national training centres.

Logistic support, one of the essential elements required to develop health systems, received
considerable attention during this period, especially in programmes for essential drugs and
immunization. An interregional meeting held in Ottawa in June 1985 on developing and
strengthening logistic support to PHC, including communication and transport, made recom-
mendations on policy formulation, exchanging experiences, technical cooperation in develop-
ing countries, training, standardizing medical equipment and supplies, direct support, research
and development, and coordination between international organizations. A 141-page manual
was prepared on how to assess health services logistics, with particular reference to peripheral
health facilities (13).

With regionalization receiving more attention, the role of front-line and intermediate hos-
pitals and more specialized facilities was looked at more closely. Given that hospital budgets
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consumed as much as 90% of the overall health-care budget in many developing countries, they
were viewed as representing “a force competing with primary care services for scarce resources”
(6). At the same time, however, hospitals represented an “enormous potential source of support
for primary health care”. How that potential might be realized was the subject of a conference
in Karachi in November 1981, cosponsored by WHO and the Aga Khan Foundation (14).

WHO made two major conclusions: hospitals should be associated with a well defined
catchment area within a regionalized framework; and hospitals should have a department of
community health to generate interest, expertise and direct interaction with the clinical ser-
vices and the communities in its catchment area. The responsibilities of such a department
should include: in-service training for reorienting hospital health workers to change the ‘hos-
pital outlook’ to a ‘health perspective’; cooperating with the educators and supervisors of PHC
workers in the field to improve training management and administration; collaborating with
the community to seek relevant information on health problems and appropriate education;
ensuring the hospital meets its referral and logistic support responsibilities; identifying gaps
in PHC services and introducing appropriate innovations; and conducting relevant health ser-
vices research that focused on practical issues to achieve a progressive improvement of ser-
vices. Dr Mahler used his introductory statement to the conference in Karachi to indicate that:
“Unless there is a re-orientation of the education of professionals, especially physicians, the
conclusions of this conference cannot be realized.”

The role of hospitals in PHC continued to be reflected in the main topics of the International
Conference on Hospitals and Primary Health Care, organized by the Indian Hospital Association
under the aegis of the International Health Federation and held in New Delhi in January 1985,
and also at the 24" International Hospital Federation Congress in San Juan, Puerto Rico, in
May 1985. In March 1985, a workshop on “the establishment of Social Medicine Division in
Hospitals” had been held in Athens, where three working groups were convened on: the impact
of medical decision-making on costs (London, November 1985); planning methods for the
hospital sector (Kiel, November 1985); and the impact of demographic morbidity and social
changes on the functions of hospitals (Stockholm, December 1985).

An expert committee met in December 1985 to examine the role of hospitals at the first
referral level (15). Hospitals versus PHC was judged to be “a false antithesis”. This required,
however, that hospitals understood their role in PHC was to “promote the health of the whole
population that it serves, including the health of individuals who never enter it”. The thrust
of the expert committee’s report was to explore the implication of this for the hospital, the
opportunities and obligations that it should recognize, and how the differing values of the
hospital and other local health services could be made compatible and mutually strengthening.
The report also explored how full involvement in PHC might change the nature and function
of the hospital.

Perhaps the most important single event for district health systems was the interregional
meeting held in Harare, Zimbabwe, in August 1987 (16). The meeting was organized by WHO,
and cosponsored by the United States Agency for International Development, the Christian
Medical Commission, UNICEF, the United Nations Development Programme and DANIDA.
Its objectives were to: review the experiences of participating countries; identify successful
approaches to overcoming common constraints; formulate concrete proposals and make rec-
ommendations to reduce constraints and promote the wider application of more effective dis-
trict health systems based on PHC.
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A total of 143 people attended the meeting, comprising representatives from 18 countries,
WHO, UNICEF and the World Bank, bilateral and multilateral technical cooperation agen-
cies, nongovernmental organizations and research and training institutions. Four groups were
formed to discuss: district planning and management; community involvement and intersec-
toral collaboration; strengthening manpower in district health systems; and district financing
and allocation of resources.

Based on the experiences of Bangladesh, China, Democratic Yemen, Ethiopia, Guatemala,
Mexico, Nigeria, Norway, Somalia, Thailand, Turkey and Yugoslavia, the first group recom-
mended that the authority for planning and managing health services, including allocating
and reallocating funds, be decentralized to districts, where health information systems would
be used to monitor both health problems and the utilization of resources in support of district
planning and decision-making. Districts should appoint health management teams, led by a
district health manager oriented towards community health and PHC, and linked to multi-
sectoral district development committees. The district hospital should be integrated with the
other district health services, where it, along with vertical programmes, would provide logistic
support to community-based services.

The second group was informed in its discussions by the experiences of China, the
Democratic Republic of Yemen, Kenya, India, Indonesia, Malawi, Nigeria, the Philippines,
Sierra Leone, United Republic of Tanzania, Thailand, and Zimbabwe. It concluded that com-
munity involvement and intersectoral action were closely related. Both would be strengthened
by health workers committing to active partnerships with communities, based on a compre-
hensive and analytical problem-oriented approach. Community involvement should be based
on solving problems and might require support from other sectors; hence, it might serve as
a precursor to intersectoral action. The community needed also to become a full partner in
monitoring activities.

The third working group discussed the relevant experiences of attending countries, start-
ing with Ethiopia’s efforts to train a new type of manager, emphasizing communication skills
and community diagnosis. The group focused on seven problem areas: in-service training; the
self-sufficiency of districts in providing in-service training; the adequacy of job descriptions;
incentives for working in the district; leaders and change agents for PHC; training professionals;
and training the trainers. Recommendations were made on each of these subjects, while general
recommendations included: more quality in-service training; increased incentives to recruit
personnel into rural areas; and more emphasis on training the trainers of health personnel.

The group that addressed district financing and allocation of resources based their discus-
sions on studies in selected districts of Ethiopia, Indonesia, Kenya, Lesotho, Malawi, Sri Lanka
and United Republic of Tanzania. These revealed the economic and financial constraints to
implementing PHC, including uncertainty about the role and authority of districts to gener-
ate and control funds, and the lack of financial information in some districts. The main areas
of concern noted were: mobilizing finances; allocating and reallocating financial resources at
district level; and district financial management and organization.

The role of district health teams in managing and reviewing financial resources needed
substantial reinforcement. User charges were the most widely contemplated alternative to cur-
rent sources of financing. Other sources included social security funds, various types of pri-
vate insurance and direct contributions by the community. How changes to fee systems had
affected the use of services remained underinvestigated, and the gathering and use of financial
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information was inadequate. The pattern of allocating funds to and within districts was not

adequately documented.
The discussions did notaddress WHO s role in supporting district health systems. Dr Mahler,

in his introductory remarks, identified four such roles:

= strengthening WHO support for research and development in selected districts to find
practical solutions to difficult operational problems. Linked to that was the pressing need
to focus WHO country budgets on health systems research designed to boost district health
systems;

= support for countrywide action for district development, which might include technical
support to develop national strategies and plans of action for district strengthening. It could
also comprise support for improving planning, management and monitoring of operational
procedures for districts, including the integration of individual programmes, training
and reorientation of health personnel, intersectoral action, and selection of appropriate
technologies;

= information support to promote district health systems through learning material on train-
ing, leadership and team development. Exchanging information about country experiences
in developing strong district health systems would form an important part of this informa-
tion support;

= vigorous mobilization of additional human, technical and financial resources for strength-
ening district health systems based on PHC.

The meeting, responding to Dr Mahler’s call for a “declaration by all Member States of
their intention to increasingly commit the bulk of their national and external health resources
to the establishment of strong district health systems based on primary health care”, adopted a
Declaration (see below).

Declaration of the Harare Conference on Strengthening
District Health Systems Based on Primary Health Care

At our meeting here in Harare a mere twelve years before AD 2000, the date set for achieving
the goal of Health for All, we strongly reaffirm the primary health care approach as the means
to achieve that goal.

Despite impressive progress in implementing primary health care in many countries, weak-
nesses in planning, organization and management, particularly in districts, represents one of
the greatest obstacles impeding health development. This fact emerged from an evaluation con-
ducted by 90 percent of WHO Member States.

We are convinced that effective intensification of primary health care depends on compre-
hensive action based in well-organized district health systems, as called for by the 1986 World
Health Assembly. With increasing concern to ensure equity and the sustainability of the impact
of accelerated programmes on primary health problems, we are convinced that the district
provides the best opportunities for identifying the underserved and for integrating all health
interventions needed to improve the health of an entire population.

A district health system is taken to mean a more or less self-contained segment of the
national health system which comprises a well-defined population living within a clearly
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defined administrative and geographical area, either rural or urban, and all institutions and
sectors whose activities contribute to improved health.
We believe that the community and all sectors, including the health sector, need to come
together for the effective strengthening of district health systems, through vigorous implemen-
tation of the following points of action:
= Adopt national policies which provide for necessary support to districts.
= Decentralize financial and manpower management as appropriate to encourage flexibility
within districts in adapting national policies for resource use according to local priorities.
= Develop a district planning process to define objectives and set targets in each district with
emphasis on those families and communities most at risk on the basis of a health informa-
tion system to monitor health problems and resource utilization.

= Strengthen community involvement by creating appropriate mechanisms for providing
support and increasing self-reliance by strengthening the knowledge and skills of com-
munities in solving health and development problems.

= Promote intersectoral action by creating mechanisms to give health concerns higher pri-
ority on the agenda of district development and helping each sector define its role in health
activities.

= Develop districtleadership for primary health care through orientation, training and con-
tinuing education of key individuals from all walks of life.

= Mobilize all possible resources for health development, exploring further the role of
financing through user-charges, social security and pre-paid schemes, and making better
use of resources available from communities and nongovernmental groups.

= Ensure sustainability by integrating all programmes into the district health system and
improving the basic management skills of health personnel.

= Redefine the role and functioning of hospitals within a district as integral parts of the
district health system.

= Use health systems research as a tool for solving problems of the district health system,
including financing and resource allocation and to answer the need for health development
networks to conduct situational analyses and field studies.

= Ensure equity between districts by allocation of national resources on the basis of need.

Although communities and nations will naturally take responsibility for the above action, we

would also:

= Encourage the mobilization of international, multilateral and bilateral resources in
support of the implementation of district health systems based on primary health care,
action research and development, and exchange and dissemination of information.
National, regional and global collaboration in this effort, through appropriate coordina-
tion mechanisms

Intersectoral action for health

Although intersectoral action is one of the pillars of the PHC approach, only in the last bien-
nium of this decade did it became a distinct programme item. In stressing the importance of
intersectoral action for health, the Seventh General Programme of Work advocated several
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approaches. WHO should promote it “at the international level particularly through the estab-
lishment of bilateral and multilateral arrangements with other United Nations agencies and
with nongovernmental organizations”, and WHO should foster such action by “collaborating
with countries on the development of measures for promoting health to be taken in other sec-
tors ... political, social, economic, cultural, or educational in nature”. In the Eighth General
Programme of Work, while similar approaches still applied, intersectoral action for health was
now firmly rooted in health infrastructure development.

The first phase of the study on intersectoral action for health, begun in 1981, was completed
in 1982. Case-studies in India (Kerala state), Jamaica, Norway, Sri Lanka and Thailand examined
the health status of populations at different levels of per capita income and socioeconomic devel-
opment. These case-studies were discussed at a consultative meeting held in Trivandrum, India,
in November 1982, and further reviewed by a working group that met in Geneva in September
1983. These meetings offered insights into the intersectoral processes underlying the transition
from poverty and underdevelopment to affluence and a high degree of development, and identified
the associations of diseases and patterns of ill health at various stages of this transition, relating
them to their background of social formations and socioeconomic conditions. The meetings also
discussed the sociocultural and other processes that promoted health and well-being, and those
that contributed to patterns of morbidity and mortality to emerge and persist, and suggested how
and where action in sectors other than health could best be directed to strengthen the former
processes and divert the latter into positive channels. The primary lesson learnt was “the necessity
to involve the people themselves as closely as possible” if action programmes were to be realistic.
This could be done through formal groups and mechanisms, through ad hoc multisectoral groups
comprising representatives from the public sector, and through groups that develop programmes
in response to community needs. For effective action, “an explicit political commitment is neces-
sary which must be communicated to all the sectors involved” (17).

Once these case-studies were completed, workshops and meetings were held in all WHO
regions. To review the African experience, a consultation on intersectoral cooperation was held
at the ministerial level in Brazzaville in the Congo in December 1985. Participants from the
Congo, Ethiopia, Mali, Senegal, Sierra Leone, United Republic of Tanzania, Togo, Zaire, the
Economic Commission for Africa and the Organization of African Unity received background
papers on agriculture and health in Africa, health education for African countries as a factor
for health promotion among Member States, and environmental and health problems related to
water resources development: the persistent issues, and effects on health of ecological alterations
resulting from desertification (18). These and other reports informed the technical discussions
on the role of intersectoral cooperation in national strategies for health for all during the Thirty-
ninth World Health Assembly in May 1986. These studies had revealed the need for intersectoral
collaboration in both developing and industrialized countries, but interventions by the different
sectors had to vary according to development patterns and the principal risk factors affecting
health, especially in the most vulnerable groups. All of these elements needed to be character-
ized as part of the policy analyses to be conducted by other sectors.

These considerations formed the basis of resolution WHA39.22, which called on Member
States to identify and develop health objectives as an integral part of sectoral policies for
agriculture, the environment, education, water, housing and other health-related sectors;
to include in their health-for-all strategy specific equity-oriented targets to improve health
among disadvantaged groups, such as women, the rural poor, the inhabitants of urban slums
and people engaged in hazardous occupations; to use the population’s health status to assess
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the quality of development; and to ensure that the health and nutritional status of the most
disadvantaged social groups were protected when economic adjustment policies were designed
and implemented.

In response to the resolution, four main lines of action were to be taken, with equity the
underlying principle: a stronger promotion and advocacy campaign; developing health objec-
tives in public policies; research on specific issues to improve analytical capability; and training
and activities for members of the community - women and schoolchildren in particular, since
they have the most influence — and for members of professional groups and universities, in order
to arm them with new skills.

WHO-supported intersectoral activities were initiated in several countries. In Bangladesh,
for example, a successful approach pioneered by the Grameen Bank was used to improve the
quality of life of vulnerable groups; in Indonesia, as part of a slum improvement project and
the need to address the priority problems of mothers and children under five years of age, a
study was carried out to develop a methodology for policy analysis in the different sectors to
ensure that health and other quality-of-life objectives were not overlooked; in Sri Lanka, links
between patterns of morbidity and socioeconomic and physical conditions were analysed more
thoroughly; and in Zimbabwe, studies were conducted to ascertain the links between the edu-
cational level of women and their health and that of their children.

Intercountry meetings were held in the African and South-East Asia Regions. Three sub-
regional meetings, in Bamako, Brazzaville and Harare in November 1986, brought together
decision-makers and technical staft from the key development sectors, including planning and
finance. Two meetings in New Delhi, in October 1985 and October 1986, brought together rep-
resentatives from ministries of health and national planning authorities to discuss formulating
national plans, concentrating on action in favour of vulnerable groups.

At the first intercountry meeting held in New Delhi, eight countries — Bangladesh, the
Democratic People’s Republic of Korea, India, Indonesia, Maldives, Nepal, Sri Lanka and
Thailand - brought two participants each (19). Following several days of discussions on the
critical issues for intersectoral action on health, a methodological framework for a systematic
analysis was developed. This comprised nine steps, which were illustrated by an analysis of
water-related health problems. Each of the participating countries then outlined their plans,
including, in some instances, a timetable for the coming year. Thailand, for example, where the
intersectoral action for health programme was being administered by a quality-of-life commit-
tee, planned a public educational campaign for 1986. By October 1986, this programme had
evolved into an intersectoral action programme for comprehensive rural development with
broad objectives to promote intrasectoral relationships in the health sector, and intersectoral
action for comprehensive rural development at the district level. Two districts in each of the four
regions in the country were targeted for action in the coming biennium, with the ministries of
the interior, agriculture, education, industry and public health, and the national economic and
social development board, all to be involved (20).

At this point in the regional plan of action, WHO was to: ask relevant United Nations
agencies regionally and nationally to provide support; develop a regional intersectoral task
force with expertise in economics, finance, development planning, agriculture policy etc; and
collaborate with relevant United Nations agencies to organize workshops at country level, both
before and during projects, for national personnel from various sectors. A similar workshop
with the agencies at the regional level was also envisaged.
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The need for national health development networks emerged from an awareness that stand-
ard management approaches were not producing the social change and institutional develop-
ment needed for PHC. A better way was needed to bring together the scattered expertise of
individuals and institutions to help resolve problems. Networks were seen to fulfil this function
by “helping to create a ‘critical mass’ of expertise in systematic problem-solving from among
the staffs of a country’s regional agencies and institutions. By drawing on the expertise of vari-
ous institutions and encouraging collaboration in practical field work”, networks provided the
platform for service personnel and experts to obtain valuable experience in solving health-care
problems in the community (2I).

Countries adopted different approaches. In Ethiopia, a special committee answering to the
Central Planning Supreme Council was created to coordinate the network’s 14 institutions. The
Department of Community Health of the Medical Faculty of Addis Ababa University acted as
the network’s secretariat. In Finland, various networks were responsible for specific functions,
each with its own management system. These were linked by different means; some of these were
organizational, while others depended on informal affiliations based on educational or volun-
tary connections, such as agreements between groups with a common ideology or interests. In
Zambia, in 1983, a national PHC development committee was formed, comprising members
from the Ministry of Health, research institutions, the National Commission for Development
and Planning, the ministries of education, agriculture, labour and social services, the School of
Medicine (Department of Community Medicine) and others.

Inequity between and within nations was the central theme of a meeting held in London
in June 1987. Participants focused on experiences in the United Kingdom and discussed how
national development strategies could more equitably distribute basic services and improve
the quality of life of disadvantaged groups. They generally agreed that the United Kingdom’s
RAWP (Resource Allocation Working Party) methodology might be adapted for future use in
developing countries.

In parallel with developments at the country level, an international network of national
institutes was established, with the technical capability to support the different sectors in ana-
lysing the issues on which they decided policy and then develop those policies, taking into
consideration the health problems affecting the most vulnerable groups, the need to strengthen
self-reliance among them, and the interventions required. WHO and the Harvard Institute
for International Development and the Harvard School of Public Health jointly sponsored a
meeting in July 1987 at which representatives of these institutes and senior decision-makers
from developing and developed countries sought to devise strategies for promoting a greater
awareness in public policy circles of the importance of health policy analysis and the pos-
sibilities for action. The meeting, held in Cambridge, Massachusetts, USA, was supported by
Swedish International Development Authority/Swedish Agency for Research Cooperation with
Developing Countries as well as the Rockefeller Foundation.

The report from the meeting incorporated some of the experiences that participants from
Kenya, the Nordic countries, the Philippines, Thailand and Uganda had brought to the meeting,
as well as the results of discussions held. It also reflected the “strongly felt need to move this topic
from what ‘should’ be done to what ‘has’ been done” (22). The report outlined different strategies
to introduce health objectives to public policy, to define vulnerable groups and promote equity
in development policy, and to document the effects of development on health. The report called
for the three-year studies supported by WHO and undertaken in the Region of the Americas
to be carefully reviewed in the coming years, along with the activities being carried out in four
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African countries (Zimbabwe, Kenya, Ghana and Nigeria), with the support of the Carnegie
Foundation, which focused on the improved health behaviour of women and reducing infant
mortality. These studies were informed by those from Sri Lanka and Kerala, which had shown
how female literacy could positively impact on infant mortality.

Two other important projects were being carried out at this time. In Thailand, learning
materials were being developed for primary-school children, and their effect on the health
behaviour of the student school population assessed. In Bangladesh’s technical cooperation in
developing countries project, Thailand was providing technical support in a selected group of
districts to help villagers use the Basic Minimum Needs indicators to identify the poorest seg-
ments of the population and the interventions required to help them improve their situation.
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Health manpower development

The objectives of WHO?’s Seventh General Programme of Work in health manpower develop-
ment were to help countries plan their training and deploy the right personnel within their
budgets. Further, WHO should help to ensure that such personnel were socially responsible and
possessed appropriate technical, scientific and management competence to develop and main-
tain comprehensive national health systems based on PHC. As noted earlier, the health man-
power programme structure prior to 1985 differed from that outlined in the Seventh General
Programme of Work. Nevertheless, as reviewed below, many of the activities in the earlier years
of the fourth decade were in accordance with the objectives of the new programme.

Managerial process for health manpower development

In a sweeping assessment, presented to the Executive Board at its 57 session in January 1976,
the Director-General’s report acknowledged that there had been no breakthrough in efforts to
alleviate the developing world’s manpower problems (I). Programmes were found to be “still
too oriented towards the classical types of health workers, primarily physicians and nurses,
and even in their training, changes have been all too slow. The acceptance and development of
new categories of health personnel and the retraining of existing categories also advance at a
slow pace.” Furthermore, health manpower plans, if there were any, “are not taken into account
either quantitatively or qualitatively by the training institutions, which often do not belong to
the same supervisory authority as the planning unit”.

In response, WHO outlined a “coherent, integrated and systematic programme of collabora-
tion with Member States in all relevant areas of health manpower development” (2). The central
aim of such collaboration was to establish national programmes that integrated health man-
power planning, resources development and management into a single process geared towards
improving health services. Integrating health services and health manpower development was
seen as a precondition for satisfying the health needs of a country’s entire population.

Such integration required the health needs of the most deprived to be given priority, par-
ticularly in rural communities. This could be achieved by using personnel with the appropriate
levels of skills - PHC workers in the first instance — and those who provided effective support
and guidance within comprehensive national health systems and services. As a consequence, “a
new, strong emphasis will be laid on the training and utilization of auxiliary and community
health workers and their supervisors”. The number of physicians, nurses and other ‘classical’
categories of health workers would also have to be increased, but their education would have to
be made relevant to community health needs without reducing its basic quality.

The report also identified the need for a permanent, country-specific mechanism to inte-
grate health services and manpower development in order to: foster continuous dialogue; ensure
efficient collaboration and coordination between various governmental and nongovernmental
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departments, institutions and other bodies responsible for health services and health man-
power; and bring them together to plan, make decisions and integrate health services and health
manpower development.

In this context, health manpower planning was seen as a “process whereby health man-
power development goals, objectives, priorities, and activities are established systematically to
ensure that current and future health manpower resources meet adequately the requirement for
delivering health services to a population. It consists not merely in projecting the numbers of
personnel required but also in planning to provide properly designed health services with the
quality and quantity of the personnel they need” (3).

The “weak liaison in countries between health and educational authorities” had retarded
progress in this domain for most of the century. WHO’s response was to promote the coordina-
tion of health manpower training with a country’s health services requirements, a concept that
“was recognized implicitly in the very first years of WHO ...” (4).

In the period 1979-1981, the Executive Board commissioned a study of WHO’s role in
public health and health programme management training and established a working group. In
a background paper prepared by the secretariat, various study options were presented, includ-
ing field-testing (5). The Board working group accepted the definition of health management
that had emerged from an earlier WHO consultation, namely: health management (or health
administration) embraced the whole process of planning, organizing, directing, controlling
and coordinating resources (i.e. manpower, money, mandates, facilities, equipment, informa-
tion and time) for the development of health programmes aimed at improving the health status
of the population as a whole, based on community participation, and responsive to the needs
of the people. In this context, health management was essentially a system of administrative
roles, functions, and tasks carried out by individuals at various levels of administration to
improve the health of people. Within and among the institutions that provided health services
or otherwise affected health status, appropriate management should seek to ensure: a commit-
ment, on the part of personnel, that the institutions and programmes will serve the people; an
understanding, on the part of personnel, that health institutions have a purposeful role to play
in the wider health system and, in turn, of the wider sociopolitical system; a working style which
encourages the maximum participation of individuals and groups in serving the goals of both
the community and the institutions; and a system of accountability, to the community, for the
actions taken by the institution and for the results of such actions.

In its final report, the Board working group outlined short- and long-term national strate-
gies for management training, noting many common elements. Short-term strategies addressed:
management training for health system reorientation; mobilizing political will; analysing key
managerial issues; linking training to PHC; teacher training; and supporting and coordinating
mechanisms. The long-term strategies covered: drafting educational policies and legislation;
reforming postbasic education; continuing education; management training in basic educa-
tion; and health systems research. WHO’s coordinating role in helping to develop national
health development networks that included management training resources was underlined.
Establishing such networks - WHO?’s aim was self-reliance in management training - would
require WHO to help mobilize extrabudgetary resources, provide fellowships and equipment,
and cooperate on request to help form the national group that would assume overall responsibil-
ity for management training.
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Two interregional consultations, in Bangalore in 1983 and Tashkent in 1985, aimed to
strengthen systems for health personnel management. The Tashkent consultation emphasized
problems of motivation, and training for effective health personnel management, urging coun-
tries to develop training strategies and prepare locally suitable modules to improve performance.
The consultation believed it especially important for countries to identify and reduce structural/
policy/procedural “dissatisfiers” (e.g. low salaries, poor working and living conditions, lack of
continuing education, and non-responsive higher management) and to train supervisors and
leaders capable of motivating individual staff.

The technical discussions held during the Thirty-seventh World Health Assembly in 1984
considered the role that universities could play in health-for-all strategies. Owing to the impor-
tance of the subject and the Director-General’s judgement that the discussions had been “one of
the most successful in spite of manifest trepidation at broaching such a ponderous and sensitive
issue”, the results of these discussions were published (6). A series of recommendations were
made to universities, governments and WHO. Universities were told they could respond to the
challenges of the Global Strategy for Health For All by the Year 2000 by: reshaping their attitude
to egalitarian demands of present-day society to identify with critical problems of ignorance,
poverty, distress, disability and disease; and restructuring the academic curriculum so that
a broad base of fundamental knowledge could be coherently related to contemporary prob-
lems, and the fragmentation of disciplines overcome so that health, social sciences, education,
engineering, environmental studies, and agriculture could relate effectively to one another.
Governments were asked to work with universities to assess the social relevance of manpower
training and the universities’ dedication to health-for-all goals, and to provide for the continued
education, reorientation and attitude change for all those likely to contribute to health for all.
WHO was asked to act as a clearing house for information demonstrating successful action in
this area, and to initiate research on national health problems to be carried out by universities.

The Director-General launched the Health-for-All Leadership Development initiative in
January 1985. The initiative was based on the premise that the gap between health-for-all policy
and implementation could be substantially narrowed if individuals in leadership positions
understood more fully the process involved in developing and implementing the health-for-all
strategy, pursued its values, and developed the appropriate qualities and abilities to lead the
process.

Instructive examples of leadership were collected from a variety of sources with financ-
ing from the Netherlands’ Ministry for Development Cooperation and assistance from several
nongovernmental organizations, namely the International Council of Nurses, Medicus Mundi/
Misereor, and the International Federation for Hygiene, Preventive and Social Medicine. Twelve
case-studies were examined to assess what was required to develop effective leadership (7). The
case-studies fell into three categories: those from Bulgaria, the Dominican Republic and Viet
Nam were general accounts of national PHC programmes; those from Cuba, Finland, Papua
New Guinea and Somalia were analyses of a sample locality in the national PHC system; and
those from Bangladesh, France, Kenya, Liberia and the Philippines were analyses of one or more
special PHC projects in each country.

While the functions of leaders were relatively easy to analyse, it was more difficult to define
the actions required to make people capable of performing these functions well, especially as
the scope to fulfil such functions varied greatly among countries. Certain features of leader-
ship, however, were self-evident. For example, a PHC leader must have an ability to reach out to
members of the community and work with them agreeably and productively. A leader must be
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sensitive to the many other sectors that influence health and able to cooperate with personnel
working in those sectors. The PHC leader must also be able to relate constructively to the verti-
cal levels of the health system, both below and above.

Attention soon turned to how problems and deficiencies in the social aspects of PHC leader-
ship might be addressed. Essential requirements for good leadership were believed to include:
adequate resources, especially communication, including transport, and an adequate system of
rewards; formal training in management, considered to be “the most complex issue in outlin-
ing the requirements for effective leadership in primary health care”; and leadership training
through practical exercise.

The case-studies revealed instances where leaders had received no formal management
training, while in other cases, those in top leadership positions had received special education
in public health or a related discipline that included some managerial training. The value of
formal training for the “average person in the average situation” had been examined, however,
and certain deficiencies noted, especially in leadership training at the central or national level,
where a qualified physician was most often found. Even in cases where physicians had gradu-
ated from a medical school with a strong department of preventive and social medicine, it did
not mean the physician had received adequate instruction in health systems or health service
management. Schools of public health, the academic institutions that normally provided such
instruction, were still rare in developing countries. In their absence, countries should consider
establishing training programmes in association with a university. Sending students abroad to
an industrialized country for public health studies was not reccommended, as the course content
was “usually quite inappropriate to the developing countries”. Similar considerations applied to
leaders located at the provincial level.

At the district level, PHC leaders were most likely to be health workers without a university
education, but with abundant experience. To ensure they were competent managers and leaders,
they might need to attend a course of instruction lasting several weeks or months, one con-
centrating on the principles of organization, supervision, communication, personnel, financial
affairs and evaluation. At the community level, the leader of a PHC team should visit the district
leader for a brief period to learn all aspects of management by day-to-day observation and dis-
cussion. It would also be helpful for provincial-level staff to organize intermittent two- or three-
day workshops where district- and community-level personnel could discuss selected subjects.

In other action, WHO prepared a bibliography on health personnel management (8), and
training modules for countries covering a variety of management topics, including leadership,
employment practices, management-staff relations, problem-solving, organizational change,
and evaluation (9). A bibliography of WHO and PAHO publications dealing with health man-
power development was also produced (10).

These efforts formed the background to a WHO expert committee meeting in Geneva in
December 1987 that addressed managing human resources for health (1I). The committee dis-
cussed overcoming resistance to change, establishing or strengthening an institutional base for
personnel management, developing managerial competence, monitoring personnel management,
and using research to improve management. These discussions were in keeping with the Fortieth
World Health Assembly (resolution WHA40.14) urging Member States to ensure that manpower
was not only adequately planned for and trained, but also skilfully managed. Improved career
development and incentive schemes would ensure the most effective use of manpower.

The expert committee agreed on several action strategies. These could be specific to a level
of the health system or apply throughout the system. The district, for example, was seen as



Chapter 7 Health manpower development

the most appropriate level to involve the community in planning and implementation, and to
improve the coordination of community plans with those of higher levels. It was also seen as the
best level to coordinate governmental, nongovernmental, private and traditional health care.
The responsibility of the central level was to ensure that the system enabled and encouraged the
district level to carry out its role. Fifteen strategies were outlined:

= put health personnel management on the political agenda

= strengthen the coordination of human resources for health and their management

= relate manpower (personnel) planning to personnel management

= enlist the support of professional associations in relation to standards

= provide training and support for decentralization

= improve managerial performance through training

= involve staff in developing objectives and planning action

= mobilize intersectoral action for improving health personnel management

" encourage community involvement in PHC, including personnel management

= improve the living and working conditions of health personnel

= establish appraisal systems to review staft productivity and guide remedial action

= develop a system of continuing education for personnel working in primary-care teams

= strengthen routine personnel administration

= promote decision-linked research on personnel management at all levels

= develop indicators to measure the performance of health personnel management.

The expert committee concluded that WHO would have to progress “beyond a piecemeal
approach. Its goal should be to plan and implement a coherent strategy for health personnel
management that will result in an improvement in the overall utilization of human and finan-
cial resources for health at country level.” Recognizing that managerial improvement was best
achieved through local initiatives by the ministry of health and other organizations active in
health-care delivery, WHO could offer support, where invited, in several ways. It could: help
the ministry monitor the progress of efforts to improve managerial effectiveness; train or help
to train district health managers in the necessary skills to strengthen health workforce manage-
ment procedures; provide technical cooperation for diagnostic studies on improving manage-
ment support systems, specifically, support systems for personnel management; assist ministry
efforts to enhance community involvement; strengthen leadership for health for all by hosting
seminars; and help the ministry of health reorganize its structure to introduce meaningful
decentralization.

The continuing economic crisis resulted in a decline in the rate of real economic growth in
many countries and policies of financial austerity. With manpower costs typically constituting
60-70% of a government’s recurrent health budget, attention turned to the economics of health
manpower development. An interregional workshop on this subject was held in Manila in June
1987 with financial assistance from the Government of Japan (12). The objective of the workshop
was to “stimulate studies related to the economic analysis of health manpower policies, strate-
gies and plans with a view to improving the mobilization, allocation and utilization of internal
and external resources for health”. The workshop brought together 17 participants from 10
countries in three regions (China, Indonesia, Japan, Republic of Korea, Malaysia, New Zealand,
the Philippines, Sri Lanka, Thailand and People’s Democratic Republic of Yemen). Participants
had prepared papers outlining major national issues and problems, and these formed the basis
for group discussions.
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Several major health manpower development issues were identified as suitable for economic
and financial analysis, including: shortages and surpluses of categories of health manpower in
different locations and health institutions; poor productivity and ineflicient use of different cat-
egories of health manpower in various health-care institutions and locations, leading to rising
health-care costs; the health professional education system not producing optimal numbers
for the appropriate level of training; and inadequacies in manpower planning in all countries.

Participants discussed at length the role of the public and private sectors and the economic
issues involved, and their implications for health services. Economic pressures forced govern-
ments to examine more closely the management practices in both sectors. Within the debate
about public/private sector roles, it was thought that the quest for effectiveness was likely to
take precedence over other goals. Allocating resources efficiently was extolled in the private
sector, but participants cited a lack of evidence to prove that the private sector was more cost-
effective than the public sector. Simple answers to the optimal private/public mix in health
care were not available.

The workshop concluded that any efficiency gains should not be at the cost of the overriding
priority, namely, equity. While the growth of the private health sector could be seen as a com-
plement, not an alternative, to publicly financed health services, participants stressed the need
for diligence: while the private sector might help to introduce technical efficiency to a country’s
health sector, it might also contribute to inequity. The role of the government was to balance
any efficiency gains with well-established objectives for equity in health care.

A major problem for all participating countries was the imbalance in the supply and demand
of health manpower by sector, location, occupation and specialty. This problem manifested itself
in many ways, including government inability to absorb graduates, and/or to fill established
posts, especially in rural areas, resulting in a concentration of health manpower in urban areas.
This situation was exacerbated by low salaries and, in certain cases, irregular payment of sala-
ries. The lack of incentives was having a negative effect, not only on the motivation of health
workers, but also on the distribution of manpower: health personnel usually refused to serve
in rural areas unless adequate compensation and/or incentives were provided. A shortage of
specialists in certain disciplines, the unemployment/underemployment of physicians, and the
emigration of certain types of personnel were adding to this manpower supply imbalance.

The interregional workshop in Manila also discussed problems associated with productiv-
ity, training and manpower planning. Participants agreed that there was a mismatch between
job and skill requirements, and the manpower-capital mix, for example; that the professional
education system was not producing enough quality graduates; and manpower planning, where
it did exist, was often unrealistic, resulting in plans based on the ideal rather than the actual
availability of resources.

Participants agreed to pursue country-specific activities, such as workshops, research and
strengthening information bases for manpower planning. Participants emphasized the need
for relevant organizational support for country activities, including: monitoring and evalua-
tion; exchange of experience; and networking. On WHO’s role, participants agreed that the
Organization “must continue with initiatives to stimulate studies and other relevant activities
in the economic aspects of health manpower development.” The means to support country
activities already existed: fellowships, consultations, grants for meetings, and support for new
and/or existing programmes, for example, and these could be strengthened. The demand by
Member countries for activities in this area was expected to grow. While WHO had, to a certain
extent, responded to some of these demands, the response “could have been far greater”. Other
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agencies, such as the World Bank, Asian Development Bank and the United States Agency for
International Development, had tried to fill some of the gaps, but WHO, as the primary agency
concerned with health, could and “must play a central leadership role”.

Towards the end of the decade, a paper outlining a method to improve national health sys-
tems that focused on health manpower development was published (13). It offered a guide to
countries that were “contemplating a comprehensive, action-oriented review of health man-
power development to improve their national health systems”. The annexes to this publication
contained brief accounts of studies carried out in four countries (the Islamic Republic of Iran,
New Zealand, Rwanda and Viet Nam) in collaboration with WHO staff. They illustrated the
range of information that can be used to carry out manpower studies, the way this informa-
tion is assessed and analysed, and some of the conclusions that have been drawn from a review
of this kind.

The Islamic Republic of Iran, for example, was found to have “a clearly stated health policy
and long-term strategy oriented to the goal of health for all through primary health care” with
a national health system “perfectly appropriate to Iranian conditions”. Owing to economic
constraints, however, their implementation was difficult. Weak health coverage, especially in
rural areas, reflected a shortage and uneven distribution of personnel. New family health and
disease control technicians were being trained, but in the interim, the government needed to
decide which type of health workers should staff rural health centres. It could deploy practical
nurses, but this would require their training “be thoroughly reoriented so as to focus on PHC
and rural health centres, with emphasis on methods of management”. Training for male and
female auxiliaries for health houses could be reduced to one year, with their education continu-
ing while they worked, thereby accelerating considerably their availability. Training capacity
could be increased by decentralizing courses to the district level and to health centres, and if
there were financial constraints, by possibly “reducing expenditures on education of physicians
(who seldom settle in rural areas) and increasing those of the auxiliaries needed to staff the
health houses that are planned”.

Health manpower plans needed to be more realistic, with consideration given, for example,
to revising “the existing number of categories of health worker. Thus, the need for nurse practi-
tioners and associate degree nurses might be questioned. Could they not be replaced by a single
category, able to work equally well in health centres, and hospitals, reducing somewhat the
number of nurses with university degrees?” Also, the medical school programme, in addition
to being long (seven years), needed to be revised in the light of the PHC approach, as did the
nursing programme at all levels, including the post-basic courses. At the same time, these and
other programmes needed to be made more practical and less theoretical. Suggested approaches
included: introducing multiprofessional (team) teaching/learning; developing problem-solving
capacity; and promoting student learning by putting students in active learning situations
instead of passive lecture halls.

To increase health personnel efficiency and effectiveness, several management measures
were proposed, including: financial and social incentives for service in rural areas; staff hous-
ing at rural posts; a national system of continuing education for all types of health personnel; a
career structure for the few manpower categories that did not have one; training in leadership
and management; and strengthened supervision at all levels, using standard check-lists based
on job profiles.

Health manpower research was needed to track the experience of graduates from different
programmes: career choices, drop-out rates, how well they were trained for the tasks they had
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to perform. A simple graduate follow-up scheme could form the basis for a much-needed health
manpower information subsystem, making it easier to monitor health manpower performance
and quality assurance, and improve training programmes.

Formation of health personnel

The Alma-Ata Declaration called for health workers, including physicians, nurses, midwives,
auxiliaries and community workers, as well as traditional practitioners when needed, to be
available at the local and referral levels, and for these workers to be suitably trained socially and
technically to work in health teams to respond to the expressed health needs of the community.

The magnitude of the health-for-all challenge was spelt out by an expert committee that
met in Geneva in December 1983 to consider the health manpower requirements for achieving
health-for-all through primary health care (14). The roles and functions of all health person-
nel would need to be redefined. Physicians, with community-related functions, would need to
respond to the social needs and demands of the communities, to recognize the multifactorial
nature of disease processes and to move from cure to care.

A key challenge was to change attitudes and values towards health for all and manpower
development, and the political commitment to both. A community orientation to health care
required a “fundamental change in values”, the expert committee said. Not by chance had health
sciences schools, particularly medical schools, failed to train their students in people-oriented
care; the direction they had taken was consistent with their predominant values. Attitudes would
determine the success or otherwise of efforts to invert the manpower pyramid, so that other levels
supported community health and other peripheral workers. Reorienting values and attitudes on
the scale needed would be difficult, but possible, though any short cuts were doubtful. A new
generation took at least 15 years to evolve and that was probably the timescale involved.

The expert committee outlined several ways WHO could help Member States integrate
health systems and manpower development. WHO could encourage countries to: give all health
workers the training needed to encourage their communities to plan, implement and evaluate
their health activities; reorient the values of all health workers from profession-based to people-
based; and develop a system for training institutions and health services to be accountable to
community councils or equivalent bodies.

WHO?s activities in developing health personnel are discussed below under four head-
ings: community-oriented educational programmes; training trainers; continuing education;
and community-based health workers. Although each category is discussed separately, all are
interrelated, with activities in one field dependent on and stimulating activities in the others.

Community-oriented educational programmes

Several steps were taken at the start of the decade to make educational programmes more
relevant to the health needs of communities and the teaching/learning process more effective.
The first volume of Personnel for Health Care: Case Studies of Educational Programmes was
published in 1978 (15). This series aimed to provide information about non-traditional educa-
tion programmes that were oriented to community health needs, emphasized “active” learning
and used appropriate technology.
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At WHO’s instigation, 19 medical schools in June 1979 established the Network of
Community-oriented Educational Institutions for Health Sciences. Each of the schools repre-
sented at this meeting in Kingston agreed to work with other institutions to pursue common
objectives. They agreed to exchange information, learning material and personnel; organize
workshops for the staft at their institutions; share expertise; and participate in research and
development activities.

Whereas past efforts to orient medical schools to community needs relied on creating a
single department in the school to focus on the community, these institutions oftfered problem-
based learning that addressed actual health problems in communities, thereby stimulating
learning and promoting student independence in learning. The schools recognized that being
actively involved with the regional health-care system was mandatory if the strategy for change
were to succeed. The participating institutions agreed to help other institutions in countries
where there was a political intention to introduce innovative training for health personnel. The
ultimate goal was to improve health care and help achieve health for all.

The network had expanded to about 40 schools by 1983. The mandate of the network’s sec-
retariat, based at the University of Limburg in the Netherlands, was confirmed for another two
years at the network’s third general meeting in Havana in July 1983. The task forces established
by the network organized several meetings in 1984 devoted to community-oriented curricula
using a problem-solving approach. At another meeting, held in Maastricht in the Netherlands in
October 1984, representatives recommended how schools could increase the relevance of their
programmes to community health needs. About 20 of the network-affiliated schools indicated
their intention to change gradually from a conventional to a community-oriented curriculum.

Data was collected in 10 medical schools to measure the impact of innovative curricula
for health sciences. Preliminary analysis, including a comparison with data from traditional
schools, was presented to a meeting in Ismailia, Egypt, in September 1985, and to the general
assembly of schools in the network, focusing attention on the encouraging results. Community-
oriented, problem-based curricula were also discussed at a workshop organized by WHO and
the International Federation of Medical Students’ Associations and held in August 1985. A
study group on community-based education that met in Geneva in November 1985 stressed the
importance of exposing future health workers during their basic training to a range of health
service settings, in contrast with the general current practice of training them in a hospital at
tertiary level (16). The study group noted that the Network of Community-oriented Educational
Institutions for Health Sciences was well-placed to foster an understanding of the concept, but
that network activities had to date focused on schools of medicine. The study group hoped its
report might help to extend the network’s scope to the other health professions, particularly
those fundamental to the PHC approach.

The report on the 10 innovative medical schools, which was initiated in 1984, was pub-
lished in 1987 (17). The study sought to answer the following questions: to what extent and in
what ways were the 10 study schools implementing community-oriented training programmes;
to what extent and in what ways were they implementing problem-based learning; to what
extent was a problem-based approach contributing to the objective of community orientation;
what impact did these schools have on PHC; what impact did they have on the education of
health professional; and how did the characteristics of these graduates compare with those of
the graduates from more conventional schools and reflect the innovative characteristics of the
institutions themselves?
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The schools’ efforts had some important consequences: all 10 reported that their teachers
and students had provided health care, a majority reported an improvement in the quality of
care in the communities that they served, and most reported that their work had resulted in
increased numbers of health personnel being available. Furthermore, policies related to PHC
were influenced by the schools, as had the availability of basic medical services. However, the
schools seemed to have had less influence in creating new public health programmes than might
have been expected.

The schools influenced the education and training of personnel in other schools. Their grad-
uates exhibited characteristics consistent with school goals wherever an assessment had been
made. Graduates of the innovative schools compared favourably with those from traditional
schools in their attitudes, grades and overall abilities. In general, there was sufficient evidence
that the innovative schools were having an impact on health systems and on the education of
health professionals to warrant a systematic longitudinal study.

The report also concluded that: a major effort was needed to train a core of leading staff
picked from the all schools involved, from which member schools could recruit first- and sec-
ond-generation leaders; schools should provide more direct services exemplifying the type of
work and the work settings they expected their graduates to embrace; the community and all
its health facilities should be used more extensively and consistently as a learning environment;
and if community-oriented education for health personnel were to be problem-based, selecting
high-priority health problems as the basis for curriculum development was crucial.

Despite these positive developments, the president of the World Federation for Medical
Education, Professor Henry Walton, told the Executive Board in January 1986 that “medical doc-
tors were often failing to make the necessary and appropriate contribution to the provision of health
care. All authorities agreed on the urgent need for a re-examination of the tasks which medicine
had to meet at the present time, the changes in medical education which were now imperative if
medical doctors were to regain relevance and credibility in the health care services of nations.”

A workshop cosponsored by WHO and the International Council of Nurses (ICN) was held
in Nairobi in September 1979 to define the role of nurses in planning and implementing PHC.
A framework for a plan of action was drawn up to enable ICN member associations to promote
and support PHC at national and international levels. Information was gathered on how these
associations could collaborate to develop and implement their countries’ strategies for achiev-
ing health for all. The ICN congress in 1981, attended by 6000 nurses, further promoted aware-
ness of this concept by adopting the theme ‘Health care for all - Challenge for nursing’.

An informal working group, representing national personnel, WHO collaborating centres
and nongovernmental organizations, was sponsored by WHO to devise strategies to increase the
contribution of nursing/midwifery personnel to national plans of action, and to emphasize the
reorientation towards PHC of nursing education, nursing services and continuing education.
The working group outlined the technical support that would be required at national, regional
and global level, and from WHO collaborating centres and nongovernmental organizations.

Guidelines were developed and field-tested in 1981, showing how curricula should be revised
so that nursing education focused on care of health rather than care of sickness. The guidelines
were initially tried out at the School of Nursing of Chulalongkorn University in Bangkok, fol-
lowed by schools in Colombia, Israel, Jamaica, Malaysia, Nigeria, the Philippines, the Republic
of Korea, Spain, Switzerland and Zimbabwe.

Following the adoption of resolution WHA36.11 (see below), country case-studies in 18
Member States showed that nursing/midwifery personnel were engaged in direct care and
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curative activities, mainly in institutions. Not infrequently, they provided services to other
health professionals and in running the institutions, rather than to patients, families and com-
munities. In no Member State was more than 10% of its nursing/midwifery personnel working
in a non-institutional setting, and of these, an average of 70-80% were of auxiliary grade.

Following extensive collaboration and cooperation between the informal working group,
nursing institutions and others in several countries, a guide was written, outlining: how nursing
could most effectively meet the health needs of the population; what changes were needed in
nursing education; and how the necessary changes could be made (18).

A four-phase process was described: reviewing the curriculum for community health
emphasis; developing the plan for change; implementing the plan for change; and evaluating
the plan for change. Protocols were offered for providing care to individuals, families and com-
munity risk groups in the context of PHC. The example was given of how one school of nursing
had used the guide to review its basic curriculum. In that example, the entire faculty had shown
great enthusiasm to cooperate. The heads of all educational programmes were actively involved
from the outset, and senior students also had expressed strong interest. An examination of
the curriculum showed that while the theory component included a great deal on PHC, the
clinical experience focused on the traditional nursing role. Furthermore, the school’s objectives
did not incorporate self-care, training PHC workers and community participation. Data, col-
lected mostly by teachers completing extensive reporting forms, provided clear evidence that
the theory components of the course had produced better scores than the practical components
in each content area.

The review indicated that the school objectives needed revision, with self-care and community
participation needing special attention. Out-of-hospital practice needed strengthening in almost
all content areas, particularly in primary care of common health problems. Individual courses
with potential for improvement were identified and steps taken to develop a plan for change.

The educational programmes designed specifically to train graduate nurses to assume
expanded responsibilities, as nurse practitioners, were a great success. In the Region of the
Americas, country case-studies demonstrated that employing properly trained nurse prac-
titioners could be a cost-effective approach, and that they could be a significant resource for
extending PHC.

A study group met in Geneva in October 1987 to explore how students from different
health professions might come together to learn the skills needed to solve the priority health
problems of individuals and communities that were known to be conducive to teamwork. The
study group’s report was titled Learning Together to Work Together for Health (19) and explored
those aspects of multiprofession education that were considered essential to its success. These
included: the degree to which educational planning was coordinated with the health services;
the way in which intersectoral links functioned in both education and health care; the means
by which the education and health sectors promoted and supported community involvement;
the degree to which sound educational principles were respected; the extent to which students
were encouraged to carry out research projects; and the importance accorded in the curriculum
to the ethics of health care, to competency- and problem-based learning, to providing a bal-
anced variety of education settings, and to the valid measurement of graduates’ performance.
The conditions for success were explored, along with difficulties and constraints. An approach
to designing and launching a multiprofession education programme was outlined, drawing
on relevant, ongoing experiences, such as “the establishment of a network of knowledgeable
persons”, “decision-linked research”, and “experimental innovative track strategy”. The report
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concluded with recommendations on how multiprofession education could be promoted by
training institutions and professional organizations, and by joint action by educational institu-
tions and ministries of health and education.

Training of trainers

By early 1978, more than 700 workshops, involving more than 15 000 participants, had been
held since the global teacher-training programme had been launched in 1969. This programme
aimed to establish, in stages, interregional, regional, national and institutional centres to make
the teaching/learning process for health workers more relevant to the needs and demands of the
population as a whole. Six of the eight centres were still operating as regional centres. The cen-
tres in Kampala and Yaoundé were redesignated as national centres, of which there were many
others: in Manila, Pondicherry (India) and Seoul, for example. Centres had been established in
training institutions throughout the world and their numbers were growing.

Asanaid to the teacher-training workshops, the Educational Handbook for Health Personnel
was further field-tested and revised on the basis of feedback from users (20). A survey on the use
of learning objectives was carried out in institutions training nurses and physicians, with the
collaboration of the ICN and the World Federation for Medical Education. The purpose of this
survey was to learn which institutions had established a list of general educational objectives
for the type of personnel they were training and to what extent those objectives were relevant
to the assessed health needs of the population to be served.

In view of the recognized shortage of teaching personnel, particularly in developing coun-
tries, the possibility of using students as instructors was investigated. A consultation was con-
vened in Geneva in December 1978 to review the potential of peer learning. Two documents
were prepared to help teachers make students more effective instructors: one was to serve as a
guide for testing in several training institutions in developing countries; the other was a review
of peer-learning experience (21).

Several steps were taken to rectify the shortage of learning materials for training health
workers. An interregional programme was established with United Nations Development
Programme assistance, complemented by two regional programmes, to promote national self-
reliance in producing teaching and learning materials relevant to health services and com-
munity needs. Library books - one thousand sets in English and 500 sets in French - were
assembled and dispatched free of charge to health teams in developing countries during the
1978-1979 biennium. Each set, comprising several dozen books, came with a teacher’s guide
that had been extensively field-tested. In close cooperation with the United Nations Children’s
Fund (UNICEF), nine manuals for the REMEHA (reference materials for health auxiliaries
and their teachers) collection were translated into Portuguese for distribution in Portuguese-
speaking African countries. The REMEHA project, initiated in 1972, was already distributing
materials in English, French and Spanish.

The interregional clearing house of the programme, in addition to stimulating and devel-
oping country plans and helping to obtain external funding for national projects, helped open
dialogue between participating countries and a free exchange of teaching/learning materials
from all over the world. A workshop on audiovisual materials in health teaching was conducted
in June 1983 to identify needs and low-cost sources of these materials (22).
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An expert committee met in October 1983 to consider PHC education and training for
nurse teachers and managers (23). It focused on areas where changes were needed and where
they were already taking place, and on factors influencing those changes, including attitudes
and values, leadership, the siting of educational programmes, research, and nurses as agents
of change. The committee recognized the “urgency of orienting nursing personnel to primary
health care ... and affirmed that the reorientation of post-basic education of nurse teachers
and managers was central to this development and should be accorded priority”. The Board
discussed at length this report in January 1985. It led Dr Mahler to indicate that WHO was “not
sufficiently active” in this field. Indeed, he added, “there was a great deal of ‘medical chauvinism’
in WHO which was making the issue very complicated ... if WHO was serious about primary
health care, it was indeed time that they [nurses] were brought in much more than hitherto,
not for the sake of professional chauvinism as nurses, but fairly and squarely as leaders and
managers of the primary health care/health-for-all team, together with others”. In resolution
WHAZ36.11, the Thirty-sixth World Health Assembly in 1983 called on Member States, with
support from WHO, to provide nursing/midwifery personnel with adequate training in PHC,
its management and appropriate supportive research to equip them more effectively with the
means to implement national health-for-all strategies. What followed with regard to nursing is
discussed further below.

Several WHO activities focused on preparing teachers of community health workers and
helping them recognize their own strengths and weaknesses. A guide was prepared to assist them
in this regard (24). WHO also collaborated in planning, implementing and evaluating teacher-
training workshops in all WHO regions, using the educational handbook for health personnel (20).

The WHO regional teacher training centre in Sydney held a workshop on designing training
programmes, with participants from 11 countries going on to conduct similar national work-
shops. Those in China were dedicated to educational methodology for training personnel for PHC
and family planning. A methodology designed in the Region of the Americas for analysing educa-
tional institutions and programmes was used by more than 150 of the region’s schools for health
personnel to review academic and administrative conditions, and to seek options for reorienta-
tion within the framework of the health-for-all strategy. In the European Region a workshop on
educational and managerial strategies was held in London and Moscow in September 1987. In the
Eastern Mediterranean Region, national teacher training centres were established in Afghanistan
and the Islamic Republic of Iran. In the Western Pacific Region, teacher training workshops were
organized in the Lao People’s Democratic Republic and Viet Nam, and support was given to
national centres in Malaysia, the Philippines and the Republic of Korea.

Continuing education

Continuing education was believed to be particularly important to retaining primary health
personnel where their services were most needed and in reducing the migration of trained
personnel. Each of the regions developed programmes that promoted continuing education as
part of good health manpower management.

A programme on continuing education in the Region of the Americas was jointly supported
from 1978 onwards by PAHO/WHO and the Canadian International Development Agency in
seven countries, with the community health training programme for Central America and
Panama serving as the reference centre. A meeting in Washington, DC, in 1983 explored the
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possibility of coordinating continuous education programmes and establishing a regional net-
work to exchange experiences and share resources.

In the European Region, a consultative meeting, held in Copenhagen in May 1980 to review
recent developments in continuing education, stressed the importance of teacher training. It
prepared the programme for a seminar in San Remo, Italy, in 1981, which brought together
administrators responsible for planning such programmes and representatives of national
health services and health training institutions. Participants discussed how health services
and professional associations could promote a systematic programme of continuing education
that would reorient and reinforce PHC services in line with the regional strategy. They also
debated the best means to implement the elements of that strategy at country level, particularly
the promotion of healthy lifestyles, providing adequate and accessible health care services, and
assessing the contribution of various levels of management, and the relationship of those levels
in a system of continuing education.

The theme for the General Assembly of the Association of Schools of Public Health in the
European Region, held in Lisbon in 1983, was ‘Health systems of the 90s; preparing people for
new approaches: the role of schools of public health’ WHO held a workshop in Lisbon on the
role of schools of public health in continuing education for PHC. A follow-up consultation
on continuing education and multiprofession training, held in Copenhagen in October and
November in 1984, led to a plan of action to place continuing education within national health-
for-all strategies. A national system of continuing education that ensured all categories of health
personnel had the opportunity to continue learning throughout their careers was required (14).
Continuing education needed to be organized as a system because it required a comprehensive
approach, involving a diversity of considerations and decisions being made in various sectors.
It also required plentiful support, expertise and resources that could seldom be provided by a
single institution in any country.

WHO prepared guiding principles for developing national systems of continuing educa-
tion, which were tested in several countries during workshops for national health planners and
educators. Several national and intercountry meetings and workshops were sponsored in the
different regions. These gatherings stressed the importance of problem- and job-oriented educa-
tion programmes that provided progressive learning through a diversity of teaching methods
(e.g. self-instruction, improved supervision). A workshop manual on how to develop a system
of continuing education for health workers was published in 1988 (25).

Community-based health workers

It was recognized that the types of health workers in communities would vary by country and
community, according to needs and the resources available. For many developing countries, the
most realistic way to achieve total population coverage with essential health care was to employ
community health workers who could be trained in a short time to perform specific tasks. Other
possible local health workers included traditional medical practitioners, birth attendants and
members of the family, in particular women, in view of their central position in the family.

A guide for training and using PHC workers was first developed in 1974. After being field-
tested in several countries, an experimental edition on training primary (now community)
health workers was modified in light of more information from the users, and a revised edition
was issued in five languages: Arabic, English, French, Spanish and Russian (26). The experience
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of PHC workers was that their success depended “crucially on the support and supervision they
receive”, so a guide was prepared to help improve the way health care systems were managed,
particularly at the middle level (27).

Case-studies were carried out in 13 countries as a follow-up to a WHO/UNICEF-sponsored
workshop in Kingston, Jamaica, in 1980. The major topics discussed at the workshop were the
tasks and functions of community health workers (CHWs), and their selection, recruitment and
training, remuneration, career prospects and support services. Following an extensive review of
these studies and the literature on CHW, it was concluded that “major problems” remained (28)
in all areas being studied. There was a “lack of detailed national planning of CHW programmes
in the way that takes cognizance of all aspects of such programmes and the changes that have to
occur at all levels for them to be successful”. Many programmes were still at the pilot stage and
their results had not yet fed into the national planning process. Although there was a good deal
of literature on the CHW, there was not enough systematic sharing of experiences. Areas where
there was scant information included: the number of CHWs trained by countries; attrition rates;
effective coverage of the CHW; the cost of training, utilizing and supporting the CHW; and
legislative reforms needed to give recognition to the CHW.

Investigators in six countries — Bahrain, Kenya, Mozambique, Poland, Sri Lanka and
Cameroon - devised procedures to assess how health workers and students were performing.
The theoretical basis for this research and its practical lessons it delivered were published in
the form of guidelines. Other guidelines to assist training programme administrators select
candidates most likely to benefit from training reoriented to the PHC approach were tested in
Australia, Burma, Mozambique, the Netherlands, the Philippines and Thailand. WHO pub-
lished material describing these improved selection procedures (29).

Reports from Burma, Botswana, Ecuador, Islamic Republic of Iran, Malaysia, Niger and
Thailand showed that community health workers with limited formal education and medical
training could use basic epidemiological tools effectively. Such workers were able to recognize
unusual events, such as a high number of undernourished children, many pregnant women
suffering from jaundice, high fever and subsequent death among new arrivals in an area, the
outbreak of diarrhoea, fever and rash, and seek solutions. One example of technical support
from a higher level of the health services for epidemiology work included the consolidation of
data from all health units in the ‘operation room’ of a district health office in Malaysia, enabling
the health team to draw practical conclusions for programming activities. Real-life examples
demonstrated that community health workers “do think logically about the more important
kinds of health and health care events that happen in their community and use the knowledge
thus acquired for their own work” (30).

The decade ended with a study group meeting to review achievements, problems and con-
troversies and to decide on future strategies for community health workers (31). While CHW
programmes had been successful, problems had arisen, such as their separation from other
health programmes and uncertainty over the CHW’s role. The study group accepted the defini-
tion of the CHW that had been proposed at an interregional conference in Yaoundé, Cameroon,
in 1986, namely, that they should be “members of the communities where they work, should
be selected by the communities, should be answerable to the communities for their activities,
should be supported by the health system but no necessarily a part of its organization, and
have a shorter training than professional workers”. The review “left no doubt that CHWs play
a critical role in the promotion of people’s health, and that their effectiveness can and needs to
be enhanced”. However, most countries had no clear national policies or strategies to establish

119



The fourth ten years of the World Health Organization

120

CHW programmes. If governments continued to spend a high proportion of their health budg-
ets at the tertiary level, it was unlikely they would have the resources to cover the costs of PHC
services, let alone provide financial incentives to CHWs. Countries were advised to critically
examine the performance of CHWs in accordance with community health needs, available
support and resources; and to continue to encourage nongovernmental organizations to sup-
port CHW schemes and develop innovative strategies that could guide government CHW pro-
grammes. WHO, on the other hand, was asked to consider intensifying its efforts in collecting
and disseminating information on CHWs; to promote the establishment of new CHW pro-
grammes and operational and applied research on CHW schemes and district health systems;
and to encourage better understanding and support from health professionals, who generally
had not always supported CHW programmes.

The first paper on PHC presented to the Executive Board, in January 1975, called for ser-
vices organized by the government to be harmonized with those traditionally available to people,
such as traditional birth attendants and herbalists. The role of the traditional birth attendant in
maternal and child health and family planning was the subject of a training guide published later
that year (32). In 1979, a new field guide to their training was published. This was not intended
to replace its predecessor but to provide a systematic framework for planning, implementing and
evaluating programmes for training and utilizing traditional birth attendants (33). Furthermore,
the new guidelines explained how to effectively link training programmes with the organized
health system by continuous coordination with training institutions and referral centres, and by
formulating appropriate official policy. In 1982, a trainer’s kit was prepared for instructors, com-
prising a practical description of training strategies, an indication of simplified technologies that
could be used in maternal and child health care and family planning, and a guide to producing
low-cost teaching/learning materials.

A study on training and utilizing traditional birth attendants was carried out in the Eastern
Mediterranean Region following two workshops, and three Member States subsequently received
help launching national training programmes. Case-studies were carried out in eight countries
- Ecuador, Honduras, the Philippines, Senegal, Sierra Leone, Sri Lanka, Sudan and Thailand -
showing how constraints on the training and utilization of traditional birth attendants could
be resolved. Seven of these case-studies were written up (34), and an annotated bibliography on
training, utilizing and evaluating traditional birth attendants was issued in late 1979.

Seven years after Alma-Ata, it was noted that legislation promoting the use of traditional
health practitioners had been slow to develop, despite growing evidence of their utility. WHO
arranged a consultation in New Delhi in 1985 to identify what was impeding, and stimulating,
the use of traditional health practitioners in PHC, and how such workers could be motivated
to participate in national efforts to extend health-care coverage. WHO commissioned country
case-studies from India, Mexico, Sri Lanka, Sudan, Thailand, the United Republic of Tanzania
and Zimbabwe.

These experiences made it clear that incorporating traditional practitioners into health sys-
tems based on the PHC approach would require a well-defined government policy, supported by
legislation and disseminated widely. In those countries where such policies did not exist, it would
be necessary to: identify practitioners; review existing laws and policies; consider creating an
association of traditional practitioners to enable them to collaborate collectively and individually
with different government bodies; gain a better understanding of traditional practices; develop
training programmes covering detection and diagnosis of disease, prevention and public health
activities, basic hygiene, family planning, immunization, diarrhoea control, and possibly simple
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surgery; develop small-scale experimental projects; conduct action research to further the success
of these projects; and secure financial support.

A book on the potential of the traditional birth attendant was published in 1986 (35). The
trainer’s kit, issued in the 1984-1985 biennium, proved so popular that, after further field-testing,
it was revised to emphasize the most relevant, effective and simple teaching/learning technologies.

The role of women as care providers, though long recognized and appreciated, did not seem to
receive serious attention until the United Nations Decade for Women (1975-1985). WHO initiated
several projects, including a multinational study, in an effort to better understand and improve
the status of women as health professionals. In 1981, the first WHO-sponsored consultation on
women as health-care providers identified priority issues on this subject (36). During the second
such consultation, participants discussed what should be the main elements of a national strategy
to achieve thelong-term aims of the project (37). An annotated bibliography on the subject followed
(38). Several participating countries took action. In Thailand, for example, a national seminar pro-
moting women’s efficiency and effectiveness as health-care providers was held in December 1983
and led to a general plan of action that included proposals for: handbooks, slides, posters etc. for
trainees and housewives to be produced/duplicated on such subjects as nutrition, environmental
sanitation, first aid and basic nursing care, family planning, child care and personal hygiene; a
public relations campaign for the project; training for trainers; meetings in each of the five regions
of Thailand to distribute responsibilities described in the plan of action; community leaders to
meet in each of the six provinces; and training target groups of women (e.g. housewives, female
workers, rural female youth and female students). A compilation of several WHO documents on
the role of women as care providers was produced in one volume in 1985 (39).
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Public information and education for
health

WHO’s activities in public information and health education were combined in 1982. Such activi-
ties aimed to encourage people to be healthy, and know how to stay healthy, to actindividually and
collectively to maintain health, and to seek help as needed. These efforts were intimately linked
with health interventions, ranging from specific disease control to developing effective health-
care delivery systems using the PHC approach, and with health promotion measures emphasiz-
ing positive and healthy ways of life. They relied on community-based activities designed to
protect and promote health, combined with advocacy at the operational and international levels.
The latter approach involved mobilizing public opinion in support of health-for -all strategies by
using the media to open dialogue between the health sector and the public.

Before the two programmes were joined, health education had been an integral part of
the family health programme, while public information was an arm of the health informa-
tion programme, where it worked with the media to: mobilize public opinion in support of
the objectives of WHO and its Member States; promote greater consciousness of the role of
individuals in maintaining their own health; and cooperate with Member States and inter-
governmental organizations to introduce health information and education programmes for
the public. Details of these activities are incorporated in subsequent chapters as they relate to
specific programme elements.

Most Member States did not consider public information and health education part of
the managerial process for national health development, let alone give it a central place in the
planning process for programme action. The Global Strategy for Health for All through the
PHC approach was judged at mid-decade to be inadequately promoted at national, regional
and global levels; it was poorly understood, not only by the public, but also by many health
administrators. Activities were carried out mostly on an ad hoc basis, either as an accompani-
ment to disease control campaigns or to get health programmes out of difficulties. The scarcity
of well-trained professionals in public information and health education was a serious handicap
to formulating policy, developing strategies and training personnel.

The expert committee that met in 1982 to examine health education noted that the approach
often remained “paternalistic and commandment-like”, with administrators believing that
watching a film, seeing a poster or listening to a talk would “lead the individual along the right
path”. These administrators insisted on using the same methods that had been successful in
disease-control campaigns, but the coercive approach often used in dealing with epidemic or
parasitic diseases was not appropriate in dealing with personal hygiene, breast-feeding, smok-
ing, alcoholism, overeating, or excessive use of medicaments. Rather than trying to understand
the needs of individuals and communities and help them to reach goals of their own choosing,
many health professionals tended to encourage people to want “what they themselves think
people should want”. Even when health professionals and social scientists tried to understand
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the concerns of the community they served, seldom did they consider the appropriateness of
the technology they were offering to the people, and rarely did they pay adequate attention to
the relationship between the community and the health services (1).

The expert committee urged a realistic approach to planning, management and research in
health education, giving priority to areas where maximum return could be expected and where
the felt needs of the people coincided with epidemiologically assessed needs.

Public information and health education topics were the focus of the technical discussions
at the Health Assembly and regional committee sessions in all six WHO regions in 1983. More
than 300 delegates took part in the Assembly’s discussions on ‘New policies for health educa-
tion in primary health care’. The consensus was that new policies in this area should clearly
and unequivocally recognize the need to involve the community actively in health planning,
and that health was not merely a medical issue, but involved environmental, cultural, politi-
cal, social and economic factors. National policies should prioritize the coordination of public
information and health education with education in general, recognizing that these components
must be mutually supportive and that health education in schools, at all levels, was essential to
developing PHC strategies.

The technical discussions identified three types of health education: predisposing health
education to encourage self-study of basic health needs, and individuals, families and com-
munities to become involved in planning for health; enabling health education to help specific
health programmes or services achieve their goals through the necessary behavioural changes;
and reinforcing health education to support health actions being incorporated into self-care and
community involvement.

Immediately following the technical discussions, a consultation was held in Geneva in late
1983 to advise WHO on the role of education for self-care in the Organization’s Global Strategy
for Health for All (2). In his opening address, the Director-General said there could hardly be
a more resounding justification for the scientific consultation on this subject than a statement
included in the Alma-Ata Declaration: “... people have the right and duty to participate individu-
ally and collectively in the planning and implementation of their health care (emphasis added) ”.

The consultation participants took self-care in health to refer to the actions that individu-
als, families and communities took to enhance health, prevent disease, limit illness and restore
health. These actions were driven by the knowledge and skills of both professional and lay
people. They were undertaken by lay people on their own behalf, either separately or in col-
laboration with professionals.

The discussions and recommendations were organized around four subject areas: policy
in support of self-care; the role of education; the impact of professional care; and a research
base for informed policy and programme development. Public policies in support of self-care
should aim to demystify health care, creating enabling environments in which people could
more readily promote their health and care for themselves during illness. This meant, first and
foremost, that resources for health care systems should not be concentrated on disease-oriented
professional approaches to health care, but on systems that provided more information and
transferred technical skills to the lay population; systems that provided relevant support ser-
vices for family care and viably integrated lay and professional care.

To promote health literacy, the content of a self-care education programme might aim to:
promote effective and inexpensive home remedies and preventive traditions, such as breastfeed-
ing, herbal and other traditional treatments, homemade crutches and artificial limbs; improve
and build upon traditional forms of healing and prevention, especially where resources and
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health services were limited; help people learn to weigh risks and costs against benefits, and to
understand the range of options available to them; help people to recognize their own capacities,
and limitations, and know where and how to seek assistance; exploit available resources and
information from verbal and non-verbal teaching materials or from community health workers.

Given that professional attitudes towards health, disease and care were formed during train-
ing, an altered approach to self-care in the educational programmes of health professionals was
crucial to enhancing lay health care behaviour. One way to make such a change was to define
medical, nursing and other types of professional care, specifically in the context of self-care, as
services that supplemented an individual’s health promotion and health care behaviour in illness.

While a great deal was known about the volume of self-care practices in various national
settings, little was known about the content and effectiveness of self-care. Similarly, there was
limited knowledge about the factors that determined the type and extent of self-care. Collecting
valid and reliable self-care data, therefore, became a priority at this stage in the development of
health service systems. Analytical studies were needed to help identify the factors that shaped
self-care behaviour and their relative contribution to alternative patterns of care. The content of
training programmes for professional health workers and professional behaviour in treatment
settings needed to be taken into account in this regard. Evaluation research needed to assess
the content of the care and the effects on self-care of professional care and public policies.
Member States needed to monitor their laws, administrative procedures, professional practices
and mix of professional services to assess their impact on self-care patterns in various groups.
Policy studies needed also to examine the impact of self-care programmes on subgroups of the
population, such as disabled persons.

Following the technical discussions, a process was outlined that identified some of the key
stages at which information and education for health were applicable to the three levels of health
education (3). In the community, health education should aim to: help increase self-reliance and
healthy lifestyles by providing continual feedback on progress; focus on the social supports to
health, including organizational, economic and environmental factors; help coordinate and
harmonize health communications from the various sectors to reinforce their impact; provide
training in health education to workers from other disciplines; and encourage communities
to develop funding schemes for health development. At the individual and family level, health
education should similarly encourage analysis and help set priorities, develop self-reliance and
evaluate progress. Vis-a-vis the decision makers, health education should aim to: integrate
with suitable developmental activities in other sectors, such as education, agriculture, industry,
women and youth organizations; provide evidence of progress to reinforce political commit-
ment to PHC concepts, and support the principles of community self-reliance and involvement;
and stimulate policy support for the type of research, training and media development that
would enable it to perform effectively.

The concept of healthy lifestyles was developed most extensively in the European Region
(see Chapter 4). Health education and lifestyles formed one of three areas of special concern in
the regional health-for-all strategy, which called for three types of activity: health promotion,
preventive health education, and supportive health education (4). The concept of lifestyles was
seen as requiring sociological, socio-psychological and socio-epidemiological investigations to
prove its utility for specific health promotion programmes. With financial and organizational
help from the Federal Republic of Germany, a meeting on lifestyles and living conditions, and
their impact on health, was held in Hohr-Grenzhausen in October 1982 (5). The meeting rec-
ommended that WHO continue to refine the lifestyle concept, taking particular account of
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secondary analyses of research projects and data relevant to health and lifestyles. WHO was
asked to promote and spread the lifestyle concept by organizing and participating in confer-
ences, seminars and workshops on health promotion and health policy. National and inter-
national networks of health policy-makers, educators and scientists should be established to
support national development programmes for health promotion and lifestyles. Research on
socio-epidemiology should be developed at national level, and ideas and experience on theoreti-
cal and methodological concepts exchanged within the European Region.

The work on lifestyles was incorporated into a new health promotion programme established
in January 1984 by the WHO Regional Office for Europe. As part of the continuing process of
programme development, a working group met in Copenhagen in July 1984 to discuss ‘concepts
and principles in health promotion’ (6). Health promotion was seen to enable people to increase
control over, and improve, their health. Health, seen as a resource for everyday life, was a posi-
tive concept emphasizing social, personal and physical capacities. By involving the population
as a whole in their everyday life, rather than focusing on people at risk for specific diseases,
health promotion was directed at the determinants or causes of health. It required the coopera-
tion of sectors beyond health services, and combined diverse, but complementary methods or
approaches, including communication, education, legislation, fiscal measures, organizational
change, community development and spontaneous local activities against health hazards.

The Regional Office for Europe, cooperating with the Government of Canada and the
Canadian Public Health Association, organized the International Conference on Health
Promotion that was held in Ottawa in November 1986. The outcome of this conference was the
Ottawa Declaration (see below).

Efforts to strengthen national capabilities in public information and health information were
supported by studies and research focusing on the need to: identify factors that promoted or inhib-
ited community participation; determine the impact of lifestyles on health; identify the social,
psychological and cultural determinants of health behaviour; and ensure research findings were
acted on. Developing indicators to assess the effectiveness of public information and health educa-
tion in promoting self-reliance and community involvement was another key activity.

Through films, radio and television programmes, photographic displays, written features, the
“point-of-fact” series of publications, brochures and a variety of other media activities, informa-
tion on WHO?’s Global Strategy for Heath for All was disseminated as widely as possible. Efforts
were made to inform the public of the implications of PHC, the progress made, and the difficulties
encountered. World Health Magazine, with a combined monthly circulation of about 130 000
in English, French, German, Portuguese, Russian and Spanish (plus a circulation of 6000 in the
quarterly Arabic edition), covered the broad spectrum of WHO’s activities (see Chapter 16).

These efforts led to a growing number of health ministries taking steps to strengthen their
national communication strategies and work with the mass media to seek a deeper commitment
by policy-makers to the health-for-all goal.

In an effort to recruit the media as a partner for health, and orient and train media personnel
to handle complex health and scientific issues, especially in developing countries, seminars and
workshops were held, some with support from the United Nations Educational, Scientific and
Cultural Organization, the United Nations Development Programme and the United Nations
Children’s Fund (UNICEF). Officials from both policy and operational levels of the health and
media sectors participated. Intercountry and national workshops were also held on promoting
cooperation between information and education. In all of these meetings, the emphasis was on
media personnel recognizing their own responsibility for health.
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At the UNICEF and WHO intersecretariat meeting in Geneva in March 1984, it was sug-
gested that the time was ripe for a joint review of the organizations’ policies and their support to
national efforts to strengthen the information, education and communications components of
PHC. As a consequence, a joint review was undertaken for presentation to the UNICEF/WHO
Joint Committee on Health Policy meeting in 1987. A preliminary review was carried out by a
consultant; this was discussed during the 1985 session of the Joint Committee.

The background paper prepared for thel985 session was divided into four areas: discussion
and clarification of terminologies used by the two agencies; major issues facing information,
education and communication for health, as planned and implemented in countries at commu-
nity level, with particular emphasis on developing countries; activities and issues in this area of
work, supported or undertaken by the two agencies; and practical suggestions for the agencies
to make systematic efforts to support effective information, education and communication for
health programmes (IEC) in developing countries (7).

Health education and project support communications (PSC) were sometimes regarded by
both agencies and governments as “marginal activities”, but when projects failed, it was often
the communications or education components that were held responsible. Health educators
were often expected to mobilize support for projects that communities had not necessarily been
consulted on. They also had to cope with the technical prejudices of other health professionals,
the water and sanitation engineers, the doctors and the nurses. Misconceptions about the roles
of PSC officers and health educators often limited them functionally and structurally.

For the two organizations to offer systematic support in this field, it was suggested they
work with developing countries to establish the bodies that would help to plan, monitor and
evaluate strategies for IEC. Networks should be created, comprising contacts from voluntary
groups, consumer associations, trade unions, mass organizations, even sections of industry
and institutions, such as adult education centres. Multisectoral workshops in countries could
help catalyse such groups in PHC activities, and encourage lay self-help groups to strengthen
links with nongovernmental groups working in this field in order to develop new attitudes and
broader approaches to PHC. The two organizations were to encourage exchanges of experience
at all levels as a matter of priority. Staft development and retraining were needed to raise con-
sciousness of the new approaches in information, education and communication. Headquarters
staff needed to adopt advocacy roles towards their own regional and field staff, while seminars
should explore and translate skills in mobilizing experiences from other sectors. Training cur-
ricula should be reviewed to strengthen advocacy, planning, management, evaluation and com-
munications components.

The Joint Committee declared IEC a matter of the highest priority and urgency for both
organizations in their efforts to help countries attain health for all, particularly through inter-
ventions such as the Child Survival and Development activities. Societal changes in recent
decades, including the advent of communications technologies, offered new opportunities and
challenges: from mobilizing different levels of support to allocating resources, and from stimu-
lating awareness and demand to educating and involving the community. The Joint Committee
felt IEC deserved a central place in the planning process for programme action.

Immediately following the 1985 Joint Committee session, WHO and UNICEF invited
participants from 21 countries to an International Consultation on Health Education for
School-age Children, which was held in Geneva in October 1985. The assembled group was
deliberately diverse, both in origin and expertise. Developing and developed countries were
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equally represented, as were the health and education sectors. In addition, there were par-
ticipants experienced in communications, behavioural science and public administration. The
group focused on the complexity of health learning for school-age children, assessing the state
of health education activities for school-age children, and proposing strategies and guidelines
to strengthen health education in countries and communities (8).

Participants heard and discussed a series of presentations on approaches to health edu-
cation for the school-age child. Some of the papers described in detail specific programmes,
while others addressed principles and experiences in an area of interest, such as family life
education, or a particular communication channel, such as the mass media. There was a general
consensus that in most circumstances, teachers were more likely than physicians and nurses
to be responsible for educating children. While educators tended to give health a low priority,
the Malaysian experience was an example of two sectors working together, with the Ministry of
Education assuming responsibility for health instruction and the Ministry of Health for school
health services. Both sectors were jointly concerned about healthful living, healthful school
environments and school-community relations. A comprehensive health appraisal was made
on primary-school entrance (age six), primary-school departure (age 11) and secondary-school
departure (age 14) (9).

The ideas embodied in the Child-to-child Programme, initiated in the UK in 1978 and
adopted in at least 70 countries, were based on the observation that young children in most
developing countries spent a great deal of their time caring for younger siblings. Teaching them
sound health principles could help them perform this task more effectively (10).

At the conclusion of their consultation in Geneva, the group produced an overall goal for
health education for the school-age child, a set of broad strategies to achieve this goal, and
several guidelines and approaches for carrying them out. The goal was to enhance the health-
learning of the school-age child in every possible way to promote self-reliance, social responsi-
bility and a better quality of life for today’s children and tomorrow’s adults. Strategies included
defining and developing health education in ways that recognized and sought to integrate all
the avenues through which children learn about health; collaboration by the national institu-
tions and resources that affect or might affect children’s learning about health; and developing
the political will to deal effectively with the health-learning of school-age children. Guidelines
addressed: the need to carry out situational analyses; research, documentation and evaluation;
intersectoral collaboration; integrating health education in school curricula; strengthening
human resources for health education; and developing teaching materials.

Throughout WHO’s fourth decade, cooperation expanded with professional and nongovern-
mental organizations in the areas of training, orientation and research activities in health edu-
cation, and communication. This was reflected in new collaborations with: the regional bureaux
of the International Union for Health Education; the University of Alabama (Birmingham) John
J Sparkman Center for International Public Health Education; the Asian Mass Communication
Research and Information Centre; the Asia-Pacific News Agency; and the Union of National
Radio and Television Organizations of Africa.

An international conference on strengthening health sector communication and education,
sponsored by the Sparkman Center, was held in Mexico City in 1985. This conference produced
criteria and guidelines for communication and education training modules for various levels of
health personnel. Regional workshops in South-East Asia (Jakarta, December 1985) and Africa
(Yaoundé, December 1985) were subsequently held to draft modules, with country-level action
planned for the following years.
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Strategies for information, education and communication for health (IEC) were again con-
sidered by the Joint Committee at its 26" session held in Geneva in January 1987. Under the
heading ‘Mobilizing all for health for all’, a joint paper on “policy and strategy issues in putting
information, education and communication to work for health” was prepared for the meeting
(11). The role of IEC was sketched in broad terms: “a fully developed IEC strategy can help create
heightened awareness of health as a national issue among policy-makers and public alike; it can
help transform such awareness into desirable decisions and behaviour among the community
and the nation’s decision makers; it can mobilize all sectors of society to participate effectively
in specific programmes; it can help sustain such action in particular programme directions
and lay the basis for a progressively wider spectrum of health interventions. It is an essential
component of social mobilization for health.”

Experience in several countries had yielded major lessons: advocacy to create favourable
political will, especially at head of state/government level, repaid the effort; national institutions
and community-based organizations were channels for IEC in the manner of the mass media,
and motivating them and similar bodies to participate in health matters contributed greatly to
enduring success; community organizations, when successfully involved, contributed to pro-
gramme success and sustained effort; IEC was used not just to inform or educate but to create
new practices and actions in community groups as much as among decision-makers - indeed,
the community’s own needs and perceptions were the touchstone for IEC planning; and the
effective use of IEC demanded experienced and skilled IEC specialists be involved at all stages
of planning and implementation.

Despite impressive advances, both WHO and UNICEF could do more to strengthen and
upgrade IEC capacity at country level. They must assign a high priority to collaborating with
governments in formulating policy and strategy in this area. Each agency had special strengths,
which were complementary and must be maximized. For this to be realized, WHO and UNICEF
must develop ways to coordinate their plans and actions, with each other and with govern-
ments. Human resources in IEC, in both government and WHO/UNICEF, must be assessed and
enhanced, if required, through management and training action. Advocacy of better strategic
planning and technology in IEC vis-a-vis governments, national institutions and within WHO/
UNICEF must earn high priority in country plans. A WHO/UNICEF working group should be
formed to carry forward the concepts and strategies supported by the Joint Committee. Finally,
the first opportunity for coordinated action and improved methods might be immunization,
the theme of World Health Day in 1987.

The Joint Committee emphasized the importance of IEC and social mobilization to generate
political commitment for health. It recognized the complementary roles of WHO and UNICEF
in promoting healthy behaviour and empowering people with knowledge. WHO’s strength
lay in providing technical and scientific information, and also experience in health education,
UNICEF’s in imparting knowledge to people and getting them to act. IEC and social mobili-
zation should be integral to all health and social development programmes. WHO/UNICEF
collaboration in IEC was crucial to providing consistent messages that would not confuse recip-
ients. The Joint Committee recommended that the joint efforts and activities suggested should
be carried out at all levels. As the basis for mobilizing all forces for health, country experiences
and activities in IED should be strengthened and become part of any new IEC programmes. The
two secretariats should establish a joint working group to develop a plan of action and timetable
to implement policies and actions outlined in the background paper (12).
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Ottawa Charter for Health Promotion, 1986
Health Promotion

Health promotion is the process of enabling people to increase control over, and to improve,
their health. To reach a state of complete physical mental and social well-being, an individual or
group must be able to identify and to realize aspirations, to satisfy needs, and to change or cope
with the environment. Health is, therefore, seen as a resource for everyday life, not the objec-
tive of living. Health is a positive concept emphasizing social and personal resources, as well
as physical capacities. Therefore, health promotion is not just the responsibility of the health
sector, but goes beyond healthy lifestyles to well-being.

Prerequisites for health

The fundamental conditions and resources for health are peace, shelter, education, food,
income, a stable ecosystem, sustainable resources, social justice and equity. Improvement in
health requires a secure foundation in these basic prerequisites.

Advocate

Good health is a major resource for social, economic and personal development and an impor-
tant dimension of quality of life. Political, economic, social, cultural, environmental, behav-
ioural and biological factors can all favour health or be harmful to it. Health promotion action
aims at making these conditions favourable through advocacy for health.

Enable

Health promotion focuses on achieving equity in health. Health promotion action aims at
reducing differences in current health status and ensuring equal opportunities and resources to
enable all people to achieve their fullest health potential. This includes a secure foundation in a
supportive environment, access to information, life skills and opportunities for making healthy
choices. People cannot achieve their fullest health potential unless they are able to take control
of those things which determine their health. This must apply equally to women and men.

Mediate

The prerequisites and prospects for health cannot be ensured by the health sector alone. More
importantly, health promotion demands coordinated action by all concerned: by governments,
by health and other social and economic sectors, by nongovernmental and voluntary organiza-
tions, by local authorities, by industry and by the media. People in all walks of life are involved as
individuals, families and communities. Professional and social groups and health personnel have
a major responsibility to mediate between differing interests in society for the pursuit of health.

Health promotion strategies and programmes should be adapted to the local needs and
possibilities of individual countries and regions to take into account differing social, cultural
and economic systems.
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Health promotion action means

Build healthy public policy

Health promotion goes beyond health care. It puts health on the agenda of policy-makers in all
sectors and at all levels, directing them to be aware of the health consequences of their decisions
and to accept their responsibilities for health.

Health promotion policy combines diverse but complementary approaches including legis-
lation, fiscal measures, taxation and organizational change. It is coordinated action that leads to
health, income and social policies that foster greater equity. Joint action contributes to ensuring
safer and healthier goods and services, healthier public services, and cleaner, more enjoyable
environments.

Health promotion policy requires the identification of obstacles to the adoption of healthy
public policies in non-health sectors, and ways of removing them. The aim must be to make the
healthier choice the easier choice for policy-makers as well.

Create supportive environments

Our societies are complex and interrelated. Health cannot be separated from other goals. The
inextricable links between people and their environment constitute the basis for a socioecologi-
cal approach to health. The overall guiding principle for the world, nations, regions and com-
munities alike is the need to encourage reciprocal maintenance - to take care of each other, our
communities and our natural environment. The conservation of natural resources throughout
the world should be emphasized as a global responsibility.

Changing patterns of life, work and leisure have a significant impact on health. Work and
leisure should be a source of health for people. The way society organizes work should help
create a healthy society. Health promotion generates living and working conditions that are
safe, stimulating, satisfying and enjoyable.

Systematic assessment of the health impact of a rapidly changing environment - particu-
larly in areas of technology, work, energy production and urbanization is essential and must be
followed by action to ensure positive benefit to the health of the public. The protection of the
natural and built environments and the conservation of natural resources must be addressed
in any health promotion strategy.

Strengthen community action

Health promotion works through concrete and effective community action in setting priorities,
making decisions, planning strategies and implementing them to achieve better health. At the
heart of this process is the empowerment of communities, their ownership and control of their
own endeavours and destinies.

Community development draws on existing human and material resources in the commu-
nity to enhance self-help and social support, and to develop flexible systems for strengthening
public participation and direction of health matters. This requires full and continuous access to
information, learning opportunities for health, as well as funding support.
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Develop personal skills

Health promotion supports personal and social development through providing information,
education for health and enhancing life skills. By so doing, it increases the options available to
people to exercise more control over their own health and over their environments, and to make
choices conducive to health.

Enabling people to learn throughout life, to prepare themselves for all of its stages and to
cope with chronic illness and injuries is essential. This has to be facilitated in school, home,
work and community settings. Action is required through educational, professional, commer-
cial and voluntary bodies, and within the institutions themselves.

Reorient health services

The responsibility for health promotion in health services is shared among individuals, commu-
nity groups, health professionals, health service institutions and governments. They must work
together towards a health care system which contributes to the pursuit of health.

The role of the health sector must move increasingly in a health promotion direction, beyond
its responsibility for providing clinical and curative services. Health services need to embrace an
expanded mandate which is sensitive and respects cultural needs. This mandate should support
the needs of individuals and communities for a healthier life, and open channels between the
health sector and broader social, political, economic and physical environmental components.

Reorienting health services also requires stronger attention to health research as well as
changes in professional education and training. This must lead to a change of attitude and organi-
zation of health services, which refocuses on the total needs of the individual as a whole person.

Moving into the future

Health is created and lived by people within the settings of their everyday life; where they learn,
work, play and love. Health is created by caring for oneself and others, by being able to take deci-
sions and have control over one’s life circumstances, and by ensuring that the society one lives in
creates conditions that allow the attainment of health by all its members.

Caring, holism and ecology are essential issues in developing strategies for health promo-
tion. Therefore, those involved should take as a guiding principle that, in each phase of planning,
implementation and evaluation of health promotion activities, women and men should become
equal partners.

Commitment to health promotion

The participants in this Conference pledge:

= to move into the arena of healthy public policy, and to advocate a clear political commitment
to health and equity in all sectors;

= to counteract the pressures towards harmful products, resource depletion, unhealthy living
conditions and environments, and bad nutrition; and to focus attention on public health
issues such as pollution, occupational hazards, housing and settlements;

= to respond to the health gap within and between societies, and to tackle the inequities in
health produced by the rules and practices of these societies;

= toacknowledge people as the main health resource, to support and enable them to keep them-
selves, their families and friends healthy through financial and other means, and to accept the
community as the essential voice in matters of its health, living conditions and well-being;
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= to reorient health services and their resources towards the promotion of health; and to share
power with other sectors, other disciplines and most importantly with people themselves;

=  to recognize health and its maintenance as a major social investment and challenge; and to
address the overall ecological issue of our ways of living.

The Conference urges all concerned to join them in their commitment to a strong public health
alliance.

Call for international action

The Conference calls on the World Health Organization and other international organizations to
advocate the promotion of health in all appropriate forums and to support countries in setting up
strategies and programmes for health promotion.

The Conference is firmly convinced that if people in all walks of life, nongovernmental and
voluntary organizations, governments, the World Health Organization and all other bodies con-
cerned join forces in introducing strategies for health promotion, in line with the moral and social
values that form the basis of this CHARTER, health for all by the year 2000 will become a reality.
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A farmer in the Western Pacific region sprays his crop with pesticide.

Manila residents help collectors clear rubbish from their suburb.



In Kenya, an operator trained in less than two
weeks X-rays a woman's hand using a WHO-BRS
machine.

Condoms are purchased from a vending
machine in Germany.
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A poster in Niger on malaria prevention and food hygiene.
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A health worker in Burundi examines a child as part of a refresher course to improve diagnostic and
prescribing skills.
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Mother and child with health worker in Peru. A child washes from a tap in Nepal, where safe
water and sanitation are essential for social and
economic development.
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Clinical officers and community nurses from rural health centres in Kenya receive training in
diagnosis, prescribing and drug management.
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Rural auxiliary nurses receive training in Venezuela.
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Panama'’s health minister Cecilia Pinel de Remon visits a clinic where health education and training
are provided along with various medical services.
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A health inspector in Guatemala assesses a Alecture on infant care at a hospital in
street food stall. Cambodia
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A group of international scientists at a WHO immunology research and training centre.
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Residents at a home for the aged in Bangkok take part in a fitness class.
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Research promotion and development

An important development that began during Dr Mahler’s first term as Director-General was
the expansion of research responsibilities from the central to the regional level. As described
below, each region developed its research programme under the guidance of its own regional
Advisory Committee on Medical Research. Furthermore, with Resolution WHA31.35, adopted
by the Thirty-first World Health Assembly in May 1978, the Director-General was requested to
“involve more closely the Executive Board, regional committees as appropriate, and the advi-
sory committees on medical research in the formulation and definition of priorities, and the
evaluation of the Organization’s research activities”.

The global Advisory Committee on Medical Research was established in 1959 when the
Twelfth World Health Assembly (resolution WHA12.17) recognized that WHO had an impor-
tant role to play in fostering international collaboration among scientists by stimulating, coor-
dinating, promoting and supporting research. It also agreed that provisions should be made in
the regular budget to finance the medical research programme, and that a special account be
established to supplement this regular budget provision. Established as an advisory body to the
Director-General during Dr Candau’s directorship from 1953 to 1973, the Advisory Committee
on Medical Research reported directly to the Director-General in a private, confidential manner.
Dr Mahler removed its private/confidential nature almost immediately on taking office.

The Programme Committee of the Executive Board in 1978 provided guidance on several
important matters regarding WHO?’s role. It considered that WHO, in partnership with national
institutions, should aim in its research role to help solve explicitly defined problems of public
health importance. It was essential that WHO integrated its research activities into a coherent
whole. With WHO regional offices and countries assuming greater responsibilities and initiative,
headquarters was obliged to provide effective coordination and technical support at the different
levels of the Organization. It was also necessary to keep an overall view of scientific work being
conducted in different subjects and in different regions. On the subject of research funding, the
Programme Committee felt it necessary for WHO to remain independent of donor agencies.
It also stressed the need to stimulate further the exchange of research information by various
mechanisms. To promote coordination, such research information should cover research policy,
institutional arrangements and research resources as well as technical data and literature.

The Programme Committee also stressed the desirability of designing a research plan and
carrying out prospective studies related to the Global Strategy for Health For All by the Year
2000. Forecasts of health needs and scientific developments were required that took global,
regional and national factors into account. Problems and appropriate research approaches
should be carefully defined, and to that end, the Advisory Committee must provide leadership
to establish research priorities that would help the Organization attain its goal.

In May 1980, the Health Assembly (resolution WHA33.25) urged Member States to cooper-
ate more in health research and give high priority to research training and institution-strength-
ening. At the same time, with the active support of the regional advisory committees on medical
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research, WHO placed increased emphasis on strengthening national research capabilities and
on formulating national and regional priorities. Particular stress was placed on action-ori-
ented field research and on the need to relate research to health services. Several WHO pro-
grammes — the Special Programme of Research, Development and Research Training in Human
Reproduction; the Special Programme for Research and Training in Tropical Diseases; and
the Expanded Programme on Immunization, for example — had considerable health services
research components, as discussed in other chapters.

Dr Mahler, in an address given in April 1982 on the social function of health research,
observed that for health research to respond to the world’s health challenges in a socially rele-
vant way, “it had to be extended to include the relevant ingredients of political, economic, social,
cultural, psychological, environmental, epidemiological and managerial research in addition to
biomedical research as it has been understood until now” (I).

Global developments

Following its June 1978 meeting, the Advisory Committee established subcommittees on health
services research, nutrition, diarrhoeal diseases and scientific information. The role of these
subcommittees was to work closely with WHO to start or expand research in their respective
areas. The subcommittee on scientific information also encouraged institutions, such as the
United States Library of Medicine, to assist more. For example, a quarterly bibliography of
tropical diseases was compiled from the library’s resources to meet the needs of the Special
Programme for Research and Training in Tropical Diseases; it went to about 3700 individuals
and institutions associated with that programme.

Atthe Advisory Committee on Medical Research meeting in November 1979, it was decided
that the subcommittees on nutrition and diarrhoeal diseases had completed their work. In view
of the successful catalytic role played by such active but short-term groups, additional subcom-
mittees were proposed: on research administration, career structures in research, and mental
health and allied neuropsychiatric problems in developing countries.

WHO took an active part in preparations for the United Nations Conference on Science and
Technology for Development, which was held in Vienna in August 1979. Among the problems
reviewed during a week-long colloquium that preceded the conference were equitable access
to adequate energy and mineral resources, food and nutrition, population issues, health care,
poverty, illiteracy, employment, and peace and security; all problems that could not be solved
by one country or a small group of countries.

In its background paper for the conference (2), WHO drew attention to various pressing
health issues, including:
= communicable diseases; in particular, the need to make fuller use of existing vaccines and

develop improved new vaccines — against parasitic diseases, for example;

* malnutrition, and the special needs of pregnant women and young children;

= environmental diseases, and the particular importance of a clean water supply;

= family health/family planning, and the need not only for improved contraceptive technol-
ogy but also for better access to services;

= providing essential pharmaceuticals that were both safe and inexpensive, and the impor-
tance of making greater use of traditional medicines;
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= the many psychosocial factors that have a bearing on health, and the need for more skilled
manpower and greater utilization of community resources in this area.

At its 22" session, held in Geneva in October 1980, the Advisory Committee on Medical
Research reviewed the work of its subcommittees on information, health services research, research
on mental health and human behaviour in PHC, research administration, and research career
structures. It recommended that the subcommittees on information and research administration
should continue their work; a subcommittee be established to study the research component of
WHO’s cancer programme; the subcommittee on health services research, after its November
1980 session, be transformed into a scientific planning group; and scientific planning groups be
established for the programmes in nutrition and in mental health and human behaviour in PHC.

When reviewing the work of the regional advisory committees, the global Advisory
Committee on Medical Research noted that one of the main hindrances to effective action by
certain of them was lack of funds. It proposed that all regional offices earmark a minimum 5%
of their regional budgets for research. It also noted that the disparity between the capabilities
of the various regions, and also between countries in those regions, prevented some regional
advisory committees from instituting relevant country-based studies. The global Advisory
Committee suggested that efforts be made to achieve better interdigitation between national
research priorities and those of WHO at the regional and global levels, including the possibil-
ity that certain projects be funded partly by WHO and partly by Member States; others might
benefit from the experience acquired at interregional level.

The global Advisory Committee discussed research career structures, including a recom-
mendation that, rather than promote research career structures per se, WHO should support
research as a basic component of health plans and programmes. Research opportunities and
career structures were essentially a national matter; careers in research could not be viewed
separately from those in other government services or institutions. The general view was that
appropriate systems of peer approval and opportunities for interaction between young scientists
and their colleagues constituted a stimulus to research workers.

The final report on ethical review procedures for research involving human subjects was
examined by the 23rd session of the global Advisory Committee, held in Geneva in October
1981, as were progress reports received from the different subcommittees. Specially commis-
sioned papers on formulating research activities in gerontology and on using and protecting
non-human primates and other animals required for research were discussed also.

The global Advisory Committee, at its 24" session, held in Geneva in October 1982, reviewed
the progress made in WHO's global and regional research. It had the reports of its subcommit-
tees on information, research administration and health services research to consider. Issues of
particular interest at this session were the proposed research activities in gerontology, cancer
control, and biobehavioural sciences and mental health. It endorsed the research programme on
cancer control, including work on prevention, early detection and pain relief. It also endorsed
the proposals of the scientific planning group on the expanded programme of research and
training in biobehavioural sciences and mental health (see Chapter 12). Proposals for two new
research activities were considered, namely: research on health manpower development, for
which a subcommittee was established; and research on occupational health, for which a techni-
cal advisory group was constituted.

At its 26™ and 27™ sessions, in 1984 and 1985, the global Advisory Committee focused on
an exhaustive debate on the report of its subcommittee on health research strategy for health for
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all, which was prepared under the chairmanship of Professor T McKeown (3). WHO’s research
role, as outlined in this report, differed from that of medical schools, research foundations and
national research councils in at least two respects. First, WHO had a “wider vision and a larger
responsibility”. From its experience of the varied conditions in different parts of the world,
health problems were seen by WHO “from historical and international perspectives” in a way
that was hardly possible for those who had not shared the experience. As a result, WHO should
be able to “assess the determinants of health, and to arrive at a just balance between preven-
tive and therapeutic measures, between basic and applied research, and between the needs of
developed and developing countries”.

The debate over health research continued at all levels of WHO, particularly in all regional
advisory committees on medical research, so that a common framework might emerge to meet
the varying requirements and aspirations of Member States. The need to strengthen coordi-
nation between the global and regional advisory committees on the one hand, and medical
research councils on the other, was emphasized. The Thirty-ninth World Health Assembly, in
May 1986, formally underlined the reorientation in research called for by the Declaration of
Alma-Ata, which recognized the importance of the relationship between the health and other
sectors, by deciding (WHA39(8)) to change the title of the Advisory Committee on Medical
Research to Advisory Committee on Health Research.

When, at the beginning of 1985, the 77" session of the Executive Board discussed this topic,
some of the regional-directors took the opportunity to comment on the work of the global
Advisory Committee and its relevance to their regions. Dr Monekosso, for example, indicated
that research in the African Region was not yet as coordinated as researchers there would like,
and much of the research undertaken was not down to the existence of the regional Advisory
Committee as much as it was to the presence of researchers supported by their states, regardless
of the research structures in WHO. On the global health research strategy for health for all,
he felt more emphasis should be placed on health rather than on disease and the mechanisms
of disease. Dr Guerra de Macedo felt that the global strategy was so globally oriented as to be
of little practical use in orienting research activities in the Region of the Americas, although
it was of great value as a source of ideas for the region. Dr Asvall explained that the European
Region had delayed acting in this field in light of the priority given to the regional strategy
for health-for-all development. Now that such a strategy had been developed (see Chapter 4) a
special European research document was being prepared (see below).

In October 1986, the subcommittee on health research strategy for health for all was asked
by the Advisory Committee on Health Research to constantly review the strategy so that it
could be modified and extended. Much could be learnt from the experience of those develop-
ing countries that had made rapid advances in health, and by applying the strategy in one
or more countries that had no such an experience. Case-studies were initiated in the Eastern
Mediterranean Region, in Jordan, Kuwait and Pakistan. A task force was established to elaborate
regional research strategies and plan in collaboration with health research councils. Following
visits to research sites, a programme of work was drawn up to adapt the research strategy. In
the Region of the Americas, the Canadian Institute of Advanced Research, and in the European
Region, research institutions in Berlin (West), expressed interest in cooperating with develop-
ing countries to study health promotion, nutrition and social sciences.

The subcommittee on health services research, with special emphasis on maternal and child
health, was established in 1981 and presented its final report in 1985. It was concluded that its
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‘tripartite’ partnership model, with countries from the north and south, and WHO as a ‘facilita-
tor’, could be extended to several more countries.

The subcommittee on enhancing the transfer of technology to developing countries, with
special reference to health, was established in 1983 and handed the following tasks: to delineate
the new concepts in biological and physical sciences that could be developed into practical tech-
nologies; to identify health areas where the new technologies could be advantageously applied
in developing countries; and to define ways of achieving effective utilization. A report on its
work in 1986 was presented to the Advisory Committee on Health Research and an abridged
version was widely circulated during the first half of 1987. The subcommittee was charged by
the Advisory Committee to: study strategies, using case-studies as appropriate; monitor new
and emerging technologies; and working with the subcommittee on health manpower research,
supervise a pilot project on a consultative expert system on health manpower planning. Working
documents on developments in biomedical and physical sciences were prepared for circulation,
discussion and consolidation in 1988. The subcommittee was also asked to advise on establish-
ing research and development units as a bridge between countries providing and using technol-
ogy, and as a way to ensure their infrastructure was appropriately equipped and staffed to serve
the overall objectives of national health development.

In its final report on enhancing the transfer of technology to developing countries, with spe-
cial reference to health, the subcommittee explored future and emerging technologies, outlined
the roles for WHO and proposed pilot projects (4). Its review of new concepts and techniques
in the physical sciences explored possibilities in microelectronics and information technology,
new materials and surface science, and systems technology. The emergence of successful medi-
cal ‘expert systems’ was seen to offer significant opportunities for training health personnel,
especially when senior clinicians were too busy to be able to fulfil teaching functions as well as
meet clinical demands. New display and imaging technology in the visualization of anatomical
structures in the body offered promise for diagnosis. It was suggested that voice recognition
technology, when available, would allow voice-input systems for data entry, which might sim-
plify this task and reduce errors.

New materials offered possibilities for treating and transporting water supplies for domestic
purposes, and for manufacturing cheap lens and other improved prosthetic devices: carbon-
coated stainless steels for strong, inert bone-and-joint prostheses, for example. Systems tech-
nology and modelling had certain applications in health-care systems and health-development
strategies. Two particular applications were discussed: planning therapeutic drug delivery sys-
tems and evaluating proposed strategies for health development with reference to their costs
and consequences outside the health sector.

Modelling the drug distribution system would allow bottlenecks to be identified and help
explain why they had occurred. Experimentation using the computer model would also help
determine optimum procedures to reduce wastage and hasten emergency responses. Modelling
the multisectoral relationships between health components and other sectoral variables (such
as demography, nutrition, housing, employment, education and communications) would allow
the health planner to investigate the implications and costs of potential strategies to meet pre-
determined goals for health development.

The subcommittee outlined various ways that WHO could drive technology transfer, includ-
ing: advising on formulating a national health technology policy; promoting the establishment of
country-based resource groups with the expertise for the related technology; identifying WHO
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collaborating centres that could provide technical and managerial advice; and advising and assist-
ing impartially in negotiations between the supplier of the technology and the host country.

The subcommittee recommended that when designating WHO collaborating centres, the
Organization should select centres with experience of designing and fabricating medical equip-
ment and instruments, and that it should establish pilot projects to demonstrate the major
potential of the new technologies for its programmes. Two such projects were proposed: estab-
lishing a task force on measles vaccine production; and developing a consultative expert system
for health manpower planning.

The subcommittee on health manpower research focused on mobilizing human resources
for research on health for all. The conditions for awarding research training grants and visiting
scientist grants were updated, and an informal consultation was held in Geneva in May 1985 on
research career structures. It outlined the priorities for action by Member States and by WHO,
such as sensitizing decision-makers, promoting intersectoral coordination and strengthening
national health research management. If the concept of research as an “acceptable and afford-
able adjunct to health systems development and health services delivery” was to be firmly estab-
lished, “health system managers, resource allocators and decision-makers needed to be far more
closely involved in the determination of research priorities and projects by the development and
establishment of more flexible institutional linkages between them and research managers and
workers” (5). In 1986, the subcommittee recommended that resources be mobilized to promote
research as a basis for decision-making in health systems and manpower development. Such an
initiative would be a collaborative effort involving members of the global and regional advisory
committees on health research, and the agencies that provided support for such research.

Work continued with the United Nations Research Institute for Social Development on
measuring and analysing the dynamics of development. A case-study on urbanization and
labour use explored the likely costs and consequences of particular strategies. Collaboration
continued with the United Nations Centre for Science and Technology for Development,
with the International Council of Scientific Unions, and with the Council for International
Organizations of Medical Sciences, particularly on questions of ethics.

The network of WHO collaborating centres was strengthened by designating new insti-
tutions for collaborative research in priority areas and related training. The first of several
coordination meetings planned to be held in different countries took place in Moscow in June
1987. WHO promoted the application and transfer of scientific knowledge for national health
development, improving information channels by establishing or extending bibliographic ser-
vices, for example.

The review of national research capacity-strengthening schemes continued, with particular
emphasis on supporting and developing research manpower through research training grants
and visiting scientist grants. About 300 such grants were awarded by the Special Programme
of Research, Development and Research Training in Human Reproduction and by the Special
Programme for Research and Training in Tropical Diseases (65%), other programmes, includ-
ing support for training in immunology, vector control, respiratory infections and research
management (19%), and on behalf of the United Nations Population Fund (16%).
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African Region

Following guidance from the African Advisory Committee on Medical Research, workshops
were organized to provide training in research methodology and to develop health research
programme activities in the region. After its second session, held in 1977, the regional Advisory
Committee established research priorities for the major parasitic diseases, immunology, and
health services research. The Advisory Committee’s activities were concerned with appropriate
managerial mechanisms for promoting and catalysing research work; establishing a network
of national centres for health services research; and implementing the Special Programme of
Research, Development and Research Training in Human Reproduction, the Special Programme
for Research and Training in Tropical Diseases, the diarrhoeal diseases control programme,
and the nutritional research programme.

A network of 43 national and three regional centres for research and training was estab-
lished, at which time a regional project for research grants and research training grants became
operational. By 1986, 25 African Member States had defined their research policies and deter-
mined their priorities, and 30 had established a health research council or analogous body.

At its third session, in Zambia in November 1978, the regional Advisory Committee recom-
mended a research promotion subcommittee be established to stimulate further research within
the countries; a health services research study group to prioritize PHC; and a study group to
elaborate the regional component of the global diarrhoeal disease control programme. The
research promotion subcommittee, which was established in 1979, visited 10 countries that year.

The Special Programme for Research and Training in Tropical Diseases continued to expand
in the region, managing a total of 206 projects since its inception: 71 of these were in research
and development, 119 in research training, and 16 in institution-strengthening. Onchocerciasis
research (see Chapter 15), carried out mainly in the Volta River basin area, focused on: vector
biology and control; environmental studies; clinical, epidemiological and parasitological inves-
tigations; and chemotherapy.

As part of the Special Programme of Research, Development and Research Training in
Human Reproduction, an African study group was established and met in Antananarivo in
June 1981. The four priorities of the Special Programme were: pregnancy and delivery; male and
female infertility; fertility regulation; and gynaecological disorders (see Chapter 11).

An evaluation of the regional research programme by the regional Advisory Committee in
1981 led to the following recommendations: health policy-makers, including those from coun-
tries that had not established medical research councils, should be brought together at regular
intervals; at least 5% of the regular budget for the region should be allocated to research; the
regional research information system needed to be strengthened; and ministries of health and
faculties of medicine should collaborate to develop and manage health services research.

In the area of research promotion and development, the objectives of the medium-term
programme for 1984-1989 were: to promote the framing of a coherent national health research
policy geared to the overall development policy; to promote procedures to coordinate research
in health and related fields, adopt managerial methods, and provide information support, with
the participation of the health research councils and relevant ministries of Member States; to
help develop research capability in Member States with a view to strengthening activities that
were relevant to national health development; and to promote and coordinate research on the
economic and behavioural determinants of health and their interaction. In line with these
objectives, WHO granted investigators US$ 240 000 worth of research subsidies and research
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training fellowships. Workshops on research methodology were organized, and study groups
for research on health systems and human reproduction established.

The evaluation of the regional research and development programme, 1978-1983, was
presented to the sixth session of the regional Advisory Committee on Medical Research held
in Abidjan in April 1983, at which time several issues were discussed in depth, particularly:
research in human reproduction in the region; national and regional mechanisms for develop-
ing and improving research; and formulating research protocols (6). The conclusions of the ses-
sion covered the following: an appreciation of the Organization’s efforts in promoting research
projects and, in particular, information support; the need to reorganize training programmes
and emphasize health sciences research; the need to bridge the resource gap in health research
manpower; a recognition that some of the obstacles to research development could be overcome
if all Member States were to apply a national research policy and use appropriate managerial
mechanisms (including a system of coordination and funding) with adequate career opportuni-
ties for research workers; and a recognition of the importance of regularly and methodically
evaluating health policies, programmes, services and institutions. Participants requested that
the Regional Director to establish a newsletter providing research workers and research centres
with information on research funds and how to apply for them; to compile an inventory of
research centres and their potential for training health workers; and to establish a subcommit-
tee for mental health and another for acute respiratory infections.

Responding to the request of the African Advisory Committee, a health research informa-
tion bulletin (AFRO-Features) was started during the 1984-1985 biennium, carrying informa-
tion on health technology, new diagnostic tools and community involvement, and their possible
use in Member States’ health development processes. A research manual was prepared on how
to develop and design research proposals to help solve priority health problems.

A joint programme, launched by the Government of the Netherlands, the Royal Tropical
Institute in Amsterdam and WHO, developed activities to strengthen health systems research
in the countries of southern Africa. Using an intervention strategy with three interrelated com-
ponents - institutional development, research and training - this four-year programme was
designed to develop a critical mass of national researchers for addressing priority issues, and
to encourage decision-makers at all levels of the health system to use the results of research.
The United States Agency for International Development supported applied health research in
central and west Africa as part of its project to strengthen health delivery systems, for which
WHO served as executing agency. This project was initiated in the early 1970s and involved col-
laboration with 20 African countries before being terminated in 1982. Although judged to have
helped strengthen regional and national capacities for training and developing health workers,
and communicable disease control, its efforts to strengthen applied research on PHC were rec-
ognized as having had a limited impact. Workshops had engendered interest but were not long
enough to confer technical competence to participants. Of more immediate importance was
the recognition that PHC had “profound unknowns and inadequately tested concepts, such as
considerations as to the scope of duties that can reasonably be carried by a village health worker,
how to remunerate them, how to give them clinical supervision and how to maintain a backup
referral service and supply system” (7).

The second meeting of the regional study group on health systems research (HSR) was
held in Brazzaville in February 1985. It shed further light on the difficulties experienced by
participating countries. There was a “failure to understand the very concept of HSR in certain
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countries in the Region”, as there was a “lack of clear national policies on HSR” and sufficiently
qualified staft to properly conduct this type of research (8).

An intercountry workshop on health systems research held in Harare in July 1987 brought
together decision-makers and researchers from the 10 Member States involved. The devised
specific plans of action to be implemented with support from the joint programme.

By the end of the decade, substantial progress had been made in capability-strengthening.
There were national centresin 25 Member States, and the target of developing six regional research
training centres had been achieved. The composition of the regional Advisory Committee on
Health Research was renewed and, along with other advisory committees, it came under the
African Advisory Committee for Health Development, reporting to the Regional Director.

Region of the Americas

Research in this region had two main objectives: to develop and strengthen national capabilities
for bringing research to bear on the country’s health problems; and to give a lead in developing
those areas of research critical to achieving health for all. Special attention was given to health
services research, with emphasis on the need to extend health services coverage. Following
the regional Advisory Committee session in May 1978, working groups were formed to study
methods of health services research. Meetings to promote the concept were held in Argentina,
Bolivia, Brazil, Costa Rica, and Mexico, and a health services research programme was initi-
ated, with an emphasis on strengthening local capabilities.

Meetings were held in all five subregions in preparation for a Pan American conference on
research policy that would help countries set research priorities, focus research on problems
encountered, establish reference systems, and formulate ethical codes for research involving
human subjects. The Pan American Conference held in Caracas in April 1982 issued a Declaration
on Health Research Policies that was signed by the participants. It stressed that research was essen-
tially a tool for developing knowledge and technologies related to important health issues.

Research training grants and medical research grants were used to strengthen national
research capabilities and to assist young scientists in their training and reintegration when
they returned to their home institutions. Support was also given to enable scientists from devel-
oped countries conduct training programmes in, and for the benefit of, developing countries.
Special emphasis was placed on including research and training programmes in the curricula
of postgraduate studies in public health at universities in Brazil, Colombia, Costa Rica, Cuba,
the Dominican Republic and Mexico.

Research in nutrition was carried out at the Institute of Nutrition of Central America and
Panama and the Caribbean Food and Nutrition Institute; in zoonoses at the Pan American
Foot-and-Mouth Disease Center (commonly known by its acronym, PANAFTOSA) and the
Pan American Zoonoses Center (CEPANZO); in sanitary engineering, environmental health,
and ecology at the Pan American Center for Sanitary Engineering and Environmental Sciences
(CEPIS) and the Pan American Center for Human Ecology and Health (ECO); in epidemiology
at the Caribbean Epidemiology Center (CAREC); and in perinatology at the Latin American
Center for Perinatology and Human Development. The regional library, BIREME, expanded its
information network and disseminated information on a considerable scale.
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A survey revealed a general trend of sustained growth in health systems research in the
region. The results were discussed at a workshop held in July 1984 in Cocoyoc, Mexico, where
recommendations were made emphasizing the need to develop national policies on health
systems research, to reorient trends towards fundamental issues relating to health needs and
service delivery, and to build up administration at national, intersectoral, institutional and
operational levels.

PAHO’s Advisory Committee on Medical Research expanded its activities in 1984 to include
priority health issues beyond those of a purely medical nature. At the same time, the Advisory
Committee helped to mobilize national resources, exchange information, and develop networks
for cooperation in research in priority health areas. It convened a study group to identify con-
straints and suggest remedies to the shortage of research workers and the problems of diffus-
ing scientific information. The Advisory Committee stressed the urgent need to strengthen
studies on technology transfer and evaluation, as well as the need to collect and disseminate
information on health services and the use of auxiliary personnel. It also recommended that a
multidisciplinary study on infant mortality be conducted.

Of the activities that had a positive influence on the health programmes of countries of the
region, four were judged to warrant special mention. Two were related to initiatives of the global
Advisory Committee on Health Research. The first was a workshop on priorities and strategies for
health research held in Guatemala held in November 1986 for scientists and health professionals
from the Dominican Republic and countries of the Central American isthmus. At the workshop,
it was recommended that ministers of health in Central American countries and Panama should
be encouraged to allocate resources to prepare plans recognizing research priorities at national
and subregional level. The second was an international meeting on technical cooperation among
countries in the field of health science and technology, held in Uruguay in November 1987 and
attended by representatives from institutions that coordinated technical cooperation.

The other two activities warranting special mention were a workshop on health services
research held in Trinidad and Tobago in April 1986 for participants from the Caribbean area,
and a programme in Latin America for biotechnology applied to health - relying on technical
cooperation among developing countries - which was approved by PAHO’s Advisory Committee
on Health Research and implemented in connection with proposals for research activities and
developing diagnostic methods for HIV/AIDS, hepatitis, malaria and Chagas disease.

South-East Asia Region

The fourth and fifth sessions of the South-East Asia Advisory Committee on Medical Research
were held in April 1978 and April 1979 in India and Thailand respectively. The Advisory
Committee reviewed research progress, judging it to have progressively expanded to include
almost all the priority areas it had pinpointed at its first session in 1976.

Following a Regional Committee decision to allocate 2.5% of the regional budget to
research (a percentage that was matched with funds from the Director-General’s Development
Programme), research activities increased in 1978. This enabled the Regional Office to give
further support to several research projects, training in research through structured courses,
visits by scientists, and research training grants. The Regional Office also promoted concerted
efforts in Member States to develop research policies, priorities, and plans, including training
and institution-strengthening.
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The regional research programme was reoriented at the beginning of the decade in sup-
port of national and regional strategies for achieving health for all. A group of scientists from
Member countries built a framework for action-oriented services research, and projects in this
context were initiated during the 1980-1981 biennium. Recognizing the need for a multisectoral
approach to research, the Regional Office organized a meeting in 1979 of directors of medical
research councils, analogous bodies, and research foci in ministries other than health. The
group met again in 1981 to discuss progress and specific issues identified for inclusion by the
Regional Office in the Seventh General Programme of Work.

Training in research management and methods was developed, with centres of excellence
identified and networks of collaborating centres established to permit greater participation by
national scientists and institutions in WHO programmes.

At its eighth session held in May 1982, the regional Advisory Committee endorsed two sets
of guidelines prepared by its subcommittee on health services research, namely: Research needs
for HFA2000; and Concept of health services research. Selected topics for promotion were dis-
cussed. They included the behavioural sciences, liver diseases and snake bites. The importance
of health services research was stressed. A health services research information system was
established, linked to the health literature, library and information services network. Support
was given to research in communicable disease programmes, especially malaria, leprosy, diar-
rhoeal diseases, dengue haemorrhagic fever and acute respiratory infections.

A regional plan of action formulated for the period 1983-1985 sought to strengthen national
institutional networks, promote collaborative research and create the necessary multidisciplinary
and multisectoral basis for conducting such research. A booklet on the subject was prepared and
widely circulated (9). One of the elements emphasized in the plan of action, health behaviour
research, was the subject of a national workshop held in Nepal in January 1983. This was followed
by a scientific working group that met in New Delhi in April 1983 to review the status of WHO
activities in behavioural sciences in the region. A scientific working group on acute respiratory
infections also met in 1983 to develop the service-cum-research programme in the region.

A mid-decade assessment of research identified the following impediments to countries
conducting health services research: lack of methodology; failure of the health services to
define clearly key problems for study; inadequate cooperation between the health services and
researchers; and the lack of ‘glamour” attached to a type of research often considered too mun-
dane to be published in recognized journals. To further stimulate such research, the regional
Advisory Committee devised a detailed workplan to promote health systems research through
meetings at national level and courses on methodology. Directors of medical research councils
or analogous bodies were to meet every two years to promote coordination between headquar-
ters, the region and Member countries.

Interest in health behaviour research led to the publication of a booklet in which the con-
cepts and methods of such research were reviewed. This was widely distributed to researchers,
national policy-makers and health administrators (10). Health behaviour research in the con-
text of health for all was outlined and, following a description of current trends (e.g. culture and
clinicians, clinical bias and social sciences, behavioural models, and community participation),
examples of such research were given from various programmes, along with methodologies and
approaches. In its conclusions, several potential obstacles were described, including: the risk
that concepts and approaches developed in the industrialized countries might be applied with-
out due consideration being given to important social and cultural differences; lack of aware-
ness on the part of health planners, PHC directors and other administrators of the “pivotal role
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human behaviour has in the success or failure of projects”; the inexperience of social scientists
in PHC; and the risk that such research might become an end in itself, given that “in the name of
‘quality research’, professional elitism can run rampant, along with increasing rivalries between
the experts in both health and social science camps”. To avoid these obstacles it was essential
to remember that “quality means reliability and advancement of knowledge. It is not measured
by the mere volume of data generated or in terms of the elegance of the research design. Those
concerns are only distractions. What we must strive for is research which meets the specific
needs of the people at this time and that can lay the conceptual and practical groundwork for
achieving health for all. Those are the only relevant criteria for a final judgement”.

The 12" session of South-East Asia Advisory Committee on Health Research, held in New
Delhiin April 1986, reviewed progress. It felt there was a need to improve the quality of research
proposals and strengthen national research capabilities by developing mechanisms and pro-
cesses for training researchers and accelerating institution-strengthening. It recommended that
greater attention be paid to clinical epidemiology, streamlining the dissemination of scientific
and research information, and developing closer links between WHO collaborating centres,
medical research councils and national centres of excellence. Other topics for research that were
added towards the end of the decade included: evaluation methods for PHC; spiritual aspects
of health; technology transfer; information and education for health; integrated disease control
through PHC; and health economics.

European Region

The European Advisory Committee on Medical Research, which was established in 1977, sig-
nalled five priority areas for promotion and development: standardization of methods and
measurements in biomedical and health services research; prevention, prophylaxis and early
detection of diseases; evaluation of drugs and other therapeutic or diagnostic substances;
problems of health-care delivery; and economic aspects of health care. Working groups were
established for each. At its fourth session in October 1978, two additional priority subjects
were proposed: hypertension, and the economic aspects of health development. Addressing the
Executive Board in 1983, Dr Leo Kaprio, the Regional Director, noted that the regional Advisory
Committee “had had to fight for years to gain recognition for health systems research”.

The Advisory Committee continued to liaise with other groups active in medical research,
and cooperate with the European Medical Research Council. A group of European bodies con-
cerned with the subregional coordination of health services research met in September 1979 and
discussed the possibility of increased coordination of health services research and confirmed
the need for active coordination and liaison.

To ensure that research was focussed on a major health problem in Europe, further initia-
tives were developed around the theme of hypertension as it related to health care. Information
from 135 hypertension research studies in progress in the European Region was reviewed.
Hypertension served as a useful model for a variety of reasons, including its links to other
major chronic diseases in the region, such as diabetes, renal disease, ischaemic health disease,
atherosclerosis and stroke (see Chapter 15).

The Advisory Committee regularly reviewed specific topics, including: radiation protection;
health protection at the workplace; drug policies; health technology assessment; and the social,
psychological and ethical consequences of new technology, such as artificial insemination and
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fertilization. The Committee’s planning groups also conducted reviews, on such matters as:
problems in health-care delivery; standardizing methods, measurements and terminology; and
evaluating therapeutic and diagnostic substances.

At its sixth session, held in Copenhagen in September 1980, the regional Advisory
Committee discussed the latest recommendations of its planning groups in five priority areas:
health services research programmes (mental health, hypertension as related to health care, and
health economics); national organization and management of health research, and development
of information systems; participation of the Regional Office in the international programme
on chemical safety; the role of WHO collaborating centres; and the need to develop research
manpower by way of a training grants scheme. The Committee stressed the importance of drug-
related problems in studies on self-care, and the need for more specific recommendations on
research into the effect of drugs on the behaviour of drivers. It recommended that a study on
the economic aspects of recent developments in PHC be given priority, and that studies on the
economic aspects of health care of the eyes be continued. In mental health, it underlined the
need for continuing research on etiology, and for further studies in child psychology and early
prevention of disorders.

After reviewing the recommendations of the regional study group on health services
research, the regional Advisory Committee, at its meeting in Miirren, Switzerland, in January
1983, directed the study group to continue to identify health services research targets relevant
to the community needs to be met through the strategy for health for all. The Committee also
discussed the new programme on social equity and health, which had started in 1982, focus-
sing on vulnerable groups (initially, migrants and the unemployed), and stressed that equity in
health was a research priority of increasing importance. A subcommittee on this programme
met in October 1983 to review national experience in this field.

Atits 10" session in February 1984, the European Advisory Committee reviewed the reports
of two working groups, one on the management and structure of health policy research, the
other on scientific analysis of health and health care: paradigms, methodologies and organiza-
tion. The first working group emphasized that countries should analyse their own structures
and arrangements for research careers, financing research and maintaining dialogue between
health authorities, society and researchers, with WHO having a “particular role in the field of
health services research, e.g. by identifying the most profitable fields for such research”. The
second report described how the concepts of present health research were often too narrow to be
fully relevant to the goal of health for all. Concepts ought to be widened by including qualitative
research methodologies, applying general systems theory, and having more input from social
and behavioural sciences. There was insufficient research on such subjects as stress, coping,
factors related to employment and unemployment, the influence of genetic make-up in states of
ill health, and the contribution of community participation to PHC services.

In recognition of the important role of the social sciences in health systems research, a
European society for medical sociology was established to focus on the social aspects of the
health-for-all strategy. This role was similarly recognized in developing curricula for training
in health systems research methodology. Learning material and exercises were prepared to be
included in the first modules of a curriculum with a social science and epidemiology bias.

Guidelines were produced on procedures for designating or redesignating WHO collabo-
rating centres, from the initial approaches and elaboration of the plan of work and terms of
reference, to evaluation. As a result, several Member States expressed interest in having their
own collaborating centres evaluated. The first evaluation took place in the USSR in June 1987.
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Atits 13" session in February 1987, the regional Advisory Committee completed its analysis
of research priorities related to regional health-for-all targets by producing a document titled
Research for health for all, which was presented to the Regional Committee at its 37" session,
held in 1987. The regional Advisory Committee also emphasized the importance of ethical
issues in research, a concern echoed by several Member States. A meeting on ‘Bioethics in the
1990s’” was held in Antwerp in 1987.

Eastern Mediterranean Region

The regional Advisory Committee on Medical Research held its third session in March 1978
and its fourth in September 1979. It reviewed progress in projects dealing with drug utilization,
alternative approaches to rehydration, and traditional medicine. At the fourth session, regional
plans for applied research in nutrition and for field research in malaria were also reviewed,
together with the research component of the project to prevent and control water-associated
diseases in the irrigation schemes of the Gezira Province, Sudan.

Health services research continued to receive high priority, as recommended by the regional
Advisory Committee. An analysis of research manpower in some countries, however, revealed
a paucity of full-time medical research workers (even with an adequate career structure), and
a lack of comprehensive plans for developing such manpower. Orientation courses were held
to familiarize health administrators and research workers with the part that health services
research could play in decision-making. A training course in July 1980 at the Department of
Community Health, University of Nottingham, United Kingdom, was attended by 18 nationals
from five countries of the region. A quarterly newsletter, The Health Services Researcher, began
publication during the 1980-1981 biennium.

On more specific aspects of the health services research strategy, research aimed at modi-
fying behaviours was emphasized: smoking, alcohol consumption, bad eating habits and drug
addiction, for example. The need for research on threats to health arising from war and mass
population movements, including research on the health system’s preparedness to cope with
such situations, was also highlighted.

A consultation in September 1981 refined the regional research priorities in health services
manpower development. Research proposals were outlined for further development into pro-
jects by selected institutions in the region. To build up national expertise in managing research
programmes and research centres, a workshop in Islamabad in April 1981 was devoted to:
organizing research at national and institutional level; planning research; evaluating research
proposals and scientific activities; staff promotion and development; research information; and
management techniques applicable to medical research. A manual was prepared as an aid for
similar workshops at national level.

Following the regional Advisory Committee’s recommendations that special emphasis be
given to research into PHC, a task force, convened in October 1982, identified four related
priority topics: PHC coverage; community mobilization for PHC; reorientation of health profes-
sionals towards PHC; and factors influencing the effectiveness and acceptability of PHC workers
at the community level.

The regional Advisory Committee met in August 1982 and April 1983 to review ongo-
ing activities and advise on future developments. It discussed research priorities in several
programme areas, including cancer, cardiovascular diseases and mental health, and made
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suggestions on how research expertise in these fields might be developed. It also reviewed the
progress of research projects supported by the diarrhoeal diseases control programme and the
Special Programme for Research and Training in Tropical Diseases.

To strengthen regional coordination and intercountry collaboration on research, regular
meetings of the national officers responsible for medical research were convened, with par-
ticipants briefed on WHO initiatives to promote research in different programme areas. The
Organization continued to provide financial support for research grants and research training
awards. Despite these efforts, however, by 1985 only a limited number of scientists had made
use of this programme. One constraint appeared to be the inability to formulate scientifically
acceptable research proposals.

A team of experts visited six countries in the region (Egypt, the Islamic Republic of Iran,
Iraq, Kuwait, Sudan and Tunisia) to determine the impact of WHO-sponsored research since
the regional Advisory Committee on Medical Research (now the Advisory Council on Health
Research) had been established. A task force established to implement the regional research strat-
egy at the national level visited Kuwait in 1986 and Jordan and Pakistan in 1987.

National officers responsible for health research met in Khartoum in November 1986 to
discuss the role of national health research councils or analogous bodies in implementing the
regional research strategy, promoting health systems research, and intersectoral collaboration.
Following the workshop on health research management held in Sudan in 1985, training modules
for health systems research methodology were prepared. They were used at a similar workshop
held in Yemen in February 1987 and, after revision, were ready for use at other national workshops.
Twelve research proposals received support, and five research training grants were awarded.

To meet the needs of Member States for information on health systems research, behav-
ioural research and health manpower development, two regional publications were amalga-
mated into a new publication at the end of the decade to become the Eastern Mediterranean
Region Health Services Journal. The journal aimed to publish results of health systems research
studies, behavioural research and the development of human resources for health in the region.

Western Pacific Region

Strengthening national capabilities was already a priority of the regional Advisory Council
on Medical Research at the beginning of the decade. Three institutes were selected for initial
support: in Malaysia, for research on tropical diseases, in Papua New Guinea, for research on
acute respiratory infections, and in the Republic of Korea, for research on parasitic diseases and
health services.

A wider coverage of WHO collaborating centres was planned, and collaboration among
centres encouraged. Meetings of the regional Advisory Committee and its various subsidiary
bodies laid the foundation for a substantial regional research programme designed to supple-
ment national efforts. At its third meeting, held in August 1978, the task force on health services
research formulated a regional programme, and detailed strategies, tactics and methods for
planning health services research at country level. One of the priorities identified was research
in health manpower development, involving close collaboration between behavioural scientists,
health research workers and health administrators to help policy-makers and programme man-
agers make key decisions.
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Following the recommendations of the regional Advisory Committee, several research
subjects were promoted as part of WHO programmes of technical cooperation. They included
research on clonorchiasis and paragonimiasis; an interdisciplinary programme in several coun-
tries on diarrhoeal disease control, with emphasis on the operational aspects of control measures;
and intervention studies aimed at reducing the mortality and morbidity from acute respiratory
infections by at least 50% by the year 2000. In addition, research was promoted on the application
of modern immunological techniques; diabetes in Polynesian and Micronesian islands; the health
hazards of working populations, especially when changing occupational environments; vector
control measures; and the methodology and planning of health services research.

A working group was convened in Manila in February 1980 to encourage Member States to
establish health research councils or national focal points in order to better manage research.
Training in research methodology received increased attention, and a WHO-supported national
workshop on the subject was conducted in China in May 1982.

The working group on national health research management met in February 1982 to
review the status of national systems of health research management and to discuss ways to pro-
mote research programme planning. This was followed by an intercountry workshop in August
that year on research design and methodology in biomedicine and health services research.
At the country level, steps were taken in China and Viet Nam to identify ways to develop and
strengthen health systems through research. A workshop on PHC research held in October 1983
brought together the staff of four WHO collaborating centres in China.

The regional Advisory Committee reached the following conclusions at its eighth session, held
in April 1983: health services research should be given higher priority, particularly in information
exchange and manpower development; integrating biomedical, health services and behavioural
research should be encouraged when feasible; research on diarrhoeal diseases should continue to
receive strong support; research on schistosomiasis should take advantage of the fact that mass
chemotherapy using praziquantel was available as an intervention, and should also draw support
from health services research; research on the behavioural sciences and mental health should con-
tinue to be part of the programmes supported by national health research councils; progress had
been made in research on acute respiratory infections; research on hepatitis B should be acceler-
ated; and the regional biomedical information network should be further strengthened.

The second session of the Sub-Committee on Health Services Research was held in April 1983.
In his opening address, Dr Hiroshi Nakajima, who had replaced Dr Francisco ] Dy as Regional
Director in 1979, stressed the importance of Member States establishing a working environment
that allowed health managers, researchers and educators to collaborate to: formulate country
health policies; identify priority research needed to formulate and carry out such policies; conduct
studies; and create mechanisms to enable people to absorb and apply technologies appropriate to
their health and socioeconomic circumstances. After reviewing progress during the previous two
years, the Sub-Committee recommended that WHO develop suitable training packages on health
services research, and collaborate in developing national health services research inventories con-
taining relevant information on national programmes, including priorities, funds available, man-
power strengthening activities, published work and research in progress.

Countries were encouraged to establish national research councils or national focal points
to better manage research, and to promote career structures in research. Expanding the net-
work of collaborating centres in the region was seen to have facilitated information exchange
and intercountry collaboration. Training in research methodology received increased attention.
Research training grants, contracts for collaborative research and meetings continued to be
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important tools in pursuing programme objectives. Regional programme managers were given
increased responsibility for programming research as an integral part of health development
activities, thereby aligning it to the quest to solve regional and national health problems.

At its ninth session, held in Manila in April 1984, the regional Advisory Committee made
several key decisions and recommendations on: technology transfer (for which a subcommittee
was established); promoting health systems research, with emphasis on manpower develop-
ment; research on manpower development as a central area in PHC; research on behavioural
science and mental health; and biomedical information system development, using appropriate
telecommunication technology. The 10" session, held in Manila in April 1985, sharpened some
of the priorities agreed upon earlier. In particular, in the field of health systems research it was
decided maternal and child health and family planning should be considered areas of choice. In
diarrhoeal diseases, applied research should enhance the role of rehydration therapy in reduc-
ing mortality. On schistosomiasis control, there should be a change of approach, with the focus
on reducing morbidity rather than interrupting transmission.

Short courses on research methodology, technical cooperation in designing research pro-
tocols, and training grants continued to be used to strengthen national research capabilities.
National workshops on research methodology were held in the Philippines in 1986 and in Viet
Nam in 1987. A report on international cooperation in health research and technology transfer
was prepared in 1986 and distributed to Member States (11).

Following circulation for comment and discussion of the global Advisory Committee on
Health Research’s subcommittee report on health research strategy for health for all, together
with the comments of a small group of members of the regional Advisory Committee, research
priorities were reviewed and updated in line with the regional strategy for health for all.
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General health protection and promotion

Women, health and development

The United Nations Conference on Women, held in Copenhagen in 1980, and the World Congress
of Women, held in Prague the following year, highlighted that socioeconomic development,
including health development, could not be achieved without significant changes in the condi-
tion of women, whose unequal status was seen as inhibiting and distorting development. While
all WHO programmes could be considered as contributing to the aims of the United Nations
Decade for Women (1976-1985), the Organization made a special effort to increase awareness of
the health priorities of women, and their roles in health care, by defining the interrelationship
between the status of women and health development. This was done by asking how the social,
educational, employment, and political factors influencing the status of women affected, or were
affected by, health; how women’s involvement in health care could be made more equitable and
more effective; how women’s organizations could be mobilized to promote PHC; and what kinds
of societal, community, and family action were needed to ensure equity for women as mothers,
and a better balance of men’s and women’s responsibilities.

As part of WHO’s cooperation with nongovernmental organizations to strengthen the
health components of their intersectoral programmes for improving women’s status, an inter-
national meeting was held in Geneva in 1981 that brought together women representing non-
governmental organizations and women’s groups at community level. They questioned the
“male-dominated health establishments” and urged that women’s views be considered more
seriously when health programmes were being developed. A working group met in Geneva in
1983 to discuss WHO’s support to women’s organizations with regard to PHC. It considered the
roles of women in health promotion and the problems inherent in health services that affected
their ability to adequately meet women’s needs.

In all WHO regions, women’s organizations were identified as a major resource with which
stronger links were to be made. In the African Region, an innovative and comprehensive pro-
gramme to increase women’s involvement in health development was launched in 1980. It used
village women’s organizations as entry-points for PHC at the community level. By the end of
1983, 26 such organizations in 17 countries were participating. Each village chose various health
and development activities to be implemented by the community, with technical support from
governments and WHO. Special leadership training courses for women from the villages were
conducted at the WHO Regional Training Centre for Maternal and Child Health and Family
Planning in Mauritius.

Mechanisms to promote and coordinate activities involving women, health and development
were established at all levels of WHO. Focal points and working groups were appointed at regional
and global levels, and proposals drafted for general approaches as well as specific action. In the
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South-East Asia Region, for example, a group was organized to explore women, health and devel-
opment in all countries in the region, resulting in a regional paper on the subject (I).

National focal points were identified in the South-East Asia Region and the Region of the
Americas, and in the latter region, a special subcommittee of the Executive Committee met
regularly to monitor progress on the five-year plan of action. Momentum was considerably
strengthened in 1984 when all the regional committees included in their agendas an item on
women, health and development, and resolutions were adopted.

WHO prepared a report on women, health and development at the conclusion of the United
Nations Decade for Women and to coincide with the 1985 Conference to Review and Appraise
the Achievement of the Decade (2). The report drew attention to the special health needs of
women and the key roles women played in promoting health and development. Actions taken at
various levels to improve women’s health and enhance their participation in health and develop-
ment were summarized, with emphasis on action at the country level.

Reporting on the status of women, however, was handicapped by the poor quality of data. For
example, only 37 of the 120 countries that reported on health-for-all progress were able to pro-
vide data on the availability of trained personnel for attending during pregnancy and childbirth.
Nevertheless, there was a sense that the gathering of certain types of information was improving
as more governments reported studies on topics related to women’s health, such as the prevalence
of anaemia and other nutritional deficiency diseases, low pregnancy weight gain, and the distribu-
tion of food within the family and its effect on the nutritional status of women and girls. At the
global level, information was gathered on a variety of specific topics, such as female mortality, and
support was provided to some countries to strengthen their data base on women.

To share the information and use it to advocate action, meetings were held in all regions. In
the Eastern Mediterranean Region, WHO held a seminar on traditional practices affecting the
health of women and children. In the Western Pacific Region, a meeting was convened to dis-
cuss the role of women in health education. Two intercountry seminar/workshops on women,
health and development were organized in the Region of the Americas, and at the national level,
similar meetings took place in Colombia and Cuba, and a workshop was held in Mexico. In the
European Region, a major conference on women and health, held in 1983, was attended by 150
participants from 30 countries. Village coordinators for women, health and development in 17
countries in the African Region met in Brazzaville to develop their plan of work.

When it came to promotional activities, a popular booklet, Mandate for change: women,
health and development in the Americas, and a more detailed publication, Women in health and
development, were published in the Region of the Americas. In the European Region, WHO col-
laborated with the Women’s Health Information Centre in the United Kingdom, which served
as a source of literature and information and organized meetings on women’s health.

At the global level, a clearing house was established to collect and provide information and
material for WHO programmes and women’s organizations throughout the world. Publications
were prepared that highlighted specific women’s issues within a programme area; described
women’s health issues as a whole, combining existing information from all programme areas;
and detailed certain health problems from a women’s perspective. Other activities included pre-
paring and distributing, in collaboration with the Joint United Nations Information Committee,
an information kit on women, health and development, and contributions on the subject to
several radio programmes and special issues of World Health magazine.

WHO collaborated with the International Labour Organization to prepare a publication on
protecting working mothers, which summarized existing legislative provisions on maternity
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benefits on a regional basis, and emphasized the need to extend the extent and coverage of
such provisions to a wider population; more allocated time and better facilities for breastfeed-
ing, for example. Other important pieces of legislation included: the minimum legal age for
marriage; women’s rights in marriage, and in divorce, rape and abortion; harmful traditional
practices; access to credit; and basic constitutional guarantees of equality, including equal pay
for equal work. Regional reviews and replies to the United Nations questionnaire to assess
progress during the Decade for Women showed that several countries had enacted or changed
such laws in recent years.

The Joint WHO/United Nations Children’s Fund (UNICEF) Nutrition Support Programme
was initiated in 1982 to support action by the health sector for improving the nutritional status
of children and women. It aimed to promote activities to: increase women’s income; improve
their productivity; increase their access to adequate dietary information; and reverse negative
social and cultural attitudes affecting their dietary patterns.

The Thirty-eighth World Health Assembly discussed the report on women, health and
development (2) in May 1985 and unanimously supported its content and conclusions on for-
ward-looking strategies, adopting resolution WHA38.27 to this effect. The Director-General
was requested to continue to cooperate with and provide expertise to Member States to promote
women’s physical and mental health - this included informing and educating the public - and
to assist more women participate in health and socioeconomic development, particularly as
decision-makers. The Director-General was also asked to help Member States evaluate how
health development programmes and social services had affected the situation of women gener-
ally and helped protect and promote their physical and mental health.

The World Conference to Review and Appraise the Achievements of the United Nations
Decade for Women, held in Nairobi in July 1985, adopted the Nairobi Forward-looking Strategies
for the Advancement of Women. In 1986, the Thirty-ninth World Health Assembly adopted
resolution WHA39.18 on how these strategies were to be implemented. The Director-General
established a steering committee at WHO headquarters to support the planning of activities as
an integral part of various programmes and to coordinate and harmonize support to Member
States and the WHO regional offices.

A consultation was held in Geneva in December 1986 to review country and regional plans
of action and global and interregional programme activities. The Decade for Women had high-
lighted that “women were overworked and undervalued, and that the feminization of poverty
was an important issue for concern ... Poverty breeds poor health and poor health limits people
productivity and capacities, thus perpetuating poverty. Prevailing customs and attitudes that dis-
criminate against women severely limit their educational and economic opportunities.” (3) The
consultation aimed to be a “springboard to action” by incorporating women, health and develop-
ment “systematically into WHO’s Eighth General Programme of Work”. Each programme was
reviewed with reference to the general and specific health needs of women; the potential contribu-
tion of women to achieving health for all; and women’s health as a resource for development. Some
of the subsequent proposals made by the consultation group are described below.

On health system development, collaboration with nongovernmental organizations and
other agencies at country and regional levels should be promoted to obtain and disseminate
morbidity and mortality data on women, including maternal morbidity and mortality and its
causes; all mortality and morbidity data should be disaggregated by gender. Research on wom-
en’s health problems and risks should also be promoted, and the capacity of women to carry out
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health service research strengthened. Legislation was needed to improve the health and social
status of women of all ages.

On human resources for health, intersectoral action was required to increase the enrolment
of girls in primary and secondary schools, and to expand training possibilities to enable women
to attain higher positions in health institutions. In the area of accident prevention, special
attention should be given to domestic accidents, including those resulting from cooking and
collecting water. Accidents among elderly women, those occurring in schools and playgrounds,
and traffic accidents should also receive attention.

On tobacco and health, educational efforts aimed at women should be strengthened, includ-
ing information on the relationship between smoking, low birth weight and intrauterine growth
retardation, and the increased risk of thrombosis and myocardial infarction among female
smokers who used oral contraceptives.

Human reproduction research should consider the medical, legal, ethical, physiological
and social consequences of the new reproductive technologies in the developing and developed
world. Worker health initiatives should promote the health of pregnant working women and
working mothers, particularly those who were lone parents. The different determinants and pat-
terns of alcohol use and abuse by females and males of all ages, and society’s reaction to them,
should be examined more closely so that appropriate measures could be developed to prevent
and treat specific abuse-related problems.

National institutions should be encouraged to use WHO handbooks on essential surgical
and medical procedures and anaesthesia, relevant to conditions encountered in district hospi-
tals, in the basic training of nursing and midwifery personnel in addition to that of physicians.
Further research on the possible adverse effects of drugs on pregnant and lactating women
should be promoted. In the area of sexually transmitted diseases (including AIDS), sex edu-
cation for girls should be reinforced, with emphasis on close collaboration between women’s
groups and schools to develop and implement strategies. Special programmes for women on
smoking prevention should be developed.

The consultation emphasized that women, health and development was “not a vertical pro-
gramme but rather an expression of attitudes, awareness and activities aimed at integrating
women’s aspects into all programmes”. A steering committee or similar mechanism should be
established in all regions. All regional offices and headquarters should have a full-time staft
member working on women, health and development activities. Additional budgetary resources
should be available. At country level, it was recommended that the WHO representative should
give necessary support to the national focal point for women, health and development.

Another consultation, on leadership training for the women, health and development
programme, held in Geneva in September 1987, recommended a plan of action that included
approaches, processes and educational materials for Member States to adapt and use. Advocacy
to create an awareness of women, health and development issues among decision-makers was
furthered by a new global database on health and related issues that had special implications
for the health of women of all ages and their participation in health development programmes.

An interregional meeting on the role of women’s organizations in PHC, with special refer-
ence to maternal and child health/family planning, was held in Jakarta in November 1987. It
was attended by 50 participants from 13 countries representing a variety of health and social
disciplines, as well as by representatives of international organizations. The findings of three
WHO-supported studies on the situations in Ghana, Mali and Mexico were reviewed. In Mali,
the national women’s organization was actively involved in promoting family planning, often in
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conjunction with income-generating activities. In Ghana and Mexico, while women’s organiza-
tions were active in many areas, their potential for engaging in PHC and family-planning activi-
ties had not been fully realized. They needed to have more information to be more effective.

At this meeting, plans were developed to: promote the reproductive health of women; pursue
information, education and communication (IEC) activities for both women and men on their
complementary roles; mobilize the mass media for IEC; promote intersectoral activities and mobi-
lize resources; develop women’s capabilities as leaders; create awareness among women of their
legal rights; and encourage men and women to share equally family resources and responsibilities.

An issue of the World Health Statistics Quarterly was devoted to women and health. Subjects
covered included patterns and causes of excess female mortality among children in developing
countries; the reproductive health of adolescent girls; maternal mortality; hormonal contracep-
tives and the risk of cancer; women and mental health; women and cancer; and the health status
and use of the health services among older women (4).

In the WHO regions, the emphasis on activities varied according to women’s socioeconomic
and cultural conditions. In the African Region, village women were encouraged to participate in
health care through their involvement in socioeconomic development, using the PHC approach.
Half of the Member States had established ministries or national committees for women’s affairs
by the end of the decade.

In the Region of the Americas, nearly all Member States had national focal points for women,
health and development in either ministries of health or national women’s bureaux. WHO spon-
sored national seminars and workshops in all countries to raise awareness of women, health and
development issues. Reduced maternal mortality, the control of cervical cancer, and occupational
health were addressed as priorities among women’s health needs.

The strategy in the South-East Asia Region was to define special areas to support women,
health and development within technical cooperation programmes and to intensify collaboration
with national and other United Nations agencies. All Member States developed national plans of
action for women, health and development, which included activities for income generation, pro-
ducing and distributing smokeless stoves, promoting environmental health, improved nutrition
and research on women’s priority needs.

In the European Region, the emotional needs of women during pregnancy and childbirth
received increased attention. In the Eastern Mediterranean Region, an emphasis on protecting the
health of the mother and the child touched upon family planning, breastfeeding and appropriate
weaning practices, and the control and management of communicable and endemic diseases.

In the Western Pacific Region, the emphasis was on improving the women, health and devel-
opment database, achieving greater involvement of women’s organizations, and formulating a
system for monitoring the social and health status of women. Improved maternal health, particu-
larly reduced maternal mortality, was chosen as the starting point for improving women’s health.

Nutrition

The agencies of the United Nations system had established a subcommittee on nutrition of the
Administrative Committee on Coordination, which included the United Nations, UNICEF,
the United Nations Development Programme, the Food and Agriculture Organization of the
United Nations (FAO), the International Fund for Agricultural Development, the World Food
Council, the World Food Programme, the United Nations Educational, Scientific and Cultural
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Organization, the World Bank and WHO. At its first meeting, in September 1977, it agreed on a
programme of work, which included evaluating nutrition intervention programmes, nutrition
surveillance, nutrition in national planning, action-oriented research, and analysing external
resources for improving nutrition in developing countries.

Resolution WHA?30.51, adopted by the Thirtieth World Health Assembly in May 1977, called
on the Director-General to strengthen the WHO nutrition programme, specifically in the follow-
ing areas: research capacity, education and training; identifying problem areas, such as interactions
between malnutrition and infection and productive capacity, and integrating relevant programmes;
determining the most vulnerable population groups; designing systems for nutrition surveillance;
and assisting ministries of health to introduce nutrition objectives into national development plans
and to design and implement multisectoral food and nutrition policies and programmes.

After its review of the Director-General’s report on the role of the health sector in national and
international food and nutrition policies (5), the Thirty-first WHA adopted Resolution WHA31.47,
which recommended that Member States give the highest priority to: stimulating permanent
multisectoral coordination of nutrition policies and programmes, and to prevent malnutrition
in pregnant and lactating women, and infant and young children, by supporting and promot-
ing breastfeeding through public education; legislative and social action to facilitate breastfeeding
by working mothers; implementing the necessary promotional and facilitating measures in the
health services; regulating sales promotion of infant foods that could be used to replace breast milk;
ensuring timely supplementation and appropriate weaning with locally available foods wherever
possible; conducting action-oriented research to support this approach; and training personnel to
promote such an approach.

The Director-General was requested to develop, in cooperation with Member States, a pro-
gramme of research and development in nutrition that addressed these priorities; take measures
to coordinate international activities to promote breastfeeding, and to work in close collaboration
with other United Nations agencies active in this field; cooperate with national institutions in their
problem-solving research and training programmes to strengthen their capacity to combat malnu-
trition, and to stimulate technical cooperation among developing countries in this field; and to help
mobilize scientific and financial resources in support of a global effort to eliminate malnutrition.

The objective of the research programme was to translate into operational activities the
latest knowledge on improving nutritional status through community action. The emphasis was
on meeting the needs of young children, including infants during the weaning period, through
foods that were both nutritious and locally available. Nutritionists, health administrators and
social scientists from countries in different regions met to help plan the programme, and sub-
committees on nutrition were established by the global and regional advisory committees on
medical research. In the African Region, investigations aimed to determine simple indicators of
nutritional status, the most effective surveillance methods and post-weaning dietary regimes,
and appropriate technology for storing foodstuffs. In the Region of the Americas, research into
nutrition was conducted at the Institute of Nutrition of Central America and Panama and the
Caribbean Food and Nutrition Institute, as already noted. In the South-East Asia Region, the
evaluation of ongoing nutrition work in PHC programmes aimed to reinforce the nutrition
component of such programmes. In several regions, there were studies on nutrition and feeding
practices as they related to diarrhoea, and research into methods to prevent nutritional anaemia.

Various meetings helped shape the research priorities of the nutrition programme. Meeting
in 1980 to discuss the role of the health sector in food and nutrition, an expert committee iden-
tified three types of nutrition research that it considered relevant to support health measures:
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research on the health significance of nutritional status indicators; research on measures to con-
trol malnutrition; and health services research (6). On the latter, although there was sufficient
technical knowledge available on which to base community intervention programmes, there
was still a lack of evidence on the effectiveness of such measures, particularly in view of the con-
straints on manpower, financial resources and supporting infrastructure for delivering services.
The Executive Board’s discussion of this committee’s report drew attention to problems in the
acceptance of Codex Alimentarius standards (see Chapter 13). While the Codex Alimentarius
Commission was encouraged by evidence of steady progress in the acceptance of standards by
Member countries, it hoped there would be a further increase in efforts, and recommended that
where a country was unable to indicate acceptance, it should consider distributing foods free of
charge in conformity with Codex standards.

An international meeting held in Jakarta in October 1980 on controlling vitamin A defi-
ciency and xerophthalmia listed the following research priorities: increasing vitamin A and
provitamin A intake; epidemiological assessment of clinical diagnosis, vitamin A status, dietary
factors, interrelationships of vitamin A deficiency, and malnutrition and measles; determining
the impact of a programme; controlling the factors that impair vitamin A absorption and uti-
lization; and controlling the ocular factors contributing to xerophthalmia (7).

WHO cooperated with Member States in the African, South-East Asia and Eastern
Mediterranean Regions to consolidate national gains in preventing and controlling vitamin A
deficiency. Following the example of the South-East Asia Region, work began in the African and
Eastern Mediterranean Regions to prepare strategies to control iodine deficiency disorders. In
the Region of the Americas, WHO and UNICEEF collaborated with Bolivia, Ecuador and Peru
to try to prevent and control endemic goitre and cretinism, while in the Eastern Mediterranean
Region, WHO supported the Islamic Republic of Iran and Pakistan in developing iodine defi-
ciency disorder control components to include in their national nutrition strategies.

In May 1986, the Thirty-ninth World Health Assembly adopted resolution WHA39.31
on preventing and controlling iodine deficiency disorders. WHO subsequently assisted the
Administrative Committee on Coordination subcommittee on nutrition to prepare a combined
global strategy and proposal for a multiagency 10-year programme of support to Member States
in this effort. The Joint WHO/UNICEF Nutrition Support Programme prepared a guide for
health administrators and managers on how to prevent and control iron deficiency anaemia,
with emphasis on the contribution of PHC (8).

A meeting was jointly convened by WHO and UNICEF in Geneva in October 1979 on
infant and young child feeding (9). About 150 participants, including representatives from the
infant food industry, addressed five themes: encouraging and supporting breastfeeding; pro-
moting and supporting appropriate weaning practices; information, education, communication
and training; health and social status of women in relation to infant and young-child feeding;
and appropriate marketing and distribution of breast-milk substitutes (10). A joint FAO/WHO/
United Nations University expert consultation on energy and protein requirements, which met
in Rome in October 1981, outlined two sets of problems, one consisting of those biological ques-
tions that needed to be answered most urgently to provide better numerical estimates of human
requirements, the other concerning epidemiological studies to test the validity of the estimates
in populations under different environmental and social conditions (11).

The 1979 meeting (9) made recommendations on encouraging and supporting breastfeed-
ing; promoting and supporting appropriate and timely complementary feeding (weaning)
practices by using local food resources; strengthening education, training and information on
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infant and young-child feeding; developing support to improve the health and social status of
women in relation to infant and young-child health and feeding; and appropriate marketing
and distribution of infant formula and weaning foods. The marketing of breast-milk substitutes
and weaning foods should be designed not to discourage breastfeeding. There should be no sales
promotion, including advertising to the public products to be used as breast-milk substitutes or
bottle-fed supplements and feeding bottles. Promotion to health personnel should be restricted
to factual and ethical information. The meeting called for an international code on the market-
ing of infant formula and other products used in breast-milk substitutes. WHO and UNICEF
were asked to help prepare the code.

Early in 1980, WHO and UNICEF prepared a draft of an international code and organized
consultations with concerned parties. Following these consultations, a second draft was prepared
and presented to the Thirty-third World Health Assembly in May 1980. This draft was sent to all
Member States and concerned parties for their comments and suggestions. A new draft was pre-
pared for presentation to the Executive Board in January 1981 and the Thirty-fourth World Health
Assembly in May of that year. To support national workshops and other activities for health, and
other workers involved in supporting and promoting breastfeeding and improved infant feeding,
background information pertinent to all five themes was compiled in one document (10).

The adoption of the International Code of Marketing of Breast-Milk Substitutes by the Thirty-
fourth World Health Assembly was recognized as a historic event, being the first code of its kind.
More than 80 countries contributed to its drafting, along with organizations in the United Nations
system, the scientific community, nongovernmental organizations, consumer advocate groups,
and industry. The code was seen, however, as a threat to private enterprise in some circles. An
article written for the conservative Heritage Foundation, for example, advised US policymakers
to curb WHO’s (and the UN’s) international activism, while WHO was advised to return to a
narrower technical role (12).

The expert committee that met in Geneva in October 1980 (see above) was also asked to
reassess the contribution of the health sector to the fight against malnutrition, through its
direct work and in collaboration with other sectors (6). It recognized that greater awareness
of the magnitude and severity of the problem of malnutrition and of its health and social con-
sequences had prompted a multidisciplinary, multisectoral approach, yet there remained the
danger that urgent needs and individual sectoral responsibilities, particularly those of the
health sector, would be neglected. With this in mind, the committee outlined what the role of
the health sector should be in alleviating the immediate problems as well as contributing to
the long-term development goals. The topics discussed included the administrative structure
of nutrition services in the health sector; the provision of adequate manpower; and nutrition
research to support health measures.

During the 1980-1981 biennium it was recognized that resources for WHO’s nutrition pro-
grammes were insufficient to make an impact. While there had been a promising reorientation
in approach, large-scale action at country level was required. A five-year plan was developed with
UNICEF as a step towards meeting these needs. The plan aimed to reduce infant mortality and mor-
bidity, promote child growth and development, and improve material nutrition. In 1982, a pledge
of US$ 85.3 million by the Government of Italy permitted the formal launch of this programme.
That same year, projects were approved for three countries in Africa: Mali, Sudan, and the United
Republic of Tanzania. The following year, projects were developed for nine other countries. By
the end of the decade, the programme was operating in 17 Member States in four regions. During
country reviews, it was found that most countries had made substantial progress in incorporating
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improved nutritional status into national development policy, and in creating dynamic relation-
ships among the health and other sectors for achieving the objective. In a few cases, however,
programme activities were not fulfilling operational targets for reasons discussed below.

Thelegacy of ‘vertical” or isolated nutrition programmes within the health services remained
an obstacle. Also, health workers at all levels, but particularly at community level, were inad-
equately trained in nutrition. WHO’s training, therefore, sought to emphasize the tasks the
trainee would be required to carry out at a peripheral level. A model for training community
health workers was developed in collaboration with national institutes and tested at courses
attended by about 100 people from 40 countries. These courses were held in Hyderabad, India,
in 1978; Ibadan, Nigeria, in 1979; and Zinder, Niger, in 1979. This model was in 1981 translated
into guidelines for training community health workers in nutrition, and these also were tested
in several training centres. Following suggestions from trainers from developed and develop-
ing countries, a second edition was published in 1986 (13). It contained nine modules: getting
to know the community and its needs; measuring and monitoring the growth and nutrition
of children; promoting breastfeeding; nutritional advice on feeding infants and young chil-
dren; nutritional care of mothers; identifying, managing and preventing common nutritional
deficiencies; nutritional care during diarrhoea and other common infections; conveying nutri-
tion messages to the community; and solving nutritional problems in the community. Using
these revised guidelines and social mobilization, the Joint WHO/UNICEF Nutrition Support
Programme training initiative in the Iringa region of the United Republic Tanzania achieved
considerable success. About 170 rural communities organized regular growth monitoring and
reporting, and other activities for improving nutritional status.

Training community health workers in nutrition required a change in the curricula of
other health cadres, including nutritional specialists, physicians and nurses. Incorporating
community aspects proved difficult while “stereotyped curricula mainly concerned with bio-
chemistry and metabolism” remained. Such difficulty became “more marked when trying to
incorporate into training the simplified and appropriate technology needed for primary health
care”. To introduce the necessary changes required the combined efforts of many ministries and
disciplines, including the services of institutions concerned with health, agriculture, educa-
tion, information, culture, and management; a practical, workable coordination mechanism
between institutions and units concerned with training, research and implementing nutrition
activities, geared to the needs of primary health care; and revised curricula at all units giving
training in nutrition that addressed actual community problems using modern task-oriented
methods of education and incorporating intersectoral perspectives. WHO should lead efforts
to gather support from the Joint Nutrition Support Services, United Nations and non-United
Nations agencies and appropriate foreign universities to assist in funding and in supplying
technical support (14).

A document titled Measurement of Nutritional Impact was issued by WHO in 1979 for field
use in supplementary feeding programmes, particularly those supported by the World Food
Programme. It was revised in the light of experience gained in many countries and published for
a wider audience in 1983 in the form of guidelines (15). The objectives of these guidelines were
to assist countries receiving food aid identify the presence and/or absence of nutritional changes
in selected population groups benefiting from food supplements (infants, preschool children,
and primary-school children); and to enable recipient countries to modify, where necessary;,
the scope and organization of supplementary feeding programmes based on the measurements
carried out in pursuit of the first objective.
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An International Workshop on Nutritional Surveillance, held in Cali, Colombia, in July
1981, was sponsored and supported financially by the UN’s Administrative Committee on
Coordination subcommittee on nutrition, for which Dr Abraham Horwitz served as Chair
as PAHO Director Emeritus from 1986 to 1995. The workshop was also supported by the
Foundation for Higher Education of Colombia, the Agency for Technical Cooperation of the
Federal Republic of Germany, the Kellogg Foundation, the Pan American Health Organization,
the United States Agency for International Development, the University of Valle,and WHO. The
background document prepared for this workshop was subsequently revised by a team led by
the Cornell Nutritional Surveillance Program into a book that examined the role of nutritional
surveillance; outlined a procedure for deciding the precise purpose of surveillance; set out the
principles for all nutritional surveillance; and provided guidance specific to the organization
and data requirements of national surveillance systems (16).

The wide dissemination of a report on nutritional surveillance helped stimulate interest in
growth monitoring in several regions. An international seminar on nutrition was held in Malaysia
in March 1982; and nutrition surveillance systems, most often including workshop training ses-
sions and nutrition surveys, were organized or reviewed in China, Kiribati, Macao, Malaysia,
Papua New Guinea, Vanuatu and Viet Nam. In the African Region, the development and applica-
tion of a model for use by communities strengthened nutritional surveillance in 10 countries.

WHO, UNICEF and FAO agreed in 1987 to harmonize their approach to nutritional sur-
veillance by combining experience and resources to ensure governments received appropriate
and timely support. Such support would take the form of training in compiling, analysing, man-
aging and applying information, and in establishing functional surveillance systems directly
linked to action through nutrition policy-making, planning, and programme management.
At the same time, they aimed to generate information on trends in the key human nutritional
indicators that could be used internationally to promote awareness of the probable effect of
economic adjustment policies on health and nutritional status.

Oral health

The WHO global oral history data bank, which included data on 112 Member States at the
beginning of the decade, showed that while some industrialized countries were experiencing a
reduction in at least one of the two main oral diseases, namely dental caries, oral disease prob-
lems had intensified in nearly all developing countries. For some of these countries, several sets
of data made it possible to define a specific, measurable and practical goal: it related to dental
caries, and was measured as a mean value at 12 years of age of the index labelled DMF, which
stood for decayed + missing + filled teeth per person. The strategic point on that index was three
DMEF teeth per 12-year-old child, as this was the crude average in developing countries where
dental caries were increasing, and also the level to which highly industrialized countries that
had national prevention programmes had managed to reduce the disease.

This goal was largely accepted by the dental profession, WHO having proposed it to the
International Dental Federation (IDF). National chief dental officers, meeting at the Federation’s
World Dental Congress in Paris in 1979, proposed that the 1980s be designated the decade of
prevention for oral diseases. Four joint working groups were established with the IDF at the
beginning of the decade, with specific measurable goals. Three of the groups aimed to improve
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methodology in public health spheres; the fourth dealt with educational objectives and cur-
riculum guides for all levels of dental manpower.

A position paper was presented to the Fortieth World Health Assembly in May 1987 outlining
procedures for a partnership between WHO and the IDF, and the dental profession’s response to
the vast changes taking place in oral health status and needs. The paper also described the ele-
ments of basic oral health care and “health through oral health” that underscored all of WHO’s
oral health strategies, approaches, activities and projects. A blueprint was developed to guide
the “partners for oral health” initiative; the training and services development projects sup-
ported by Arab Gulf Programme for United Nations Development Organizations; the research
projects supported by the Swedish International Development Authority (now known as the
Swedish International Development Cooperation Agency) and the Swedish Agency for Research
Cooperation with Developing Countries; and developments in methodology and technology.

The two opposing trends - high prevalence in developing countries and low prevalence in
developed countries — coupled with the existence of simple preventive measures that had been
shown to reduce oral disease, stimulated a common strategy for Member States and WHO, in a
supportive role, to pursue. The strategy was outlined to the Thirty-sixth World Health Assembly
in resolution WHA36.14 (1983). While it was considered premature to declare 1984 a turning
point for developing countries in their efforts to safeguard oral health, the signs were good; in
that year, the DMF figure peaked at 2.53 before falling to 2.16 in 1986. In developed countries
the downward trend continued: 4.53 (1980), 3.88 (1984) and 3.82 (1986).

WHO’s role in this strategy was to help countries analyse their situation and establish
policies and goals, along with measurable plans and programmes, and identify obstacles
to their achievement; ensure the international collaborative oral health development pro-
gramme could overcome those obstacles by emphasizing prevention, mediated through PHC
structures; support the training of manpower, both dental and non-dental; and help develop
alternative systems for community oral health care. These aspects of WHO’s role were carried
out globally in all regions.

An expert committee met in Geneva in September 1983 to address prevention methods
and programmes for oral health. Talks centred on: established methods to prevent and control
dental caries; methods available to prevent, but more especially, control gingivitis and peri-
odontal diseases; the role of health education and health promotion in the prevention and con-
trol of oral diseases; and guidelines for setting priorities in planning and selecting procedures/
regimens for preventing oral diseases (17). The committee concluded that “although not all the
etiological factors were known with certainty, either for dental caries or for periodontal dis-
ease, enough was known today to bring about a dramatic reduction in both diseases, if not to
eliminate them completely”. WHO was advised to expedite the preparation of a manual on oral
disease prevention programmes. Countries were advised to give high priority to health educa-
tion and promotion, with oral health workers working alongside other health and community
workers to encourage country policies and a political will favourable to preventive oral health
programmes. Countries were urged also to make full use of the International Collaborative Oral
Health Development Programme.

A planning manual had been prepared earlier (18) along with the Guide to the Epidemiology
and Diagnosis of Oral Mucosal Diseases, and Conditions and a Guide to Oral Health
Epidemiological Investigations. The new planning guide concentrated on planning and imple-
menting preventive programmes (19). Five examples of planning were included, along with
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eight annexes covering different aspects of prevention, including oral cancer, developmental
defects of dental hard tissues, and dentofacial anomalies.

In several regions, there were plans to establish demonstration centres (with a strong extra-
mural component) to advise on service delivery methods, prevention, manpower and epidemi-
ology. The first such centre was opened in Thailand. Others followed in China and the Syrian
Arab Republic. The centres were used to strengthen technical cooperation between countries at
different levels of development and to disseminate standard methodology, both on integrated
planning and for improving teaching and technology. They helped further international collab-
orative research, on the intake and metabolism of fluoride in different cultural and nutritional
settings, for example, and to evaluate alternative health-care delivery systems. Useful material
for these centres emerged from an international collaborative study of dental manpower sys-
tems, to which 11 countries contributed.

Although there was a delay in establishing a demonstration, training and research centre in
the African Region, there was considerable activity in analysing the changing situation and, by
using the PHC approach, in tackling the main threats to oral health in several Member States.
Four country projects involving bilateral and multilateral aid drew on the international col-
laborative programme. Special attention was given to studying traditional methods in efforts
to promote oral health. At the end of the decade, an intercountry centre for oral health was
established at Jos in Nigeria.

In the Region of the Americas there was a strong preventive drive, especially in the area of
salt fluoridation, although monitoring results was hampered by a lack of recent data on oral health
status. To overcome this gap, improving information systems and developing appropriate oral
health indicators were emphasized. Both the new data on oral health status and the preventive
drive were supported by various studies on alternative delivery systems, developing educational
and information materials and activities, and promoting simplified equipment and materials.

The demonstration centre in Chiang Mai, Thailand, became the Intercountry Centre for Oral
Health in the South-East Asia Region. There, the performance logic approach was tested when
training personnel and delivering oral health preventive and curative services. Performance
logic was a system that sought to coordinate all aspects of a health-care process, including
operator posture, operator/patient relationships, equipment and instrument design, operator
training, and operator procedure, to ensure optimum efficiency and minimal operator stress.
The simple apparatus produced by the centre for use in households to remove excess fluorides
from drinking-water also helped promote oral health at the periphery. The work of this centre
was strengthened by collaboration with the Sparkman Center for International Public Health
Education (see Chapter 8).

By the end of the decade, the European Region could report that preventing dental caries
was continuing to change the oral health situation in Europe. Salt fluoridation had brought
further gains in prevention, notably in France. Both the quantity and quality of dental health
education was improving in the region, though the pace of change could have been more rapid.
The main thrust of regional activities was in the coordinated planning of oral health services,
with emphasis on prevention, producing appropriate manpower and developing technology.

In the Eastern Mediterranean Region, Member States continued to consolidate their oral
health programmes through situation analyses and subsequent planning. The work of the
Demonstration, Training and Research Centre for Oral Health in Damascus was a leading
example of how “health through oral health” was relevant to a wide range of situations and
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settings. All categories of health personnel received training at the centre in broad preventive
programmes, with oral health as the central theme. The centre applied the performance logic
approach in its training of dental auxiliaries.

The Western Pacific Region was characterized by some of the biggest increases and decreases
in oral disease in the world, with a spectacular reduction recorded in French Polynesia. A
variety of approaches to dental health education, prevention and treatment were applied in
countries and areas of the region.

The Chiang Mai centre hosted a WHO expert committee in late 1985 to discuss alternative
systems of oral care delivery (20). Changes in disease prevalence, in demographics as a result of
ageing and urbanized populations, and in relevant technology, required a revised framework for
oral health care, one that emphasized PHC, starting with self-care, health education and health
promotion, and complemented by restorative care. The committee was asked to explore the
effectiveness of the alternative system of oral health care being tested in Chiang Mai, including
the performance-logic training curricula and community care system.

The committee concluded that, although there were numerous ways to cover a popula-
tion, the application of performance logic, as being tested in Chiang Mai, was an effective
means of doing so as part of the common strategy for oral health. The committee reaffirmed
the need to develop referral services to absorb the demand resulting from PHC activities.
WHO should act as the focal point for distributing information to help develop a network of
performance logic users.

Another expert committee met in Chiang Mai in December 1987 to discuss monitoring
and evaluating oral health (21). In reviewing the WHO Oral Health Programme, the committee
noted its “logic, breadth and innovatory approach, as well as its efforts to adapt to new situations
and needs. The early emphasis of the Programme was on epidemiological methods and surveys,
and on developing the Global Oral Data Bank, which served to indicate the direction in which
the programme should go. Subsequent programme areas — measurable goals, data-based plan-
ning, recruitment and training, health services research, alternative systems of oral care deliv-
ery and specification of care settings — have responded to the challenges identified and have had
awidespread effect in improving oral health and care. They have also led to the present emphasis
on healthy lifestyles and quality of care and to a partnership with the International Dental
Federation, thereby involving the whole dental profession in this broad range of initiatives.”

Accident prevention

During the 1982-1983 biennium, the accident prevention programme was expanded beyond the
concern with motor vehicle accidents, which was its initial focus. Administrative responsibili-
ties for the programme rested with the European Regional Office, where the road traffic accident
programme was initiated in 1975. Work-related accidents remained the responsibility of the
workers’ health programme. The activities of the accident prevention programme included: epi-
demiology and data collection; training; support for country policy and planning; and research.

The programme developed in accordance with the recommendations of a review group, which
met in early 1986, to broaden the scope of the programme beyond road traffic accidents to encom-
pass injuries and other sectors involved in accident and injury prevention. Domestic accidents
were to be seen in their community context rather than restricted to the home.
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In all regions, an assessment of the extent and characteristics of accidents confirmed that in
industrialized countries, accidents remained a leading cause of death for more than half the span
of human life beginning at birth, and that the situation was rapidly worsening in developing coun-
tries. Analysis of data in 59 countries showed few where accidents were not among the leading
five causes of death, and the leading cause of death among young people. It was recognized that
mortality figures were insufficient to adequately assess the situation, and that greater emphasis on
recording morbidity and disability, and their consequences, was needed.

A survey in 41 developing countries, conducted early in the decade, provided epidemiological
information on road traffic accidents. These were presented to an Interregional Conference on
Road Traffic Accidents in Developing Countries held in Mexico City in November 1981 at which
50 countries met to formulate national strategies for prevention. The conference was the first
worldwide review of accident prevention policies (22).

Following on from this conference, WHO collaborated with several countries, with a view
to formulating policies and programmes for road traffic safety. Intersectoral seminars and work-
shops took place in the South-East Asia Region, in Bangladesh, Burma, India, Indonesia, Sri
Lanka, and Thailand, and their conclusions were reviewed at an intercountry workshop in Dhaka
in November 1983. Similar activities followed in the African Region, the Region of the Americas
and the European Region.

WHO was closely involved in preparations for the First International Congress on Road Safety
in Africa that was held in Nairobi, Kenya, in 1984 and organized by the Economic Commission
for Africa in cooperation with the Finnish International Development Agency. Following a broad
intersectoral exchange between transport and health interests, a plan of action was formulated
that was used by WHO to support special training programmes in the African Region.

WHO’s collaboration with the transport sector was strengthened through its involvement in
a European Commission-sponsored forum on new policies for road safety. The forum was held
in Aix-en-Province in October 1986 and organized by the Government of France as part of the
European Road Safety Year.

Road safety policies developed by several European countries were reviewed at a joint seminar
organized by WHO and the United Nations Economic and Social Commission for Asia and the
Pacific on road safety. This seminar was held in Bangkok in March 1987 to develop recommenda-
tions on decentralized road safety policies and establish networks of policy-makers and heads of
national institutions in the field of road safety to facilitate information exchange and technical
cooperation, particularly in research.

A WHO study group on new approaches to preventing road traffic injuries met in Geneva in
December 1987 to analyse traffic safety policies in selected countries worldwide (23). Proposals
were made for innovative approaches to traffic safety, particularly through improved intersectoral
coordination and closer cooperation between transport and health sectors.

Pilot epidemiological surveys were initiated jointly by WHO and the International Children’s
Centre (ICC) in Benin, Brazil, Senegal and Turkey to document the problem of accidents in devel-
oping countries. The surveys were assessed by a working group that met in Ankara, Turkey, in
November 1982. Various types of accidents common to many countries were examined, enabling
preliminary guidelines on prevention to be prepared. The group also prepared a protocol for coun-
try surveys. Both the guidelines and the protocol were finalized at an interregional symposium,
held in Manila in November 1983, which was organized jointly with the ICC and the International
Paediatric Association (IPA).
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Using the new protocol and following a WHO/IPA workshop on research development in
child accidents that was held in Cuba 1984, coordinated research on child safety, involving depart-
ments of health and national paediatric associations, started in six Latin American countries.
Following a meeting of investigators to assess the first phase of the project, the programme was
extended to countries in the South-East Asia and European Regions.

In Cuba, activities in two districts were extended to the whole country, and a national com-
mittee on accident prevention was established. A WHO recommendation on preventing acciden-
tal injury in childhood and adolescence was endorsed by the IPA. It emphasized safety promotion
within PHC, with community participation - families, children and adolescents - and that of
nongovernmental and consumer organizations. In collaboration with the IPA, a manual for com-
munity maternal and child health teams was pilot-tested during the 1986-1987 biennium.

A WHO/ICC working group met in Paris in 1985 to review the problem of violent deaths
and accidents among adolescents in the context of risk-taking behaviour in this age group. As
a follow-up to this meeting, a manual on research development in this field was produced. The
manual included models of protocols for epidemiological surveys, curricula for training various
health professionals and guidelines for programme evaluation.

A working group organized jointly with the International Center of Social Gerontology
met in Bordeaux, France, in June 1982. This group highlighted the increased risks for the aged
as a result of rapid changes in their environment, such as type of habitat, and the use of new
technologies in day-to-day life. Research on falls by the elderly was initiated in seven countries
(Australia, Belgium, Canada, France, Sweden, Switzerland and the United States of America)
based on a protocol established at a workshop held in Versailles in 1985 in cooperation with the
International Centre of Gerontology and the Kellogg Foundation’s International Scholarship
Program on Health and Aging.

Following a broad review of the literature, a protocol for studying the epidemiology of burns
was developed and pilot-tested in one burns centre in Denmark and eight in India, in collabora-
tion with the Indian Burns Association. An interregional workshop held in New Delhi in 1985
assessed the pilot phase and established a plan to coordinate further research. New studies were
initiated in Japan, Turkey and the USA. The Tokyo Women’s Hospital was designated as a WHO
collaborating centre on research and training in burn prevention and management.

A broad analysis of accidents in the community, especially in domestic settings, was initi-
ated in 1985. This was followed by a comprehensive review of domestic safety programmes and
legislation in Australia and countries of Europe and North America, as well as an analysis of
domestic injuries — particularly their sociocultural and economic determinants — in India and
several other developing countries. Two collaborating centres were designated: on domestic safety
in Amsterdam, and on injury prevention at the Centers for Disease Control and Prevention in
Atlanta, USA. Pilot programmes were undertaken during the 1986-1987 biennium in Cuba, Kenya,
Nepal and Thailand, with a view to formulating principles to manage community safety. Work on
developing community safety programmes was initiated with the International Organization of
Consumers Unions and its member organizations, particularly in Asia, during this period.

The first interregional postgraduate course on injury prevention in developing countries was
held in June 1983, in cooperation with the School of Public Health, Johns Hopkins University,
Baltimore, USA. Seventeen countries from five WHO regions sent participants, mostly senior
personnel holding administrative posts in government, major health agencies, or schools of
public health. Training material was prepared so that similar courses could be organized in
other parts of the world.
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Protection and promotion of the health of
specific population groups

Maternal and child health, including family planning

The main thrusts of this programme were: technical support to countries to strengthen national
capabilities for developing and delivering integrated care; developing and evaluating appro-
priate technologies for preventing and alleviating major maternal and child health problems;
developing and evaluating training modules and materials in maternal and child health, includ-
ing family planning, together with guidelines to be adapted to suit specific teacher-training and
community needs; and support for research into how health system infrastructure, communi-
ties and families could best apply maternal and child health/family planning technologies, and
to strengthen links with other elements of PHC.

In 1979, the International Year of the Child, a comprehensive report on maternal and child
health was presented to the Thirty-second World Health Assembly, outlining the health status
of mothers and children throughout the world, trends in developing relevant services, advances
in technology, examples of action that could be taken by countries, and suggested activities to
strengthen technical cooperation (I).

The subsequent Health Assembly resolution (WHA32.42) gave the Organization a strong
mandate to further reorient its policies. Member States were urged to ensure appropriate
national resources were available for maternal and child health work and to promote direct
and massive action in line with the concept of PHC. This required the support of individuals,
families and communities, facilitating intersectoral collaboration, and utilizing all community
workers, including traditional birth attendants. Such an approach implied a radical change in
the way most maternal and child health care was organized, since traditional services were
geared to curative and rehabilitative care, with limited coverage.

The United Nations Children’s Fund (UNICEF)/WHO Joint Committee on Health Policy
met in January 1979 to review the programme of support for training health and other workers
in socioeconomic development in maternal and child health/family planning. It outlined a new
approach that was intended to promote national self-reliance and based on the use of health
teams, extensive field training, and curricula that took into account the priorities of the com-
munity and were built from task analyses made at the local level.

Practical methods of problem definition and task analysis at the local level enabled PHC
workers in maternal and child health/family planning to acquire their knowledge in real situ-
ations. Training centres were located in the rural communities with which they were directly
involved. The emphasis was on improving the pre-service and in-service training of health
workers, with a view to transferring responsibilities to the appropriate level and promoting the
use of such resources as traditional birth attendants and community development workers.
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Support was given to developing curricula suitable for community-oriented programmes and
to producing teaching/training material.

International and regional teacher training ensured capabilities were more rapidly built.
Support was given to regional training centres in Singapore and Mauritius, while numerous
study tours and courses were organized. A workshop module was prepared for teaching mem-
bers of local groups how to elaborate learning materials for non-literates. Particular attention
was paid to the need for this type of material in the Eastern Mediterranean Region.

WHO support to maternal and perinatal health care and the care of the newborn was directed
to improving pregnancy care, birth practices, and postpartum and neonatal care, particularly
for births in developing countries that were not attended by trained personnel (estimated to be
about 50% of the total). WHO provided such support to more than 90 countries or territories
in all regions, either directly as executing agency, or together with other bodies, in the major-
ity of cases in close cooperation with United Nations Population Fund (UNFPA). As a result,
coverage provided by health services, training, and health services research was increased,
and progress made in promoting community participation and intersectoral action. In several
African, European, and Western Pacific Region countries, for example, women’s bureaux and
community groups were involved in the programmes. In the Eastern Mediterranean Region,
many of the pilot projects were reformulated and expanded into nationwide programmes. In the
Region of the Americas, links were strengthened with other sectors of socioeconomic develop-
ment, such as education, agriculture and labour.

Two extensive literature reviews, several studies, an interregional meeting, and a mono-
graph, all of which dealt with maternal mortality, bore witness to the great gap in PHC coverage
for women, both during and between pregnancies. Cumulatively, this information suggested
that the issue was not one merely of coverage, but related also to how services were organized
for appropriate referral, quality of care and supervision, and how PHC was integrated with
traditional community perceptions and attitudes towards pregnancy and delivery care.

An interregional meeting was convened by WHO in Geneva in November 1985 to high-
light the magnitude of maternal mortality and morbidity, and to suggest ways to reduce them
as part of the strategy for health for all. Participants, reporting on recently completed studies
in more than a dozen countries, helped to precisely define the problem and analysed its mag-
nitude and causes with a view to prevention. Participants concluded that significantly reducing
maternal mortality would not be possible unless women had access and timely referral to basic
obstetric services.

The International Conference on Safe Motherhood, held in Nairobi in February 1987
and cosponsored by WHO, UNFPA and the World Bank, with support from United Nations
Development Programme and many bilateral development agencies and private foundations,
was a landmark event in recognizing the prominence of maternal mortality among health prob-
lems and the need to reduce its prevalence as a matter of priority. A practical outcome of the
conference was a fund to support operational research on safe motherhood, for which WHO
was the executing agency. The Fortieth World Health Assembly, in May 1987, adopted resolu-
tion WHA40.27 calling for greater cooperation with Member States in maternal health and safe
motherhood activities. Informal mechanisms were established for regular coordination and
collaboration among the agencies and the organizations of the United Nations system, founda-
tions and nongovernmental organizations to support regional and national action.

A critical annotated bibliography (2) on traditional pregnancy and delivery practices con-
firmed that there was a consistent cross-cultural pattern and that some traditional practices
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were scientifically correct, such as an upright delivery position and the timing of cutting the
umbilical cord.

The 1986 report of a working group on essential obstetric functions at first referral level
filled a universally recognized information void in maternal care (3). It provided guidance on
the skills, knowledge, equipment, supplies and facilities necessary for such essential obstetric
tasks as caesarean section, vacuum extraction and blood replacement. Direct measurement of
haemoglobin - developed by GTZ (German technical cooperation) in collaboration with WHO
— and guidelines for the local production and distribution of a ‘10-cent’ clean umbilical cord-
care delivery kit to reduce the risk of neonatal sepsis were undergoing field trials at the time.

Perinatal deaths accounted for the largest proportion of the persistent high rate of infant
mortality and lack of continued progress after an initial lowering of infant mortality. These
rates were closely linked to the mother’s poor health and nutritional status and to pregnancy
and childbirth complications, in particular those resulting from unregulated fertility and the
absence or poor quality of maternal health services. As the rates were also associated with low
birth weight, WHO started a study of low birth weight in different parts of the world during the
1978-1979 biennium to determine the most important local factors, testing specific preventive
measures and emphasizing the role of the community. Work was carried out initially in the
Latin American countries through the Latin American Center for Perinatology and Human
Development to develop appropriate technology for perinatal care at home and at the village
level. WHO also initiated several studies in 1981 on the social correlates of infant mortality.
Joint activities were undertaken with various organizations and institutes to explain vulner-
ability of children to certain situations of poverty, such as those related to child labour abuses,
abandoned children, urban squatters, and the ‘fourth world” pockets of destitution that exist
even in affluent societies.

Among the technologies developed were simple risk profiles for use by traditional birth
attendants, and delivery kits designed to ensure the ‘three cleans” a clean delivery surface, clean
hands, and clean cord-cutting and care. In addition, more than 20 institutions in all regions
collaborated with WHO to develop simple weighing scales, or, where a substitute for weighing
was required, a system of measuring arm and chest circumference. These studies demonstrated
that measuring chest circumference was a reliable substitute for scales to distinguish low-birth-
weight infants. The focus on weighing newborns was to identify low-birth-weight infants deliv-
ered by a trained traditional birth attendant, family members or by the mother alone, in order
to identify infants potentially in need of closer monitoring, supervision or care.

One outcome of the studies on weighing was a computer software package for analysing and
adapting different weight-chest circumference cut-oft points. A simplified scoring system for
estimating gestational age was studied and tested in a similar way. Weighing scales and weigh-
ing procedures were among the subjects that continued to be addressed by the WHO/UNICEF
working group on appropriate technology in maternal and child health/family planning.

A collaborative study was undertaken by WHO to obtain a reliable picture of practices
in infant feeding, in particular breastfeeding. The study, funded by UNFPA and the Swedish
International Development Authority, had two phases. In the first, information was obtained
from about 23 000 mother-and-child pairs in at least three groups: rural, urban poor and
urban economically advantaged in nine countries. The second phase was an investigation of
the volume and composition of breast milk. Results from the first phase showed that, contrary
to what had hitherto been alleged, the decline in breastfeeding was greatest among the urban
poor in developing countries, i.e., the population at highest risk; health services were deficient
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in encouraging breastfeeding; and breastfeeding was compatible with the working and living
patterns of modern society if suitable support was provided.

The steps that WHO and Member States were taking to encourage and support breast-feed-
ing and appropriate weaning practices — providing training and information, improving the
health and social status of women, taking action to ensure the appropriate marketing and distri-
bution of breast-milk substitutes — were reported to the Thirty-seventh World Health Assembly
in May 1984 (4). Following an international workshop in Harare in 1983, sponsored jointly with
UNICEF and the Commonwealth Secretariat, a guide on implementing the International Code
of Marketing of Breast-milk Substitutes was published (5).

Inappropriate health-care practices, which betrayed a lack of understanding among health
workers about the physiology and psychosocial dimensions of breastfeeding, were among the
major obstacles to promoting breastfeeding. In response, WHO prepared information and edu-
cation materials to increase awareness among health workers. These included a brochure; a
film and discussion guide on health-care practices and breastfeeding promotion, produced in
collaboration with UNICEF; and a review of how low-birth-weight infants could be fed under
varying physical and socioeconomic circumstances.

Throughout the decade, the Organization promoted home-based records of child growth
as one way families could detect faltering growth in the early stages and seek help before the
damage from malnutrition was done. Following a series of field tests, the Organization pub-
lished in 1978 a growth chart (6) that could be used by the family (the mother) and the primary
health worker. An updated chart, published eight years later, took into account the experiences
of the countries in using the first (7). It placed a stronger emphasis on adapting the growth chart
and home-based records to particular health situations and programme objectives, leaving the
choice of design to programme managers and health planners.

WHO convened an informal consultation in 1984 to review the patterns of serious child-
hood diseases and disorders — meningitis, encephalitis, convulsions, neonatal jaundice, jaun-
dice in older children, tuberculosis, swollen joints and bones, and asthma - in the African
Region, the Region of the Americas, and the South-East Asia and Western Pacific Regions.
The consultation identified priority areas for action, in addition to deficiencies in informa-
tion, services, technology and training. To address these deficiencies, it recommended action
at family, community and PHC levels, including the development of educational materials,
guidelines for various levels of service delivery and types of health workers, and diagnostic
and managerial techniques and tools. Guidelines were prepared for dealing with some of these
serious diseases, such as meningitis, neonatal jaundice and seizures, while several Member
States began to evaluate diagnostic tools for use in PHC, including devices and approaches for
detecting these diseases.

A WHO interregional workshop on research methodology and techniques for action-ori-
ented research on the health aspects of child labour, held in Bombay in May 1984, resulted in
a training manual and workshop guidelines for such research. In September that year, WHO
and the International Society for Prevention of Child Abuse and Neglect jointly sponsored a
workshop in Montreal on the needs of urban squatter childre