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Seventh General Programme of Work
covering the period
1984-1989

Resolution WHA35.25 adopted by the World Health Assembly
in May 1982

The Thirty-fifth World Health Assembly,

Having reviewed, in accordance with Article 28(g) of the Constitution, the
draft of the Seventh General Programme of Work covering a specific period

7719841989 inclusive), submitted by the Executive Board;

Convinced that the Seventh General Programme of Work, the first of three
new general programmes of work of WHO to be implemented by the target date
of the year 2000, constitutes a satisfactory response of the Organization to the
Global Strategy for Health for All by the Year 2000;

Believing that the Programme provides an appropriate framework for the
formulation of the Organization’s medium-term programmes and programme
budgets, and that its content has been sufficiently specified to permit evaluation;

Recognizing the important contribution of the regional committees to the
development of the Programme;

1. APPROVES the Seventh General Programme of Work;

2. cALLs ON Member States to use it when deciding on their cooperative activities
with WHO as well as their intercountry health activities;

3. UrGEs the regional committees to ensure that regional programmes and
programme budgets are prepared on the basis of the Seventh General Programme
of Work;

4. REQUESTS the Director-General to ensure that the Seventh General Programme

—of Work is translated by the beginning of the period concerned into medium-
erm programmes for implementation through bienrial programme budgets, and
is properly monitored and evaluated;

5. REQUESTs the Executive Board:
(1) to monitor the implementation of the Programme on a continuing
basis;
(2) toreview the progress and to evaluate the effectiveness of the Programme
in supporting the goals of the Global Strategy for Health for All by the
Year 2000;
(3) to ensure in its biennial reviews of programme budget proposals that
these properly reflect the Programme;
(4) to carry out in-depth reviews of particular programmes as necessary to
ensure that the work of the Organization is proceeding in conformity with the
Seventh General Programme of Work.
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1. Introduction

1. Article 28 (g) of the Constitution of the World Health Organization
requires its Executive Board “to submit to the Health Assembly for con-
sideration and approval a general programme of work covering a specific

“““period”. The World Health Assembly has thus far approved six general
programmes of work, respectively for the periods 1952-1956, 1957-1961,
1962-1966, 1967-1972, 1973-1977 and 1978-1983 inclusive. These pro-
grammes were formulated by the Executive Board, approved by the World
Health Assembly and subsequently adapted to regional needs by the regional
committees. The first four general programmes of work were developed in
very broad terms. The Fifth General Programme of Work ! was somewhat
more explicit. It identified four principal programme objectives and outlined
how they were to be attained. The Sixth General Programme of Work was
even more explicit. For each of its six major areas of concern principal
objectives, divided into detailed objectives, targets, whenever possible,
related to the objectives, and approaches and activities necessary to reach
the objectives were specified. A number of output indicators were also specified
to facilitate the measurement of the outcome of activities.

2. However, shortly after the adoption of the Sixth General Programme
of Work, two major events took place, namely, the adoption in 1977 of
resolution WHA30.43 which defined the goal of “Health for all by the year
20007, and the International Conference on Primary Health Care, held in
Alma-Ata in 1978. These events greatly affected the implementation of the
Sixth General Programme of Work.

3. They also greatly influenced the Executive Board which, at its sixty-
fifth session in January 1980, decided that the focus of the proposed Sev-
enth General Programme of Work would be on the long-term goal of health
for all by the year 2000 and on WHO’s response to the global strategy for
attaining that goal. At the same session, the Board also decided that the
Seventh General Programme of Work would extend and build on the Sixth.
The intention was to retain all that was valid in the Sixth and to refine,

1 WHO Official Records, No. 193, 1971, Annex 11, p. 65.



Introduction

update and add to it as necessary to respond to new developments since it
was adopted, as reflected for example by resolution WHA29.48 on techni-
cal cooperation, resolution WHA30.43 on “Health for all by the year 20007,
the Declaration of Alma-Ata (1978), resolution WHA32.30 on “Formulating
strategies for health for all by the year 2000”, and resolution WHA33.24 on
“Health as an integral part of development”. The idea was to maintain
continuity but to move forward in accordance with the new policies and
strategies for “Health for all”.

4. The Seventh General Programme of Work is the first of the three
general programmes of work of WHO needed to cover the period until

the target date of the year 2000. The targets for the Seventh General Pro- . -

gramme of Work are therefore intermediate targets for the period 1984 to
1989 in relation to the long-term targets for the year 2000. The Programme
constitutes WHO’s support to the national and regional strategies for at-
taining health for all by the year 2000, and to the global strategy that is
the synthesis of these national and regional strategies. It therefore does not
stand alone but represents the Organization’s response to the individual
and collective needs of its Member States in connexion with the implemen-
tation of the strategies for health for all. In so doing it emphasizes “health”
as defined in WHO’s Constitution, rather than the mere control of specific
diseases.

5. The Programme thus consists of priority issues for WHO action, and
the broad lines for such action, in the health sector, as well as in other
sectors concerned as far as WHO can have an influence on them, to pro-
mote, coordinate and support efforts by the countries of the world individu-
ally and collectively to attain the goal of health for all. It therefore aims at
supporting countries individually and collectively to refine and implement
their strategies for health for all and to evaluate progress towards the at-
tainment of this goal. To this end objectives and targets have been defined -
for each of the issues included in the Programme. Particular emphasis is
laid on supporting developing countries, but the needs of developed countries
have also been taken fully into account.

6. The Declaration of Alma-Ata clearly stated that primary health care,
based on appropriate technology,! with the full participation of individuals

1 “Technology” and “appropriate health technology” are used in the sense ascribed
to them in the Alma-Ata “Report on Primary Health Care”, namely: Technology—an
association of methods, techniques and equipment together with the people using them;
Appropriate Health Technology—technology that is scientifically sound, adaptable to lo-
cal needs, acceptable to those who apply it and to those for whom it is used, and that can
be maintained by the people themselves in keeping with the principle of self-reliance
with resources the community and the country can afford.



and families in the community, is the key to attaining the target of health
for all by the year 2000. The Declaration calls on all governments to launch
and sustain primary health care as part of a comprehensive national health
system * and in coordination with other sectors. The Seventh General Pro-
gramme of Work is therefore structured in such a way as to support the
strengthening of health systems that are based on primary health care, for
the delivery of health programmes that make use of appropriate technology
and that have a high degree of community involvement. This constitutes
an evolution of trends that already appeared in the Sixth General Pro-
gramme of Work. The Seventh General Programme of Work strengthens
_ these trends by emphasizing the systematic build-up of the operational in-
“frastructures of health systems and the delivery by them of a variety of
health programmes in an integrated manner. The Programme will be im-
plemented in a flexible manner, allowing for unpredictable changes in the
world health situation in the light of which world health policy may have
to evolve. WHO’s constitutional role, and in particular the work of the re-
gional committees, the Executive Board and the World Health Assembly,
will ensure that health policies do indeed evolve in keeping with the require-
ments of a changing world.

1 A health system consists of interrelated components in homes, educational insti-
tutions, workplaces, communities, the health sector and other related sectors; action
taken within any one component affects the action to be taken within the others. The sys-
tem includes a health infrastructure which delivers a variety of health programmes and
provides health care to individuals, families and communities. Such health care con-
sists 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 con-
tact between individuals and the system, where primary health care is delivered; vari-
ous intermediate and central levels provide more specialized services and support as
they become more central. (Global Strategy for Health for All by the Year 2000, “Health
for All” Series, No. 3, p. 39.)

Introduction
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2. Progress Review of the Implementation
of the Sixth General Programme of Work

7. Before work on the formulation of the Seventh General Programme
of Work was started, a global review was made of the way in which the
Sixth General Programme of Work was being implemented and of the ex-
tent of its implementation. It is important to state at the outset that it i
being implemented systematically. Details of its implementation at the
country, regional and global levels are to be found in the Regional Direc-
tors’ reports to the regional committees and the Director-General’s reports
to the World Health Assembly, which to date are available for 1978-1979
and 1980-1981.

8. The Sixth General Programme of Work consists of a conceptual pre-
amble that defines policy, followed by a description of programme activi-
ties to be undertaken in the light of that policy. An analysis of the world
health situation pinpoints the health challenges to be expected for the period
1978-1983. A short review of the evolution and evaluation of WHO pro-
grammes leads to the definition of the role and functions of WHO during
that period. Implications for WHO’s programme for the period are also
derived from a brief analysis of long-term health trends up to the end of
the century. General principles are provided, underlining that the pro-
grammes of WHO should be oriented towards defined goals and targets.
Criteria for the selection of programmes are also spelled out, the basic cri-
terion of giving priority to the problems of developing countries being
emphasized.

9. The general programme framework that follows describes the objec-
tives of the Sixth General Programme of Work, grouped under six sections,
corresponding to the six major areas of concern of the Organization for
1978-1983. These are: Development of Comprehensive Health Services;
Disease Prevention and Control; Promotion of Environmental Health;
Health Manpower Development; Promotion and Development of Biomedi-
cal and Health Services Research; and Programme Development and Sup-
port. The Programme’s objectives come as a logical sequence to its policy
basis. These objectives, iowever, are not set in any order of global priority,
since priorities vary by country and by region.



Progress review of Sixth Programme

10. For each principal objective the Sixth General Programme of Work
describes detailed objectives, targets, approaches and activities and, some-
times, output indicators. The World Health Assembly, in adopting the
Programme by resolution WHA29.20 (1976), considered that it provided
“an appropriate policy framework for the formulation of medium-term
programmes and programme budgets within the period covered”. The
Programme was therefore translated into more detailed medium-term
programmes for implementation through programme budgets.

\
11. The need to test the methodology for medium-term programming
at that time led to the development of the medium-term programmes cor-

'responding to the Sixth General Programme of Work in a progressive

manner, the order of their development being determined pragmatically.
First to be elaborated in 1977 were the medium-term programmes for Men-
tal Health and Health Manpower Development, followed in 1978 by the
medium-term programme for the Promotion of Environmental Health,
In 1979 the medium-term programme for Comprehensive Health Services
was put together, comprising Health Services Development, Family Health,
Mental Health and Prophylactic, Diagnostic and Therapeutic Substances.
Finally, in 1980, the medium-term programmes for Disease Prevention and
Control, the Promotion and Development of Biomedical and Health Ser-
vices Research and Programme Development and Support were finalized.
Consequently, by the end of 1980, all the major areas of concern of the
Programme had been converted into medium-term programmes. In the
light of this schedule, it was possible to use only three medium-term pro-
grammes, namely, Health Manpower Development, Mental Health, and
the Promotion of Environmental Health, as bases for the preparation of the
1980-1981 programme budget, due to the short time that had elapsed be-
tween the period of its preparation and the adoption of the Sixth General

- Programme of Work. Medium-term programmes were however more widely

used for the first time for the 1982-1983 programme budget proposals,
thus helping to ensure that this programme budget reflected the objectives
and targets of the Sixth General Programme of Work, since the activities
of the medium-term programmes were defined with a view to attaining
these objectives and targets.

12. An analysis of the medium-term programmes shows that the Or-
ganization’s activities since 1978 have generally reflected both the preambu-
lar part and the specific objectives of the Sixth General Programme of

" Work. In some cases, particularly in the case of medium-term programmes

that were elaborated first, substantial revisions to the medium-term pro-
grammes were subsequently introduced in the light of the policy changes

11
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brought about by the Alma-Ata Conference on Primary Health Care (1978),
and the adoption of resolutions WHA30.43 on the goal of health for all
by the year 2000, and WHA32.30 (1979) on formulating strategies to attain
this goal. For example, in 1979 the programmes of both Mental Health
and Health Manpower Development were updated in view of the new pol-
icy developments, in order to lay more emphasis on primary health care
and related activities. In another case, the priority objectives of the pro-
gramme for the Promotion of Environmental Health were narrowed down
in view of the emphasis to be put on the International Drinking Water
Supply and Sanitation Decade. These examples illustrate the flexible manner
in which these medium-term programmes have been developed.

13. Have the criteria for programme selection been used? In general,
it can be stated that the most important determining criterion, namely pri-
ority to developing countries, has been respected, even if the other criteria
have not always been systematically applied. In particular, it appears that
the criteria relating to the determination of the organizational level or levels
for implementation of programme activities were inadequately taken into
consideration when programming.

14. The Sixth General Programme of Work’s programme classification
gave rise to many difficulties in attempts at integrated programming. The
Programme had originally advocated a coordinated approach to the im-
plementation of its six major areas of concern, but these included such het-
erogeneous objectives that coordination, both between the areas of concern
and among the constituent programmes of each of them, proved to be dif-
ficult to attain.

15. The second major obstacle encountered was that the approaches
described in the Sixth General Programme did not make it sufficiently clear
which programmes should deal with infrastructure and which with techni-
cal substance, or in other words which programmes should deal with the
health delivery system and which with the health system’s content. This oc-
curred in particular with respect to the major area of concern Comprehen-
sive Health Services, which comprises programmes relating to the content
of a health system, such as family health, nutrition, mental health, workers’
health, and the development of standard health technologies, as well as
programmes relating to health infrastructure such as the planning and man-
agement of comprehensive national health services and the development of
primary health care. As a result of all the above, during medium-term pro-
gramming there was a pronounced influence of programmes dealing with
technical substance, some of them proposing their own systems for deliv-
ering their programme.

o

S~
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Progress review of Sixth Programme

16. The lesson to be learned from this for the Seventh General Pro-
gramme of Work is that there is a need to distinguish clearly between, on
the one hand, activities dealing with the infrastructure for the delivery of
health programmes, and on the other hand those dealing with the techni-
cal content that is to be delivered. The former would include the planning
and organization of health systems based on primary health care, man-
power, and the relationships between health and other socioeconomic sec-
tors; the latter would include the content of the health system, i.e., the
technology to be used, scientific endeavours to arrive at this technology
and behavioural alternatives to it, so that it is really appropriate in the
sense of the Declaration of Alma-Ata.

17. The above-mentioned problems were exacerbated to some extent by
the staggered timing of the development of medium-term programmes.
Although this was necessary in order to test the methodology of medium-
term programming, it made coordination between major areas of concern
more difficult. The lesson to be learned for the general programmes of
work is that there is a need to formulate medium-term programmes simul-
taneously, and before the preparation of the programme budget for the
first two-year financial period. Time constraints, however, will make it
necessary to prepare concurrently medium-term programmes for the Sev-
enth General Programme of Work with its first programme budget bien-
nium, namely 1984-1985.

18. With these reservations, it can be said that the Sixth General Pro-
gramme of Work has proved a useful basis for formulating the Organiz-
ation’s programmes. The involvement of the regional committees, the Execu-
tive Board (in particular through its Programme Committee), and the World
Health Assembly proved a great asset in guiding and monitoring the im-
plementation of the Programme. Its flexibility proved valuable at all organ-
izational levels, the room left for initiative being ample in relation to the
varying needs of countries and regions. An outstanding example of this
flexibility was the resilience with which the Organization responded during
the period of the Sixth General Programme of Work to resolution WHA29.48
on programme budget policy and strategy, adopted by the World Health
Assembly in May 1976. In fulfilment of this resolution, the allocations of
WHO’s regular programme budget to technical cooperation with Member
States rose from 51.2% in 1977 to virtually 60% by 1981. Thus by that year
an additional sum of more than US$ 40 million of WHO’s regular budget
that was formerly being disbursed at other organizational levels was being
devoted to technical cooperation activities. This was achieved by cutting
down all avoidable and non-essential expenditure on establishment and

13
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administration, both at headquarters and in the regional offices; streamlining
the professional and administrative cadres; phasing out projects which had
outlived their utility ; and making optimum use of the technical and admin-
istrative resources available in the individual developing countries. More-
over, what might appear on the surface to be a mere transfer of funds to
countries from other organizational levels of WHO evolved into a pro-
gramme budget strategy which reinforced the new trends that were gather-
ing impetus throughout the world and that gave rise to momentous health
policy changes in WHO and its Member States. .

19. The Sixth General Programme of Work is being implemented during
a transitional period marked by great policy changes throughout the world
with respect to health and development and the role of WHO in promoting
these. The implementation of the Programme has consequently often been
overtaken by the dramatic launching of new health policies that will greatly
influence WHO’s activities in the 1980s and 1990s. Some of these policy
changes were foreseen in the Sixth Programme, particularly in its preamble.
But the extent to which countries have been inspired by the Alma-Ata Con-
ference on Primary Health Care, and in consequence their decision to de-
velop strategies for health for all both individually and collectively, could
not have been foreseen. The real success of the Sixth General Programme
of Work will have to be judged in the final analysis by the degree to which
it has prepared WHO to collaborate better with its Member States in the
development and implementation of strategies for health for all by the
year 2000. :

,
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3. Summary of the Global Strategy
for Health for All

20. Since the World Health Organization was founded, profound changes
have taken place throughout the world. Many new sovereign States have
emerged and on accession to independence have assumed new responsi-
bilities. Important changes have taken place in relationships between
countries, strengthening the spirit of cooperation among them. Unpre-
cedented advances have been made in science, and health and education
have become the birthright of ever-increasing proportions of the world
population. During the same period, the human environment has changed
more than ever before mainly due to human interventions, and the effects
of these are only gradually becoming apparent. Health has to be attained
in this continually evolving setting of political, economic, social, cultural,
scientific, technological and psychological factors, superimposed on the geo-
physical environment. The health of people continues to be affected by
each of these factors and, in turn, to affect them and the setting as a whole.

21. Health services themselves continue to evolve in answer to existing
and emerging problems. To counter these problems, developing countries
have frequently resorted to scientific methods and tools which were inap-
propriate for them because their young health service infrastructures were
not always sufficiently developed, and this caused an unnecessary drain on
scarce resources. In a large number of countries the already inadequate
health structures must now meet the demands of expanding populations
with an increased life expectancy, and if health care has become more easily
accessible for increasing numbers of people there is still an uneven distri-
bution of health care in many countries, rural populations being particu-
larly underprivileged. As costs soar in many countries, finite resources are
limiting the possible application of technological advances for all who re-
quire them ; this points to the necessity of seeking out new ways of making
health care universally available.

22. It has become increasingly evident that individual national efforts
alone are not sufficient to deal adequately with such diverse questions as
the preparation and use of biological substances, the development of com-
prehensive health systems and related health manpower in developing

Evolution of
the world health
situation

15
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countries, nutrition or health aspects of population dynamics in relation
to the future of human society. Thus national, regional and global health
systems are closely interwoven, and the modern world must be viewed in

terms of these relationships.

23. It is in this perspective that in the course of the implementation of
the Sixth General Programme of Work, in 1977, the World Health As-
sembly decided that the main health target of governments and of WHO
should be the attainment by all the people of the world by the year 2000
of a level of health that will permit them to lead a socially and economi-
cally productive life, popularly known as “Health for all by the year 2000”.
In 1978, the International Conference on Primary Health Care, held in’
Alma-Ata, stated that primary health care is the key to attaining this
target.

24. In 1979, the Health Assembly launched the Global Strategy for
Health For All! when it endorsed the Alma-Ata Report and Declaration ?
and invited Member States to act individually in formulating national strat-
egies and collectively in formulating regional and global strategies. In the
same year, the Executive Board issued guiding principles for formulating
strategies for health for all by the year 2000.2 Since then a large number
of countries in all of WHO’s regions have developed such strategies. A glo-
bal strategy was prepared on the basis of these, and was approved in the
Thirty-fourth World Health Assembly, in May 1981.* The Strategy de-
scribes the broad lines of action to be undertaken at policy and operational
levels, nationally and internationally, in the health and in other social and
economic sectors, to attain health for all by the year 2000. In adopting
this Strategy, the Health Assembly considered that its implementation would

require the combined efforts of governments, people and WHO, and in- .

vited Member States to enlist the involvement of people in all walks of
life, including individuals, families, communities, all categories of health
workers, nongovernmental organizations and other associations of people
concerned.® ‘

1 This will be referred to throughout as “the Strategy”.

2 Alma-Ata 1978. Primary health care, Geneva, World Health Organization, 1978
(“Health for All” Series, No. 1).

3 Formulating strategies for health for all by the year 2000, Geneva, World Health
Organization, 1979 (“Health for All” Series, No. 2).

& Global Strategy for Health for All by the Year 2000, Geneva, World Health Organ-
ization, 1981 (“Health for All” Series, No. 3).

5 Resolution WHA34.36 (1981).
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25. Health problems and socioeconomic problems are intimately inter- World health and
linked. In many countries the health and related socioeconomic situation is  related socio-
unsatisfactory, and future trends are not encouraging. In addition, tremen- economic situations
dous disparities exist among countries, and these are growing; disparities and trends
also exist within countries.

26. Nearly one thousand million people are trapped in the vicious circle
of poverty, malnutrition, disease and despair that saps their energy, reduces
their work capacity and limits their ability to plan for the future. For the
most part they live in the rural areas and urban slums of the developing

__countries. The depth of their deprivation can be expressed by a few stat-

" “istics. Whereas the average life expectancy at birth is about 72 years in the
developed countries, it is about 57 in the developing countries; in Africa
it is only about 50 and in southern Asia about 54. Whereas only between
10 and 20 out of every 1000 infants born in the developed countries die
during their first year, the infant mortality rate in most developing
countries ranges from nearly 100 to more than 200. Whereas the death rate
for children between one and five is only about one per 1000 in most de-
veloped countries, it averages about 20 in many developing countries and
more than 30 in Africa south of the Sahara. Maternal mortality rates in
many areas of developing countries, though not well documented, are known
to be from 100 to 200 times greater than in developed countries.

27. Most deaths in most developing countries result from infectious and
parasitic diseases. These are closely related to prevailing social and econ-
omic conditions, and impede social and economic development. About a
tenth of the life of an average person in a developing country is seriously
disrupted by disease. The parasitic diseases in particular are chronic and

- debilitating, and they are endemic in most poverty-stricken areas. The com-
mon infectious diseases of childhood are still rampant in the developing
countries whereas they have been reduced to minor nuisances in the devel-
oped countries. Although they can be prevented by immunization, in 1981
it was estimated that fewer than 20% of the 80 million children born each
year in the developing countries were being immunized against them.

28. Diarrhoeal diseases are most widespread in the developing countries;
they are transmitted by human faecal contamination of soil, food and water.
Only about a third of the people in the world’s least developed countries
have dependable access to a safe water supply and adequate sanitary facili-
ties. Diseases transmitted by insects and other vectors are also widespread
in developing countries and have a serious adverse socioeconomic influ-
ence. Malaria remains the most prevalent disease, in spite of the fact that

17
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in theory it can be prevented by the routine administration of inexpensive
drugs or by insecticide spraying to kill the mosquito and its larvae and to
reduce the degree of contact between human beings and vectors as well as
the lifespan of potential vector mosquitos. Some 350 million people live in
areas that still lack active control measures. Schistosomiasis, caused by a
snail-borne parasite, is endemic in some 70 countries, where an estimated
200 million people are infected. Onchocerciasis, or “river blindness”, causes
blindness in more than 20% of the adult population in some hyperendemic
regions in Africa. Development projects have increased the incidence of
these diseases—schistosomiasis due to drainage and irrigation canals pro-
viding a habitat for the snails, and onchocerciasis due to the spillways of _
dams providing a habitat for the blackfly larvae. /

29. In the developed countries, on the other hand, about half of all
deaths are due to cardiovascular diseases, a fifth to cancer and a tenth to
accidents. These problems are increasing in the developing ‘countries too.
Environmental health problems due to industrialization and urbanization
are assuming growing importance; these same problems could affect devel-
oping countries as they build up their industries. Economic growth alone
has not necessarily brought in its wake social improvements including bet-
ter health; it can also have adverse effects on health, if unaccompanied by
appropriate measures for containing these effects and for social develop-
ment. Chronic disease increases as the population grows older. In recent
years there. has been a steady increase in mental disorders and in social
pathology such as alcohol and drug abuse. These problems reflect the im-
portance of life-styles and behavioural patterns in determining community
health situations.

30. In the developing countries undernutrition afflicts hundreds of
millions of people, reducing their energy and motivation, undermining their—
performance in school and at work, and reducing their resistance to disease:
In these countries as many as a fourth of the people have a food intake be-
low the critical minimum level. Whereas the average per capita daily cal-
orie supply in the developed countries is about 3400 calories, a figure far
in excess of standard requirements, it is about 2600 for most developing
countries and only 2200 for the least developed. In addition, there are great
inequalities within countries; this is catastrophic for the underprivileged in
many developing countries, who are actually subsisting on intakes that are
well below those average figures and clearly insufficient to satisfy their
requirements. ‘

31. Literacy is of rhajor importance for health; it enables people to
understand their health problems and ways of solving them, and facilitates

18
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their active involvement in community health activities. Whereas the adult
literacy rate is almost 100% in industrialized countries, it is only 28%
in the least developed countries, and only 13% among women in these
countries.

32. In general, with some notable exceptions, countries with a high
gross national product (GNP) have a low infant mortality rate and a high
life expectancy, the opposite being the case for countries with a low GNP.
Whereas the GNP per capita ranges from only US$ 200 to US$ 1000 in
most developing countries, it ranges from US$ 5000 to US$ 10 000 in most

_developed countries. Many of the latter, in grappling with the economic
‘sroblems of inflation, balance of payments, and unemployment, are faced
with a decline in the growth of their GNP and are thus reducing public
expenditure. These problems spill over to the developing countries, with
the result that their GNPs, already low by world standards, decline still
further. The per capita income of people living in the least developed
countries is likely to grow by no more than 1% a year—an average of only
US § 2 or 3 per individual. There will even be a reduction in per
capita income for the more than 140 million people in the low income
countries of Africa south of the Sahara.

33. To add to these difficulties, health systems are poorly organized in
most countries of the world. Tremendous inequalities exist between the de-
veloped and developing countries. In the latter, approximately two-thirds
of the population have no reasonable access to any permanent form of
health care. In most countries, developing and developed alike, an over-
whelmingly large proportion of resources for the delivery of health care is
concentrated in the large cities. In addition, these resources are devoted to

—expensive, highly sophisticated technology serving a small minority of the

~ population to the detriment of primary health care for the majority. Even
in the most highly developed countries, the exploding costs of health care
are making it impossible to provide the complete range of health tech-
nology to the whole population. Deficient planning and management, in-
cluding inadequate cooperation with other social and economic sectors, is
another affliction of health care delivery systems in many countries. All too
often, multiple delivery systems act in parallel to serve the same population
group in an uncoordinated manner. This, as well as inadequate training in
health management and the insufficient use of good managerial practices,
all leads to inefficiency in the use of resources in these countries.

- 34. Despite a discernible increase in the number of health personnel
and initial success in some programmes for training health personnel in
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the light of new health manpower policies, health personnel in many
countries are not appropriately trained for the tasks they are expected to
perform, nor are they provided with the equipment and supplies they re-
quire. Health manpower varies greatly from country to country and in-
cludes a wide variety of different categories of people fulfilling different
functions in different societies, depending on their social and economic
conditions and cuitural patterns. For this reason, intercountry comparisons
are very difficult to make. Nevertheless, to illustrate the disparities among
countries, in the least developed countries one health worker of all categ-
ories, including traditional practitioners, has to serve on the average 2400
people; in the other developing countries, 500 people; and in the developed
countries, 130 people. As for medical personnel, in the least develope¢
countries there is one doctor for an average of 17 000 people; in the other
developing countries one for 2700 people; and in the developed countries
one for 520 people. To highlight the extremes—in the rural areas of some
least developed countries there is only one doctor to serve more than
200 000 whereas in the metropolitan areas of some developed countries
there is one doctor for only 300 people, and in many countries there are
ten times as many people for every doctor in rural areas as there are in
metropolitan areas.

35. The proportion of the GNP spent on health ranges from far less
than 1% in many developing countries to more than 10% in many devel-
oped countries. This implies an average of a few dollars per person per
year in the developing countries as compared with several hundred dollars
in most developed countries. Even if the low income countries were to in-
crease the amounts they spend on health at the rate of 10% per annum,
in the year 2000 they would still be spending only about 5% of the amount
now being spent in most developed countries. —

36. Trends in the growth of population and its geographical distri-
bution make the situation even more serious. More sick people means a
greater burden on the world’s economy. More healthy people would mean
more human energy and therefore greater potential for human develop-
ment. The total population of the world increased in the 1970s at an annual
rate of approximately 1.9%. If this rate of increase continues, the total
world population will exceed 6000 million by the year 2000. In 1980 the
developing countries accounted for almost 75% of the world population;
by the year 2000, this figure is likely to increase to about 80%.

37. Changes in age structure are also foreseen. In the developed countries,
23% of the population are below the age of 15, whereas 11% are aged 65
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and over; projections for the year 2000 in these countries show a reduction
to less than 22% in the population below 15 and an increase to 13% in
the population of 65 and over. As for developing countries, an average of
40% of the population is below the age of 15 and 4% are aged 65 and over.
These percentages, however, do not highlight the increase in population in
different age groups. For example, between 1980 and the year 2000 the
world’s elderly are expected to increase from 258 million to 396 million.
More than 70% of this increase will be found in developing countries.
In 1980 more than half of the world’s elderly lived in developed countries;
by the year 2000 almost three-fifths will be in developing countries. If the
__present trend towards urbanization continues, half of the world’s popu-
" ‘ation will be urban by the year 2000. This trend will result in a concen-
tration of population in relatively few large metropolitan areas, and it is
estimated that, by the year 2000, 12 of the 15 largest metropolitan areas
will be in the developing countries.

38. The extent of health problems whose causative factors adversely af-
fect the populations of a number of countries in the same geographical
area continues to grow. Many of these problems have their roots in en-
vironmental factors such as the pollution of the air and international
waterways.

39. Together, the sheer increase in numbers of people, the age and geo-
graphical distribution foreseen in different groups of countries, and the mi-
gration from rural to urban areas, all have important socioeconomic and
health implications. They will influence and place additional burdens on
physical and social infrastructures, increasing the dangers of unemployment
~ and underemployment. They will affect the production and distribution of
food, and have qualitative and quantitative implications for water, edu-
~~-~ation, housing, sanitation and health care. Moreover, a change in the age
structure of the population can also change the disease pattern.

40. Global indicators have been selected by the World Health Assembly
to monitor progress towards health for all by the year 2000.! Information
- is not yet readily available on some of them. These are the number of
countries in which health for all has received endorsement as policy at the
highest official level; in which mechanisms exist for involving people in
the implementation of strategies; in which a reasonable percentage of the
" national health expenditure is devoted to local health care; where resources

1 For the complete list, see Global Strategy for Health for All by the Year 2000,
section VII, paragraph 6, Geneva, World Health Organization, 1981 (*Health for All”
Series, No. 3).
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are equitably distributed for various population groups or geographical
areas; as well as the number of developing countries with well-defined strat-
egies for health for all, accompanied by explicit resource allocations, whose
needs for external resources are receiving sustained support from more af-
fluent countries. The following are the most recent figures for the other
indicators based on the best available information:

— as far as the percentage of the GNP spent on health is concerned, in-
formation is available mainly with respect to public expenditure. With
this proviso, public expenditure amounts to 5% of the GNP in only
12 countries; all of these are developed countries; the percentage for
all developed countries ranges from 0.9% to 6.8%. In developing
countries the percentage ranges from 0.3% to 4.3%, but the majority

" spend less than 1.5%, including 33 countries that spend less than 1%.

— the indicators selected to measure the availability of primary health
care to the whole population relate to: safe water and adequate sani-
tary facilities; immunization; local health care; and trained person-
nel for maternal and child care.

Most developed countries have coverage with safe water supply at
a level close to 100%, with piped water supply covering at least
75% of the population. In contrast, in developing countries the
coverage varies widely from 3% to nearly 100% but is mostly
below 75%. In particular in the least developed countries, the
coverage does not usually attain even the level of 40%. While the
coverage of adequate sanitation is at least 60% in a majority of
developed countries, it is less than 30% in a majority of developing
countries. The coverage is particularly low in the least developed
countries, in which usually not more than 15% of the population
have access to adequate sanitary facilities. o~

In 1981, in most developing countries immunization coverage against
the six diseases included in the Expanded Programme on Immun-
ization was below 20%, in contrast to coverage of 80% or better
in most of the developed countries. As for the attendance by trained
personnel at pregnancy and childbirth, there is wide variation ranging
from 3% to 100% among developing countries, but in a majority
of them the coverage is below 50%. On the contrary in developed
countrles such coverage exceeds 90%.

— for measuring the nutritional status of children, information is avail-
able only in regard to birth weight. In 40 countries, a majority of
which are developed, more than 90% of newborn infants have a birth
weight of at least 2500 g. In 51 countries the proportion is inferior
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to 90% and 49 of them are developing countries. The information is
not yet available for 66 countries. '

infant mortality rates and life expectancy at birth are as follows:
in most developing countries the infant mortality rate ranges from
around 30 to more than 200 per 1000 live births, but in about half of
them it exceeds the level of 100 per 1000. The rates for a majority
of the developed countries are under 20 per 1000. Life expectancy
is at least 60 years in 75 countries, which include all of the developed
countries and about one-third of the developing countries. The
figure falls below 50 years in 38 developing countries.

the following is the information available on the adult literacy rate:
for developing countries, among males the rate is at least 70% in
50 countries, and lower than 70% in 48 countries. The rate is gener-
ally much lower among females; only 36 countries have a female rate
of at least 70%, and in about 30 countries the rate does not even
reach a level of 30%. In all developed countries the literacy rate ex-
ceeds 70% for both males and females.

the figures for the gross national product per head* indicate that in all
of the least developed countries it is below US$ 500, with a range
from US$ 90 to US$ 480. In a majority of the developing countries
the rate is below US$ 1000; in 19 of these countries it does not ex-
ceed USS$ 500 per head. However, if the oil-producing countries are
included the upper level of the range for developing countries will
reach US$ 17 000, although the lowest level is only US$ 160. In the
developed countries the GNP ranges between US$ 2000 and US$ 14 000
per capita, with about a half of them exceeding the level of US$ 5000.

But all is not negative in the world health and related socioecon-

omic situation and trends. It should not be forgotten that smallpox has
been eradicated from the world. The very fact that countries have been
willing to provide the world with objective information on their health and
related socioeconomic situation should give cause for satisfaction. It is poss-
ibly a sign that more and more countries have reached a deeper under-
standing of their health and related developmental situations and, as illus-
trated for example by the Declaration of Alma-Ata, are determined to
change them for the better. International cooperation in health matters has
never been as strong as it is now; the collective decision of countries to

-1 Extracted from World development report 1981— National and international adjust-

ment.

Annex—World development indicators, Washington, D.C., The World Bank,

August 1981.
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The main thrusts of
the Global Strategy
for Health for All
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adopt the goal of health for all by the year 2000 as a main social target of
governments and WHO over the next two decades is witness to this. The
subsequent development of national and regional strategies and the recent
adoption by the Thirty-fourth World Health Assembly of a Global Strat-
egy to reach this goal are certainly encouraging signs that the world health
situation can and will improve during the period of the Seventh General
Programme of Work.

42. Most global plans of action resulting from international conferences
have been formulated at the global level in the course of these conferences.
In contrast, the Global Strategy for Health for All starts with countries,
and is built up through regions to global level where the cycle is completed:
by focusing on support to countries. It is not a separate “WHO strategy”,
but rather an expression of individual and collective national responsibility,

fully supported by WHO. Moreover the Strategy comprises the health com-

ponent of the International Development Strategy for the Third Develop-
ment Decade and thus contributes to the New International Economic Or-
der, in conformity with United Nations General Assembly resolution 34/58
concerning health as an integral part of development, and United Nations
General Assembly resolution 36/43 on “Global Strategy for Health for All
by the Year 200072

43. The Strategy is based on the concept of countrywide health sys-
tems based on primary health care as described in the Alma-Ata Report
(1978). 1t relies on concerted action in the health and related socioecon-
omic sectors following the principles of the Alma-Ata Report. It has been
drafted in accordance with the Executive Board’s guiding principles on for-
mulating strategies for health for all by the year 2000,2 and is a synthesis
of ideas derived from national and regional strategies. The Strategy is
equally valid for all countries, developing and developed alike; at the same
time, it lays particular emphasis on the needs of developing countries.
Its framework is broad enough to encompass the needs of all Member
States and of all regions, and flexible enough to permit adaptation of
national and regional strategies in such a way that they reflect national
and regional variations on worldwide themes. The strength of WHO’s Mem-
ber States lies in this very capacity to work out global themes together and
apply them in their own country after appropriate adaptation.

! This resolution was adopted unanimously by the United Nations General Assembly
on 19 November 1981.
2 “Health for All” Series, No. 2, 1979.
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44. The main thrusts of the Strategy are the development of the health
system infrastructure starting with primary health care for the delivery of
countrywide programmes that reach the whole population. These pro-
grammes include measures for health promotion, disease prevention, diag-
nosis, therapy and rehabilitation. The Strategy involves specifying measures
to be taken by individuals and families in their homes, by communities, by
the health service at the primary and supporting levels, and by other sec-
tors. It also involves selecting technology that is appropriate for the country
concerned in that it is scientifically sound, adaptable to various local cir-
cumstances, acceptable to those for whom it is used and to those who use
it, and maintainable with resources the country can afford. Crucial to the

‘Strategy is making sure of social control of the health infrastructure and

technology through a high degree of community involvement. Also spelled
out is the international action to be taken to support the above national
action through information exchange, promoting research and development,
technical support, training, ensuring coordination within the health sector
and between the health and other sectors, and fostering and supportmg
the essential elements of primary health care in countries.

45. An inseparable part of the Strategy is the action required to pro-
mote and support it. This includes strengthening the ministry of health, or
analogous authority representing the whole health sector, as the focal point
for the national strategy. It is necessary to ensure political commitment at
the highest level nationally and internationally, as well as the support of
economic development planners. Professional groups inside and outside
the health sector will have to be enlisted. Appropriate managerial process
for national health development will have to be developed and applied,
and biomedical, behavioural and health systems research oriented to

support the Strategy. Policy, technical and popular information to ensure

acceptance of and involvement in the Strategy will have to be widely
disseminated.

46. Also inseparable from the Strategy is the action required to gener-
ate and mobilize all possible resources. All human resources will have to
be mobilized, not only health personnel. All types of health personnel as
appropriate to the country will have to be trained, motivated and mobil-
ized. The best use will have to be made of available human and financial
resources and investments in health will have to be increased if necessary.
The international transfer of resources from developed to developing
countries will have to be rationalized and these transfers increased if
necessary.
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47. Intercountry cooperation is an essential feature of the Strategy
because few countries will be able to formulate and implemgnt their
strategies independently. Such cooperation involves technical and economic
cooperation among countries, and the use of WHO’s regional arrangements
to facilitate such cooperation. WHO in general will be crucial for devel-
oping and implementing the Strategy through the exercise of its consti-
tutional role in regard to international health work. Details of this role
during the period of the Seventh General Programme of Work are pre-
sented in Chapter 4 below. - .
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4. Roles, Functions, Processes and
Structures of WHO

48. The Organization’s role and functions are firmly rooted in its Con-
stitution, which states that WHO has a leadership role to play in inter-
national health. It can best maintain this rale by consistent stimulation of

“policies, thought and action in the field of health, by pioneering solutions

to difficult health problems and by daring to innovate even in the face of
conventional wisdom.

49. Different emphasis has been given at different times to the Organ-
ization’s role and functions in response to the world health situation.

50. While the directives included in past resolutions of the World Health
Assembly will continue to be carried out, such as resolution WHA23.59
(1970) which lists certain important functions of the Organization, the role
of WHO during the period 1984-1989 will be largely determined by the
Organization’s responsibilities concerning the implementation, monitoring
and evaluation of the regional and global strategies for health for all.
Thus it will be shaped by the recommendations of the World Health As-
sembly in resolution WHA33.17 concerning the study of WHO’s structures
in the light of its functions, by resolution WHA34.24 concerning WHO’s
role in international health work through coordination and technical co-

_operation and by the United Nations General Assembly resolution 34/58

(1979) concerning health as an integral part of development.

51. 'WHO will be crucial for developing and implementing the Strategy
for Health for All by the Year 2000 through the exercise of its constitutional

" role in regard to international health work; this comprises in essence the

inseparable and mutually supportive functions of coordination and techni-
cal cooperation. Particular attention will be paid to the formulation of the
Organization’s future general programmes of work in response to the Strat-
egy, and to the restructuring of the Organization in the light of its func-
tions in support of the Strategy. WHO will intensify its global programmes
for the essential elements of primary health care. It will ensure action at
national, regional and global levels. To this end, WHO Secretariat will give
top priority to the Strategy. The Director-General will exercise his full

Roles and functions
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constitutional responsibilities with respect to the implementation of the
Strategy. At the same time, ultimate responsibility will lie with Member
States.

52. Promotion and coordination will be ensured through the fulfilment
by the Health Assembly, regional committees and Executive Board of their
constitutional functions, and through the enlistment of other sectors as a
follow-up of United Nations General Assembly resolutions 34/58 on health
as an integral part of development and 36/43 on the Global Strategy for
Health for All by the Year 2000. WHO will use the Strategy to support
the International Development Strategy for the Third Development
Decade, thus contributing to the New International Economic Order. The
Organization will take action to gain the support of banks, funds, and
multilateral and bilateral agencies. It will also promote the Strategy through
nongovernmental organizations and the use of the mass media. As part of
the Strategy it will contribute to the promotion of peace in conformity
with resolution WHA34.38. In this resolution the Health Assembly recog-
nized that the preservation and promotion of peace was the most significant
factor for the protection of people’s life and health, and made a strong
appeal to Member States to multiply their efforts to consolidate peace in the
world, reinforce détente and achieve disarmament so as to create conditions
for the release of resources for the development of public health. It requested
the Director-General to expedite and intensify the study of the contribution
that WHO could and should make to economic and social development and
to facilitate the implementation of the United Nations resolutions on
strengthening peace, détente and disarmament and preventing thermo-
nuclear conflict. '

53.  WHO will facilitate technical cooperation among its Member States,
both developing (TCDC) and developed, and between developing and de-
veloped countries. The Organization will act as an international clearing
house for valid technical information. It will promote and support research
and development, will act as the focal point to support the establishment
and application of managerial processes for national health development
and will foster manpower development. It will use its influence to strengthen
international coordination within the health sector and will promote inter-
sectoral action for health at the international level particularly through the
establishment of bilateral and multilateral arrangements with other United
Nations agencies and with nongovernmental organizations.

54. One of the most important functions of the Organization during
the period of the Seventh General Programme of Work will be its role in
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the collective generation of knowledge and in turn in the collective and in-
dividual use by Member States of the knowledge generated in WHO. The
Organization’s role with respect to information transfer also illustrates the
inseparability of its coordinating and technical cooperation functions. The
coordinating function includes capitalizing on WHO’s impartiality to en-
sure the availability of valid information that will permit Member States
to make rational decisions on health technology and on health systems.
To ensure that information is valid demands a willingness on the part of
Member States to cooperate with one another in its generation and selec-
tion, and a readiness to use it however much it may contradict existing

 beliefs and dogmas.

55. To generate and mobilize the necessary resources WHO will ensure
the international mobilization of people and groups who can support the
Strategy, and will foster the coordinated international transfer of resources
in support of the strategies of developing countries. However, the resources
to be used will be first and foremost those of the country concerned, and
the choice of solution to the problem concerned will therefore have to be
largely determined by existing and potential national resources. WHO’s re-
sources are meant to develop national resources, not to supplant them.
WHO will therefore be increasingly involved in focusing international at-
tention and resources on priority health problems and in assisting Member
States to obtain and use external collaboration that will help them solve
these problems.

56. As a consequence of the modification of certain of the functions of,
and the roles played by, the Organization, its structures are being progress-
ively modified in response to resofution WHA33.17, emphasizing the role
played by its Member States in the democratic control of the Organization.
Mechanisms are being established or strengthened for ensuring a continu-
ing dialogue and cooperation between Member States and their Organiz-
ation, with a particular view to ensuring that national and international
health programmes are well coordinated.

57. The World Health Assembly’s constitutional authority, as the su-
preme organ for determining WHO’s policies, will be maintained to the
full. Its monitoring and control functions will be increased with respect to
the work of the Organization, including the follow-up and review of the
implementation of its own resolutions. This will entail further improvement
of its methods of work and in particular careful consideration of the prac-
ticability of resolutions and other policies before their adoption. Greater
initiative of the regional committees in proposing resolutions to the World

+ Health Assembly will be encouraged.

Structures
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58. The role of the Executive Board will be strengthened in giving ef-
fect to the decisions and policies of the Health Assembly and in advising
it, particularly with respect to attaining the goal of heaith for all by the
year 2000. Among other things the Board will ensure that the Organiz-
ation’s general programmes of work, medium-term programmes and pro-
gramme budgets are optimally oriented towards supportmg the strategies
for health for all of Member States. :

59. The regional committees will take a more active part in the work
of the Organization and will submit their recommendations and concrete
proposals on matters of regional and global interest to the Executive Board.

They will intensify their efforts to develop regional health policies and pro-:""

grammes in support of national, regional and global strategies for health
for all. They will promote greater interaction between the activities of WHO
and those of all other bodies concerned in the region, including bodies of
the United Nations system and nongovernmental organizations, in order
to stimulate common efforts for attaining health for all by the year 2000.

60. Closer correlation of the work of the World Health Assembly, the
Executive Board and the regional committees will reinforce the structural
interdependence of all echelons of the Organization.

61. To ensure the provision of timely, adequate and consistent Sec-
retariat support to the Organization’s Member States, individually and col-
lectively, the functions of WHO staff in countries and in particular the
WHO programme coordinators (WPCs), as well as the functions of the re-
gional offices and of headquarters are in the course of being redefined and
the organizational structures and staffing are being adapted accordingly.

62. The Seventh General Programme of Work will lead to the building -
up of global programmes as national and regional variations on universal
themes as was the case with the Sixth. This will mean elaborating inter-
country and regional programmes that reflect countries’ priority needs,
interregional programmes that reflect the collective priority needs of a num-
ber of regions, and global promotion and coordination of these regional
and interregional programmes. The “top to bottom” and “bottom to top”
approaches will be combined. Thus, global policies and principles will pro-
mote regional and national programme development. These will give rise
to programme activities at national and regional levels, and will in turn
influence the global policies and principles.

63. In recent years WHO has greatly modified the processes it applies for
the development and management of its programme. It has now established
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a unified managerial process. Thus, general programmes of work are
formulated on the basis of the Organization’s policies and strategies for
implementing these policies. These programmes of work are then converted
into medium-term programmes, and these in turn form the basis of bien-
nial programme budgets. A process of monitoring and evaluation tracks
the course of implementation of programmes and assesses their efficiency
and effectiveness with a view to improving them as necessary. Ensuring the
availability of relevant information for and from all these components is
an integral part of the managerial process.

64. The process of medium-term programming, closely linked with

biennial programme budgeting, was applied to the implementation of the

Sixth General Programme of Work, and has facilitated the development of
coordinated programme activities throughout the Organization. The process
of programme budgeting has been progressively refined, and applied ac-
cordingly particularly at the regional and global levels. The application of
the process of the programme budgeting of WHO’s resources in countries
is still in its early stage. Instead of, as in the past, the execution by WHO
of unrelated projects, the process now aims at the joint development of
countrywide programmes and health systems for their delivery that can be
maintained by the country after WHO’s direct cooperation in them has
ceased. The process of evaluation is being tried out, thus facilitating the
assessment of progress in carrying out the Sixth General Programme of
Work and the learning of lessons for the Seventh. The nature of infor-
mation support for the managerial process has been clearly defined at all
levels of the Organization, and a management information system is oper-
ational to ensure the availability of relevant information for the planning,
monitoring and evaluation of WHO’s activities.

65. Further details on the use of the managerial process for the im-
plementation and evaluation of the Seventh General Programme of Work
are provided in Chapters 8 and 9.

31



Programme
principles

32

5. General Programme Framework

66. Taking into account the world health situation in relation to the
world socioeconomic situation as described above, the Seventh General
Programme of Work covering a specific period will consist of the support _
WHO can provide to the strategies for health for all during the perlod
1984-1989 inclusive. WHO’s programmes will be oriented towards defined
goals and tasks during this period and will include those major fields of
activity which have been identified as fundamental in these strategies. These
programmes will be sufficiently flexible to integrate globally determined
policies, regional characteristics and individual country needs, and to take
into account any shift in priorities during the period considered. They will
also take into consideration the need for collaboration in all other national
and international efforts in the field of socioeconomic development and
health. They will be a blend of country, intercountry, regional, inter-
regional and worldwide activities, making use of the unique position and
role of WHO in the development of world health, as well as its statutory,
financial, and other possibilities.

67. Therefore the various programmes, activities, services and functions
developed by the Organization within the Seventh General Programme of
Work covering a specific period should comply with the following principles:

(1) they should correspond to the major functions of the OrganizationA
as defined by Article 2 of the Constitution and in particular by the Twenty-
third World Health Assembly in its resolution WHAZ23.59 (1970) and by
the Thirty-third World Health Assembly in its resolution WHA33.17;

(2) they should be guided by the principles of the Alma-Ata Declaration
and by the Report of the International Conference on Primary Health Care
held in Alma-Ata in 1978;

(3) they should meet defined criteria:

— in regard to quality of planning and management as expressed in
previous decisions of the Executive Board and the World Health
Assembly, and as reflected in the growing experience of the Organ-
ization; and
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— specifically in regard to the rationale for selecting programme areas
for WHO's involvement, programme approaches for attaining the
objectives of these programme areas, the organizational level or
levels for implementation of programme activities, and the type of
resource to be deployed;

(4) they should, to the extent possible and wherever applicable, have
quantified characteristics and country-oriented targets against which their
progress could be assessed by the regional committees, the Executive
Board and the Health Assembly. They should concentrate on those prob-
lems or fields of activity which have been identified as priorities for

~~the implementation of national, regional and global strategies for health for
all by the year 2000.

68. The third of the programme principles enumerated in paragraph 67 Programme criteria

above states that the general programme of work should meet defined cri-

teria and specify the types of criteria to be used. The selected criteria that

follow are intended for use by countries, regional committees, the Execu-

tive Board, the World Health Assembly and the Secretariat. They represent

the main types of criteria necessary for arriving rationally at decisions,

although it is not intended that all of them should be applicable simul-

taneously. The basic criterion of giving priority to problems of developing

countries is emphasized, greatest support being given to least developed

countries and to the needs of the economically and socially underprivileged

wherever they may be. Those criteria that have a direct bearing on WHO’s

activities in countries will have to be applied in a flexible manner until such

time as the expressed needs of governments become synonymous with their

needs as perceived in the light of the policies they have adopted in WHO.
" —  Criteria for selection of programme areas for WHO involvement

69. The following criteria will be used to select programme areas for
WHO involvement:

(a) the problem with which the programme area is concerned is clearly
identified;

(b) the underlying problem is of major importance in terms of public
health, in view of its incidence, prevalence, distribution and severity;
or in terms of its related adverse sociocultural and economic im-
plications;

(c) the programme is of high social relevance and responds to identified
components of national, regional and global strategies for health
for all;
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(d) there is a demonstrable potential for making progress towards the
solution of the problem;

(e) there is a strong rationale for WHO’s involvement because the pro-
gramme area is specifically mentioned in the Constitution, or resol-
utions of the World Health Assembly, Executive Board and re-
gional committees; WHO’s involvement has been clearly indicated
in national, regional and global strategies for health for all; WHO
is in a unique position to deal with the underlying problems in view
of its constitutional role in international health work; WHO’s in-
volvement could have a significant impact on the promotion of
health and improvement of the quality of life; WHO’s involvement—
will promote self-sustaining programme growth at national level;
the problem requires international collaboration for its solution;
the programme has potential for generating intersectoral action for
health development; or WHO’s status as a specialized agency of

" the United Nations system requires collaboration with other agencies
of the system for the solution of the problem;

(f) WHO’s non-involvement would have serious adverse health reper-
cussions.

—  Criteria for determining organizational level or levels for implementation
of programme activities

70. The following criteria will be used to determine at which organiz-
ational level or levels programme activities should take place.

(@) Country activities should aim at solving problems of major public
health importance in the country concerned, particularly those of ™
underprivileged and high-risk populations, and should result from
a rational identification by countries of their priority needs through
an appropriate managerial process. They should give rise to the es-
tablishment and sustained implementation of countrywide health
programmes.

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

Interregional and global activities are indicated if: similar require-
ments have been identified by a number of countries in different
regions following a rational process of programming; the activity
consists of facilitating or supporting technical cooperation among
countries in different regions, and its pursuit is likely to contribute
significantly to attaining the programme objectives; for reasons of
economy the interregional framework is useful for pooling selected
resources, e.g., for the provision of highly specialized and scarce ad-
visory services to regions; the activity encompasses global planning,

‘management and evaluation; the activity is required for global health

coordination and for central coordination with other international
agencies.

— Resource criteria for programme activities

71.

(@)

®)

72.

The following are the most important resource criteria:

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

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

An approach is understood in this general programme of work as

a means, expressed in broad terms, for attaining an objective. There are
various means for attaining the same objective, and ideally each of them

! Technical and economic cooperation among developing countries.

Approaches
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should be considered separately and in conjunction with others in order to
arrive at what appears to be the best combination at the lowest cost. Some
approaches for attaining health objectives lie outside the heaith sector, for
example, housing or development schemes which sweep away the ecologi-
cal factors creating disease situations.

73. Within the health sector very many approaches are available. WHO,
in view of its international nature and limited resources, is unable to apply
all of them, but it is attempting to broaden its conceptual armamentarium
and extend its technical and managerial skills for the purpose. It is in a
unique position to promote international political action for health, en-
courage action by other social and economic sectors, and coordinate the
channelling and use of external resources for health.

TN

74. Two general approaches will be especially emphasized in the Sev-
enth General Programme of Work, namely: coordination and technical co-
operation. These two approaches, which constitute the inseparable essence
of WHO’s role in international health work conferred on it by its Consti-
tution, can on no account be considered as being separate. On the contrary,
their mutual support will form part of every programme, as recognized by
resolution WHA34.24 (1981) on the meaning of WHO’s international health
work through coordination and technical cooperation. The mutually sup-
portive application of these approaches can be summed up as fulfilling the
coordinating role of collective generator and guardian of international
health policy and the technical cooperation role of working together with
countries to apply that policy. '

75. The meaning of WHO’s international health work can best be re-
flected by a consideration of WHO’s unique constitutional mission; the Or-
ganization was created as the intimate international health partner of every—

‘Member State, indeed as an international extension of each country’s health
sector and the collective expression of the health aspirations and actions of
all Members. WHO acts both as a neutral platform which enables Mem-
ber States to take collective decisions on health policies, doctrines and pro-
grammes, and as a vehicle which enables them to cooperate with their Or-
ganization and among themselves in putting into practice what they have
decided collectively. It is this combination of worldwide coordination in
health matters and cooperation in applying the fruits of these coordinated
efforts that gives rise to the uniqueness of WHO’s role in international health.

76. The distinctive features of coordination and technical cooperation,
and the ways in which they support each other, are illustrated in further
detail in the paragraphs that follow.
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—  Coordination

77. The first of the Organization’s twenty-two constitutional functions
Is “to act as the directing and coordinating authority on international health
work”™. Whereas WHO’s technical cooperation is primarily a process of
two-way action between WHO and its Member States, WHO’s coordi-
nating function in international health is carried out primarily through the
collective action of its Member States. This collective action takes place in
the Health Assembly, the Board, and the regional committees, with the
support of the Secretariat, as prescribed in the Constitution. These struc-
tures are supported by a wide range of mechanisms for providing scientific,
“technical and managerial expertise, whose generation or synthesis WHO
coordinates on a worldwide scale. The application by individual Member
States of policies and principles adopted collectively by them in WHO
illustrates well the voluntary acceptance of the Organization’s leadership role
in international health work. This role is a proper manifestation of direc-
tion and coordination, a function of WHO made possible by the fact that
it is fulfilled through the collective action of Member States.

78. Coordination implies, essentially, WHO leadership aimed at bring-
ing to bear the right solution on the right problem with the right amount
and quality of resources at the right time and place.! It thus lies within the
Organization’s coordinating function to identify health problems through-
out 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 poli-
cies and the development of international strategies, plans of action and
programmes for giving effect to these policies. They also include the reach-

“ing of agreement on priorities for implementation. 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 research workers to fulfil these goals. The right place for WHO’s
activities is principally within countries, activities at other levels supporting
country endeavours. As for the right time, this implies a forward-looking
approach..

1 WHO Official Records, No. 233, 1976, Annex 7, p. 73.

37



General programme framework

38

79. As part of its coordinating function, the Organization tries to match
needs in some countries with resources in others and to mobilize, rational-
ize and secure the international transfer of resources accordingly. The co-
ordinating function also includes the strengthening of relationships with
international nongovernmental organizations working in the health sector.
In addition, it includes joint action with other sectors at the international
level, both inside and outside the United Nations system, in common en-
deavours for health and socioeconomic development. '

80. An important aspect of WHO’s c'obrdinating function is the gener-

ation and international transfer of valid information on health matters, the

Organization serving as a neutral ground for absorbing, distilling, synthesiz-
ing and disseminating information that has practical value for countries in
solving their health problems. In this way, WHO can provide the world
with an objective assessment of what is really valuable for health develop-
ment, and it can identify those health problems for which there is as yet
no suitable answer. The Organization also has an important role in ensur-
ing the proper use of this information. This last aspect forms part of WHO’s
technical cooperation functions, and the complementarity of these two as-
pects of information transfer also illustrates well the mutually enhancing
nature of the Organization’s two major functions of coordination and tech-
nical cooperation. g

— Technical cooperation

81. Technical cooperation implies joint action of Member States coop-
erating among themselves and with WHO to achieve their common goal
of the attainment by all people of the highest possible level of health, and
in particular the goal of health for all by the year 2000. Member States
can best attain these goals by implementing the policies and strategies they
have defined collectively in WHO. Technical cooperation is characterized
by equal partnership among cooperating parties, developing and developed
countries alike, WHO and, where applicable, other intergovernmental bi-
lateral, multilateral and nongovernmental organizations participating in
technical cooperation; respect for the sovereign right of every country to
develop its national health system and services in a way that it finds most
rational and appropriate to its needs; mobilizing and using all internal as
well as bilateral and other resources to this end; and for this purpose mak-
ing use of scientific, technical, human, material, information and other sup-
port provided by WHO and other partners in health development. Cooper-
ating parties are mutually responsible for carrying out jointly agreed decisions
and obligations, exchanging experience and evaluating results obtained, both
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positive and negative, and making the information thus generated available
for the use and benefit of all.

82. There are four interlinked types of technmical cooperation, which
together form an organic whole. Their characteristics are outlined below.

83. Technical cooperation between WHO and its Member States is an
approach whereby Member States cooperate with their Organization by
making use of it to define and achieve their social and health policy objec-
tives, through programmes that have been determined by their needs and
that are aimed at promoting their self-reliance for health development.

"WHO?’s role in technical cooperation between itself and its Member States
is thus to support national health development that has been defined in
countries by countries in line with policies adopted collectively in WHO.

84. Technical cooperation among developing countries (TCDC) means
cooperation between two or more developing countries.® This cooperation
is for the purpose of social and economic development and is part of the
drive of these countries towards individual and collective self-reliance. It con-
forms to the principles formulated by the United Nations Conference on
Technical Cooperation among Developing Countries, held in Buenos Aires
from 30 August to 12 September 1978, which considered TCDC as a vital
force for initiating, designing, organizing and promoting cooperation among
developing countries so that they can create, acquire, adapt, transfer and
pool knowledge and experience for their mutual benefit and for achieving
national and collective self-reliance, which are essential for their social and
economic development. TCDC in the field of health encompasses the exam-
ination by each country of its own needs, the review of existing resources

_and capabilities and, through discussion and mutual agreement with other
interested countries, the selection of ways and means for the exchange and
transfer of specific resources which lend themselves to cooperative activities
and joint ventures. This might include, for example, the production, pro-
curement and distribution of essential drugs and medical equipment, the
development of low-cost technology for water supply and wastes disposal,
joint training programmes for manpower development, and collaborative
research. Whereas the financing of TCDC activities should be mainly the
responsibility of the countries themselves, WHO may cover certain costs
required to facilitate such activities. TCDC for health may take place

1 Since technical cooperation and in particular TCDC are essential approaches to be
applied throughout all programmes they are not mentioned specifically in each pro-
gramme described in Chapter 7, to avoid repetition.
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without WHO involvement. At the same time, WHO has a duty to support
countries in their cooperative endeavours for health, and will do so when-
ever the opportunity arises and the countries concerned are interested in
WHO’s involvement. Indeed, such support to the cooperative endeavours
of countries should be the basis of WHO?’s intercountry activities.

85. Mention should also be made of technical cooperation among de-
veloped countries, in which WHO will continue to be an active catalyst of
cooperation with respect to a wide range of health problems of particu-
lar interest to them. Such cooperation often takes the form of intercountry
activities carried out under the aegis of WHO at minimal cost to the Or-
ganization. WHO also maintains technical relationships with geopolitical”
groupings of developed countries, such as the Council for Mutual Econ-
omic Assistance (CMEA) and the European Economic Community (EEC).

86. Finally, a fourth type of technical cooperation for health is techni-
cal cooperation between developed and developing countries. Such cooper-
ation has been a feature of international health for many decades, but in
recent years it has been taking a new form of trilateral or multilateral co-
operation for health development, which is in keeping with the principles
of the New International Economic Order.

— Specific approaches

87. Well established approaches, such as the formulation of standards
and norms and the development, adaptation, application and transfer of
appropriate methods and techniques which are socially relevant to countries,
will continue to be used by the Organization. To this end scientific research,
whether biomedical or behavioural in nature, will be widely promoted and
efforts made to foster collaboration among research workers in national
institutions, and thus help to build up national capabilities and national
infrastructures for health research. Technology used for medicine and health
will be assessed and efforts made to arrive at health technology appropriate
for countries with different socioeconomic and epidemiological character-
istics.

88. WHO will pursue the promotion of international understanding of
the concepts of the strategies for health for all by the year 2000 and of
health systems based on primary health care, and will offer a permanent
forum for the formulation of further international policies for health and
social development. A related approach will be collaboration with other
organizations and institutions for this purpose, especially within the
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framework of the New International Development Strategy for the Third
United Nations Development Decade with a view to establishing and
maintaining the New International Economic Order. Wider and closer
collaboration will take place with nongovernmental organizations.

89. The following are illustrations of approaches that might be used at
country level.

Q0. It is again stressed that the fundamental approach is to induce
governments to make WHO their active partner in matters of health by
carrying out individually the policies they have agreed on collectively in

~—~WHO. This implies in particular using the Global Strategy for Health for
All by the Year 2000, which reflects national and regional strategies, and
which was agreed upon collectively in the World Health Assembly, in or-
der to develop and implement national strategies for health for all.

91. To do so implies using WHO’s resources to promote relevant
countrywide programmes with in-built self-sustaining growth, health infra-
structures based on primary health care, technology and behavioural alterna-
tives that are appropriate to the conditions of the country concerned, the
requisite intersectoral action, and adequate community involvement in
shaping and controlling the health system. From this description, it is clear
that the emphasis must be on the development and operation of national
activities for health development, in which government execution is self-
evident and active public support is crucial. However, the government may
wish WHO to cooperate closely in the planning and implementation of
some of these activities, and WHO may even agree to considerable par-
ticipation in the implementation of some of them during their initial phase
until such time as national personnel and other national resources can fully

~—take over, provided this takes place as an integral part of, and does not
undermine, government execution.

92. In addition to government execution of national health programmes
in whose planning or implementation WHO is cooperating, national per-
sonnel in health and related fields should be engaged to a greater extent
in the work of WHO at regional and global levels, and exchange of national
health staff and experts more widely carried out.

93. One of the prerequisites for promoting health is the formulation of
national health policies, strategies and plans of action. Methodological sup-
port will need to be strengthened in relation to these. Of great importance
in this connexion is the application of an appropriate managerial process
for national health development and the related health systems research.
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Legislation too is often required for the implementation of national health
strategies.

94. Fostering of community involvement in the development and con-
trol of health strategies and of the delegation of responsibility and auth-
ority to communities to organize their own primary health care or selected
elements of it is crucial for the success of these strategies. Public education
and information on health is essential to stimulate people’s interest in the
promotion of their health and political interest in solving health problems.
But such information is often inaccurate and sensational. WHO should be
more active in helping ministries of health to provide accurate yet stimu-

lating information on health to the mass media and through them or in’

any other way to lay groups and the public at large.

95. Of equal importance is the fostering of intersectoral action through
cooperation between ministries of health or analogous authorities and other
ministries concerned, for example by establishing multisectoral national
health councils, interministerial committees, arrangements between minis-
tries of health and other ministries and sectors concerned. Particular atten-
tion will therefore be given by WHO to collaborating with countries on
the development of measures for promoting health to be taken in other
sectors. These may be political, social, economic, cultural, or educational
in nature. In all these endeavours, maximum use will be made of eXisting
individuals and institutions in both the health and other sectors.

96. The provision of fellowships and support to training courses and
institutions continue to be important approaches for training national health
personnel. To be effective, fellowships and training courses should conform

to coherent national plans for health manpower development, based on
health services’ needs. The role of external consultation has changed as'

technical assistance has given way to technical cooperation. Whenever ex-
ternal consultation is requested by a Member State, it should take the form
of cooperative review with the national health administration or institution
concerned, and should make use of valid information generated through
WHO or agreed upon collectively in WHO.

97. National health authorities, institutions and individual scientists will
be widely consulted in order to identify research requirements and will be
selectively invited to collaborate in the pursuit of relevant research. In view
of the importance of reducing the time lag between scientific and techno-
logical discoveries and their practical application, WHO will make special
efforts to ensure that the knowledge of scientific and technological advances
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that it is accumulating becomes widely known at national level for possible
application.

98. The need for collaboration with other organizations and institutions
at the country level as well as at regional and central levels is becoming
increasingly recognized. Such local collaboration should facilitate the chan-
nelling of the attention and resources of these organizations into priority
health programmes at national levels. The channelling of other resources
towards national, regional and global priorities identified in the strategies
for health for all by the year 2000 can be one of the most effective ap-
__proaches of the Organization during the Seventh General Programme of
" Work, as it is recognized that most developing countries will find it diffi-
cult to finance completely with their own resources the programmes and
plans of action emanating from their Strategies.

99. The general programme of work provides a framework for the Or-
ganization’s total programme; this is made up of a number of specific pro-
grammes, each consisting of an organized aggregate of activities directed
towards the attainment of specific objectives. It is possible to group such
activities in smaller or larger aggregates and to call any of these aggre-
gations a “programme”. An “optimal size” has to be defined, so that the
programme can be powerful enough to have an effect, yet of such a size
as to be properly manageable. The definition of such “optimal sizes” is
arbitrary. Moreover, similar programmes can be grouped under broader
headings if deemed necessary. The totality of the programmes organized
as described above is called a “classified list of programmes”. The princi-
pal programmes of the Seventh General Programme of Work have been
organized in such a classified list. The list will be used not only for the
. general programme of work but also for all the components of the WHO
managerial process: medium-term programming, programme budgeting,
financial control, evaluation and information support, as well as for cer-
tain other administrative purposes.

100. While no universal blueprint of a health system can be imposed
on countries, the classified list of programmes adopted for the Seventh Gen-
eral Programme of Work reflects a generalized model of support to national
health systems, organized in such a way as to facilitate the development
and operation of health systems based on primary health care in conform-
ity with the Alma-Ata Report and the Global Strategy for Health for All
by the Year 2000. In addition, the model includes programmes that are
specific to the management of WHO. The classified list comprises four

- broad interlinked categories:

Classified list of
programmes

43



General programme framework

Direction,
coordination and
management

Health system
infrastructure
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— Direction, coordination and management,
— Health system infrastructure,

— Health science and technology, and

— Programme support.

101. Close interaction will take place between these programmes as
necessary, with a view to supporting the build-up by countries of compre-
hensive health systems based on primary health care.

102. These categories of programmes will have the following broad
functions.

103. Direction, coordination and management will concern itself with
the formulation of the policy of WHO, and the promotion of this policy
among Member States and in international political, social and economic
forums, as well as the development, coordination and management of the
Organization’s general programme.

104. Health system infrastructure will aim at establishing comprehen-
sive health systems based on primary health care and the related political,
administrative and social reforms, including a high degree of community
involvement. It will deal with:

— the establishment, progressive strengthening, organization and oper-
ational management of health system infrastructures, including the
related manpower, through the systematic application of a well de-
fined managerial process and related health systems research, and on
the basis of the most valid available information;

— the delivery of well-defined countrywide health programmes;

— the absorption and application of appropriate technologies that form
part of these programmes; and

— the social control of the health system and the technology used in it.

105. Now that the principles for developing health systems based on
primary health care have been made abundantly clear in the Alma-Ata
Report and the Global Strategy for Health for All, overriding emphasis will
be given in the Seventh General Programme of Work to providing support
to the reinforcement of the infrastructures of such national health systems,
for without such infrastructures national strategies for health for all will
remain paper strategies. Those dealing with all other programmes will
therefore always have to bear in mind the technical. social. economic and
managerial feasibility of having them delivered by the health infrastructure.
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They will have to do so in close consultation with those dealing with health
infrastructure programmes, for the health infrastructure cannot remain a
mere passive receptacle for health programmes and the technology applied
in them; in the final analysis, it is the infrastructure that has to deliver these
programmes and apply the technology. So it must be involved actively in
the preparation of countrywide programmes and must take the lead in forg-
ing the different programmes into a unified system. WHO’s programmes
will give supreme attention to fostering and supporting this process.

106. Health science and technology, as an association of methods, tech- Health science and
niques, equipment and supplies, together with the research required to de- fechnology
/“\‘velop them, constitutes the content of a health system. Health science and
technology programmes will deal with:

— the identification of technologies that are already appropriate for de-
livery by the health system infrastructure;

— the research required to adapt or develop technologies that are not
yet appropriate for delivery;

— the transfer of appropriate technologies;

— the search for social and behavioural alternatives to technical measures;
and

— the related aspects of social control of health science and technology.

107. They will thus involve a high degree and wide variety of scientific
research, aimed at the validation, generation and application of knowledge,
and will include the identification and definition of standards and norms.
Since the identification, development, transfer and application of appropri-
ate technology will be an integral part of every programme, there will be

-~ no separate programme of appropriate technology for health.

108. Programme support will deal with informational, organizational, Programme
financial, administrative and material support. support

109. The classified list of programmes, giving the order in which the

programmes will be presented in the programme budget, is attached as an
Annex.
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6. Main Thrusts of the Programme and
| Determination of Priorities

110. The following are the main thrusts of the Seventh General
Programme of Work, which will be the first of three providing WHO’s
support to the Global Strategy for Health for All by the Year 2000.

e

111. The principal objeétive of the Programme will be to promote, co- -

ordinate and support the efforts of Member States individually and collec-
tively in implementing the Global Strategy for Health for All.

112. The Programme will aim at fostering national and international ac-
tion so that by 1984 all Member States will have developed national strat-
egies for health for all, by 1985 they will have developed plans of action
for implementing the strategies, by 1986 these plans of action will be fully
operational, and by 1989 they will be at an advanced stage of implemen-
tation.

113. WHO will promote and undertake action in the health sector, and
will foster action in other sectors concerned, to support national, regional
and global strategies for health for all. In carrying out its constitutional
responsibilities, it will pay particular attention to fulfilling, in a mutually
supportive way, its functions of directing and coordinating authority on

international health work and of technical cooperation. Thus, policies, pro- _

grammes and knowledge about health arrived at collectively in WHO will’ )

form the basis of technical cooperation between WHO and its Member
States.

114. The Programme will aim at promoting and strengthening health
systems that are based on primary health care for the delivery of health
programmes that make use of appropriate technology and that have a high
degree of community involvement. To this end, it will emphasize the sys-
tematic build-up of operational infrastructures of health systems and the
delivery by them of a variety of health programmes in an integrated manner.
This will be approached through close interaction between four broad cat-
egories of programmes—Direction, Coordination and Management; Health
System Infrastructure; Health Science and Technology; and Programme
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Support. At the same time, each of these categories of programmes will
have its own characteristic features:

— Direction, coordination and management will formulate the policy of
WHO, promote this policy among Member States and in international
political, social, economic and professional forums, and develop,|coor-
dinate and manage the Organization’s general programme. It will
thus form a policy and managerial basis for all other programmes.

— Health system infrastructure will promote and support the develop-
ment by all Member States of comprehensive health systems based
on primary health care.

. — Health science and technology will generate, collate, and disseminate
valid information on health technology that is appropriate for use by
health systems in a variety of political, social and economic situations,
including social and behavioural alternatives to technical mea'sures,
and will cooperate with Member States in helping them to altbsorb
such technology and adapt it to the specific needs of their people

and of their health infrastructure development.

— Programme support will provide informational, organizational, financial
administrative and material support to WHO’s programmes as re-
quired.

115. To ensure proper direction, coordination and management, the
process, already initiated and set forth in resolution WHA33.17 (1980),
whereby the regional committees, the Executive Board and the Health As-
sembly function in a mutually supportive manner, will be fully applied.

116. To support the establishment by countries of health systems organ-

ized along the lines described in the Global Strategy for Health for All,

~—the Organization will disseminate valid information on the development of

comprehensive health systems based on primary health care in a variety of

political, social, economic and epidemiological settings, and will cooperate

with Member States to strengthen their health systems on the basis of that
information.

117. Thus, the provision of information, and cooperation with Member
States on the basis of this information, will aim at the progressive strength-
ening of countries’ health infrastructures on the basis of primary health
care, the managerial process needed to this end, the multisectoral action
required to build up such health systems, and community involvement in
planning, developing and operating them, leading to social control of the
system and the technology it applies. People, including health man-
power, will be considered as the backbone of the health system, and their
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orientation towards their social responsibilities in this respect, their
education and their training will be shaped accordingly.

118. To ensure the availability of health technologies that are appropri-
ate to a variety of national circumstances, sound methodology will be de-
veloped for assessing their usefulness in various social, cultural and econ-
omic settings. Assessments will be made of existing technologies and of
social, economic and behavioural alternatives for the essential components
of primary health care and its immediate referral level, and priority areas
selected for the generation of any new technology required.

119. To identify and develop appropriate health technology, the Organ-
ization will promote and cooperate with Member States in pursuing a wide'
variety of scientific analysis, assessment and synthesis aimed at the vali-
dation, generation and application of knowledge; this will include the identi-
fication and definition of standards and norms. Technologies considered
suitable by the different science and technology programmes for application
by the health infrastructure in countries with different social, cultural, econ-
omic and epidemiological situations will be indicated. To facilitate their
absorption and application by health infrastructures at various operational
levels, they will be analysed in terms of the feasibility of delivering all of
them simultaneously or in stages. To this end, dialogues will be maintained
between those proposing these technologies and those dealing with their
application. The social and economic implications of the proposed tech-
nology will always be kept in mind.

120. Information on appropriate technology and on the possibility of
adapting it will be widely disseminated. Requirements will be indicated for
training, education and information of different categories of people in
homes, workplaces, communities, the health sector and other sectors con-
cerned. Training, educational and informational activities will be developed ™
accordingly through the collaborative efforts of health infrastructure and
health science and technology programmes.

121. Through its support programmes, the Organization will selectively
disseminate information that is of high relevance-for the Strategy for Health
for All, particularly through its publications and documents. Criteria will
be further developed for defining what is highly relevant in this context
and what target audiences should be aimed at. It will streamline its admin-
istrative and financial support with a view to ensuring prompt, effective
and efficient support at all organizational levels, and particularly at country
level. In ensuring the provision of equipment and supplies for Member
States at their request, it will encourage them to define priorities in con-
nexion with their health for all strategies.
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122, -Priority activities within the Programme will result from careful
analysis with countries of their needs in support of their strategies for health
for all by the year 2000, translating these needs into WHO’s response under
each of the WHO programmes concerned; such priorities will also result
from careful selection of the approaches to be used, individually or in com-
bination as appropriate, for each programme, with a view to ensuring that
all programmes do in fact support the progressive development by countries
of comprehensive health systems based on primary health care. In addition,
the selected criteria presented in paragraphs 68 to 71 will be applied to
identify programme areas for WHO involvement, to determine the organ-
izational level or levels for implementation of programme activities and to
" select the most appropriate types and sources of resources for financing
programme activities. The proper application of these criteria should go far
to determine the ultimate priority activities of the Organization, particu-
larly during the sequentially linked processes of medium-term programming
and programme budgeting. However, in the final analysis, the setting of
priorities among the different components of the programme, and the nature
and extent of WHO?’s involvement, will depend on the priorities fixed by
the Member States themselves. At the country level, the setting of pri-
orities among the different programmes is a national decision which
governments normally take after considering the country’s epidemiological,
environmental and socioeconomic conditions and the state of development
of their health system, taking into account what is practicable for them,
through methods that are readily available and at a cost they can afford.
At the regional and global levels an important role in setting these pri-
orities is played by the regional committees, the Executive Board and the
Health Assembly. .

123. Closely linked to the question of priorities is the establishment of
targets. Targets for WHO can only be meaningful if they are based on
national targets but, at this stage, few countries have defined these clearly
enough in connexion with their strategies for health for all to make it poss-
ible for WHO to define global targets on the basis of them. The targets
for each programme in the Seventh General Programme of Work appear-
ing in Chapter 7 should therefore be considered as aspirational targets
which the Organization considers that its Member States could feasibly at-
tain by the date indicateg. Once more, in the final analysis, such targets
will only become realistic when they result from the synthesis of national
targets defined by countries as part of their health strategies. The appli-
cation of an appropriate managerial process for health development by
countries will help them to arrive at feasible national targets.

Determination of
priorities
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7. Programme Outline According to the
Classified List of Programmes

A. DIRECTION, COORDINATION AND MANAGEMENT

124. Given the unique and formidable challenges facing WHO, its Mem-
ber States, governing bodies and Secretariat, in seeking to attain the target
of health for all by the year 2000, the period 1984 to 1989 covered by the
Seventh General Programme of Work will have a particular impact on the
ultimate attainment of the target. For it will be during this period that the
Organization at all levels will be struggling to develop and put into place
the basic strategies and tactics needed to guide it, both within itself and
in its dealings with the many other sectors that bear on health, along fre-
quently uncharted paths towards the accomplishment of what may appear
to some as an impossible task. Buttressing this viewpoint, and indicating
the enormous dimensions of the task ahead, is the fact that despite the
tremendous efforts made over the past 30 years, nationally and inter-
nationally, the health status of so many of the world’s population is so
precarious. To redress imbalances and achieve the hitherto unthinkable in
a mere 20 years will thus require the utmost in firm, sound and humane
policy direction, promotion and management.

1. Governing 125. Maintaining unity of policy direction and action amid the diver-

bodies sity of WHO’s Member States is the sometimes daunting task of the—
governing bodies: the World Health Assembly, the six regional committees
and the Executive Board. Although WHO’s unique regional structure should
in theory enable the Organization as a whole to respond sensitively and
effectively to the needs of individual Member States, in practice the disparity
between, on the one hand, the expressions of intent as embodied in reso-
lutions of the Health Assembly and regional committees and, on the other
hand, health action at the national level is too often too great to be accept-
able. Although many such defects are being remedied, it will be the task
of the governing bodies to sustain and increase the Organization’s momentum
towards health for all, despite unforeseen and unforeseeable obstacles to
translating health policy into action and inevitable setbacks.
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—  Objective 1

126. To determine and give effect to the policies of WHO and, in par-
ticular, to monitor the implementation of strategies for health for all, pro-
mote and coordinate their implementation by countries and other sectors,
and evaluate their effectiveness.

—  Approaches

127. Within the collectivity of WHO’s Member States, the World
Health Assembly will act as the supreme authority in determining WHO’s
“solicies, and especially in concentrating the Organization’s activities on the
development, implementation, monitoring and evaluation of the global strat-
egy for the attainment of the target of health for all by the year 2000.
It will continue to ensure that the Organization’s directing, coordinating
and technical cooperation functions are mutually supportive of each other
and that the work of the Organization at all levels is properly interrelated.

128. For their part, the six regional committees will have increased re-
sponsibility for developing regional health policies and programmes in sup-
port of national, regional and global strategies for health for all, and for
updating them as necessary. They will ensure, through their monitoring,
control and evaluation functions, that regional programmes and their im-
plementation properly reflect national, regional and global policies.

129. On behalf of the Assembly, the Executive Board will continue to
be responsible for giving effect to the Assembly’s policies and decisions and
for monitoring the way the regional committees reflect the Assembly’s poli-

__cies in their work, and the manner in which the Secretariat provides sup-
~port to Member States, both individually and collectively.

130. The World Health Assembly, the regional committees and the
Executive Board will correlate their activities in such ways as to strengthen
the roles of the Organization in promoting action for health, in addition
to indicating how such action might be carried out, and in developing and
ensuring the availability of health technologies that are effective, socially
acceptable and economically feasible. In so doing the governing bodies will
give active support to technical cooperation among Member States, both
developed and developing. They will use their political and moral influence
to strengthen ministries of health or equivalent bodies so that they will be-
come the directing and coordinating authorities for national health work
in implementing national health strategies.
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131. As regards the Organization’s cooperative activities within the
United Nations system, the governing bodies will focus. attention on joint
efforts to support health as an integral part of development and of the
International Development Strategy for the Third United Nations Develop-
ment Decade. This will entail taking specific bilateral and multilateral ac-
tion with other agencies of the United Nations system in the areas of health
and development to promote an intersectoral approach to development.

132. The governing bodies will play a major role in influencing the
channelling of all available resources for health, including those of other
relevant sectors and of nongovernmental organizations, into support for
strategies for health for all at all levels, especially to those countries most ir™
need.

2. WHO’s general 133. The disparity between the work of the governing bodies and health

programme devel- action at the national level has been faithfully, and understandably,
opment and mirrored in the activities of the WHO Secretariat. Here, the departure from
management past approaches of piecemeal technical assistance projects and vertical dis-

ease control programmes to the renewed emphasis on coordination and
real technical cooperation has struck with especial vigour because it has
required wholly new ways of thinking and doing in the Secretariat’s desig-
nated role of providing coherent and integrated support to Member States,
individually at the national level and collectively in the governing bodies
at the regional and global levels. Much of the methodology for this new
way of attacking health problems has already been developed and is partly
in place but it remains for this process to be completed during the six-year
period of the Seventh General Programme of Work. The same applies to
the effort needed to give force and effect to the concept of health as an in-
tegral part of development as WHO works on an intersectoral basis to
bolster its own activities in the health sector. ’

—

—  Objective 2

134. To develop and manage effectively the Organization’s Programme,
and to coordinate the Organization’s activities with those of other bodies to
this end.

—  Approaches

135. The executive management of WHO will ensure Secretariat sup-
port to the governing bodies for the determination and implementation of
the Organization’s policies, specifically with respect to the Strategy for Health
for All. Thus it will assume responsibility for the implementation of the
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Seventh General Programme of Work. To ensure this, the Programme will
be converted. into medium-term programmes in such a manner that its
various programmes at the different organizational levels are linked together
in the best way to provide coherent and useful programmes at the national
level. This will be done through a continuous managerial process. As part
of this process, programme budgeting will lead to the selection of activi-
ties to be undertaken during the biennium for implementation of the me-
dium-term programmes, special emphasis being given to the proper appli-
cation of the process of programme budgeting of WHO’s resources at the
country level. Consequently, programme budgeting will influence the scope
and speed of implementation of the General Programmes of Work and their

" “related medium-term programmes. Evaluation will be an integral part of
the total process. It will be used mainly to assess progress made in carrying
out the activities as well as the effectiveness of WHO’s programmes in fa-
cilitating the implementation of the Strategy for Health for All and the ef-
ficiency with which they do so. Each component of the managerial process,
as well as the process as a whole, generates information and demands in-
formation. The WHO Information System supports these managerial infor-
mation requirements through ensuring the use of appropriate information
systems methodology, as well as modern data and text processing tech-
nology. Briefing and orientation will be arranged for staff at all levels to
enable them to participate actively and effectively in the managerial pro-
cess, and to support countries in carrying out their strategies for health
for all.

136. The Director-General’s and the Regional Directors’ Development
Funds will be used to provide seed money to countries for start-up costs
of genuinely innovative programmes or other important activities that have

_.a high degree of relevance for the implementation of their national strat-
egies for health for all, including activities that are likely to attract sub-
stantial external funding. The regional and global strategies for health for
all and the plans of action for their implementation indicate the kinds of
innovative national action that might qualify countries to receive initial
support from these funds.

137. Selective collaborative arrangements will be made with other United
Nations organizations concerned. These arrangements will aim at promot-
ing intersectoral action in support of the strategies for health for all and at
ensuring the contribution of these strategies to socioeconomic development

. in general and to the establishment and maintenance of the New
International Economic Order. They will include collaborative efforts with
the United Nations and its regional economic commissions, UNICEF, the
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World Bank and the regional development banks, UNDP, UNEP, ILO,
FAO, WFP, UNESCO, UNFPA and UNIDO, individually or in groups,
in relation to specific matters aimed at furthering health and socioeconomic
development. Similarly, arrangements will be made with intergovernmental
organizations, with nongovernmental organizations in official relations with
WHO and, together with the governments concerned, with national non-
governmental organizations, with a view to involving them in the im-
plementation of these strategies.! Bilateral and multilateral funding agencies
will be approached with a view to attracting external funds for developing
countries to help them implement well-defined national strategies for health
for all. Coordination will be ensured between the mechanisms for attract-
ing external funds for health at all organizational levels; support will be™
given to developing countries to formulate their requirements for external
resources in a manner acceptable to funding agencies, and the attention of
these agencis will be drawn to the priority needs of developing countries.

138.  WHO will take part in the health aspects of emergency relief
operations to tide countries over difficult periods, as well as in efforts to
prepare countries better for such emergencies.

- e

'139. The executive management will ensure that all of the Organiz-
ation’s activities are carried out in conformity with the Constitution and
the dictates of international law, and are properly audited.

B. HEALTH SYSTEM INFRASTRUCTURE

140. Systematic efforts are required to build up health system infra-
structures based on primary health care for the delivery of health care in~
an integrated manner to all people. Without such infrastructures it will not
be possible to deliver health programmes in an effective and efficient way,
no matter how carefully these programmes have been planned. There is a
need for information on the health situation and trends as a basis for the
planning of such health systems. Such planning forms an essential part of
a continuing managerial process ranging from policy making to imple-
mentation, monitoring, evaluation and ensuring information support.
Closely related is the need for health systems research to arrive at optimal

1 Since collaboration with nongovernmental orgamzatlons is an important approach
for all programmes it is not mentloned specifically in each programme described in
Chapter 7, to avoid repetition.
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ways of organizing a health system and integrating a variety of programmes
into it. Health legislation is often required to enable policies to be defined and
implemented. But even when decisions have been taken about the desired
pattern of a health system, unremitting efforts are required to organize the
system, ensure the proper functioning of its component parts and the re-
lationships between them, and manage the system efficiently. Central to all
this is health manpower without which the rest of the infrastructure cannot
be planned, organized, operated and managed, so health manpower devel-
opment and health system development and organization have to go hand
in hand. For most countries health systems of the type indicated above are
radically different from those in existence. The introduction and mainten-
ance of such systems will therefore depend on their acceptance by policy-
makers, health workers and the public at large. For this reason, intensive
efforts will be required to motivate them all and give them a good appreci-
ation of what the health system aims at attaining. In view of the funda-
mental importance of health infrastructures for delivering programmes for
the attainment of the goal of health for all, the monitoring and evaluation
of the development and strengthening of such infrastructures will be par-
ticularly relevant during the period of the Seventh General Programme of
Work.

141. Few countries anywhere have a national health system based on 3. Health system
primary health care in which all components function in an integrated and development
coordinated way. Health institutions frequently exist side by side, serving
the same populations with little or no cooperation or exchange of infor-
mation between them. Health goals are pursued by workers in health, edu-
cation, water supply, communications, environmental control, food pro-
duction and other sectors, often acting on their own and unaware of each

__other’s interrelated activities. Valid information about health problems and

trends is often unavailable, and information for assessing the health sys-
tem itself is inadequate even in many developed countries. When reliable
information is available, it is often used insufficiently—or not at all—by
planners and decision-makers. Methods for arriving at optimal ways of or-
ganizing health systems under given circumstances, such as health systems
research, are frequently neglected, resulting in waste of scarce resources.

142. Health policies require special support in strategic areas. The need
for new or revised legislation is often recognized too late and programmes
are delayed or blocked in implementation. Lack of political or financial
support is often equally devastating to new developments in the health
system. The loosely knit health systems that do exist are often poorly planned
and managed and fail to meet even their own stated goals and objectives.
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Plans are made and not implemented. Programmes are launched and not
supported. Promises are made but for too many people a healthy life
remains an elusive dream because the health system is unsuited to its
task.

143. To meet the challenge of health for all, emphasis will be placed
on improving the managerial process required to develop health systems
based on primary health care. This process includes formulation of poli-
cies, strategies and plans of action in coordination with other sectors, and
continuing assessment of the implementation of these plans. It will be sup-
ported by strengthening the gathering of reliable, relevant health infor-

~ mation, generating appropriate ways of organizing health systems, through’™
health systems research, and using such knowledge to improve planning -
) and management. Special attention will be given to developing legislative
support for the health system.

—  Objective 3

144. To support countries in the progressive development of their health
systems based on primary health care.

3.1 Health situ- — Targets
ation and trend

assessment 145. This programme’s activities will aim at fostering national and inter-

national action so that by 1989:

(1) most countries will have well developed mechanisms for collecting
relevant information and using it to assess their health system, health situ-
ation and health trends, thus providing a sound basis for epidemiological
surveillance and for decision making for health development; ‘

(2) WHO will have an established mechanism, based on information
from countries, for monitoring progress towards the goal of health for all,
which includes health and related socioeconomic indicators, and epidemi-
ological surveillance data on communicable and noncommunicable disease
and environmental hazards. )

— Approaches

146. 'WHO will cooperate with Member States to develop and strengthen
national capabilities for assessing the general health situation and trends.
This will include human growth and development, major health problems
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and the main factors involved, the identification of high-risk problems and
high-risk groups that may deserve priority attention, and resources being
expended on health and likely to be required in the future. It will support
countries in developing and maintaining epidemiological surveillance of
communicable and noncommunicable diseases, of nutritional and mental
health status. of social pathology such as alcohol and drug abuse, and of
occupational and environmental hazards.

147.  WHO will strengthen the capacity of countries to collect valid and
timely statistical and other information for planning, operating, monitor-
ing and evaluating their health systems. This will necessitate the use of
monitoring procedures which should be as simple and inexpensive as poss-
ible and the choice of indicators that are appropriate to the socioeconomic
and health situation and that are sufficiently selective to be meaningful.
To ensure that information produced is relevant to needs and is being used
to improve planning and decision making, better communication between
producers and users of health information will be promoted. At the inter-
national level, WHO will establish mechanisms for information exchange
among countries regarding their health situation and trends, based on epi-
demiological and other available information. It will ensure the proper
feedback to countries of information derived from the data supplied by
them,

148. In training health personnel, emphasis will be placed on the col-
lection, analysis and use of information for health management, especially
those with epidemiological, statistical and managerial responsibilities, and
in the use of information on health trends to reshape training programmes
according to present and foreseeable needs. The training of epidemiologists

_will stress the synthesis of information based on epidemiological analysis

in such a way that it can be used for planning and operating health systems.

149.  Supplementing these efforts will be the development and improve-
ment, based upon the experience of countries, of such standard tools as
the international classification of diseases and of other health problems,
methodology for lay reporting of health information and simple community
surveys best suited to local conditions. Ways appropriate to different national
settings will be developed for countries to gather and use the information
required by them in connexion with their indicators for monitoring and
evaluating health strategies. Emphasis will be laid on generating information
as an integral part of health activities and not as a separate enterprise.
WHO will assess and synthesize regional and global health situations and
trends on the basis of national reports, surveys and other studies, making
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3.2 Managerial

process for
national health
development

58

use of indicators selected by the regional committees and the World Health
Assembly for monitoring progress. It will produce periodic reports for re-
view by these governing bodies, and ensure the publication and dissemi-
nation of global and regional analyses.

— Target

150. This programme’s activities will aim at fostering national and inter-
national action so that by 1989 most countries will have started or strength-
ened a permanent systematic managerial process for the formulation of
national health policies and plans, in collaboration with other concerned
sectors, and for programming, budgeting, implementation, monitoring,”
evaluation and reprogramming for the development of a more effective
health system.

—  Approaches

151. WHO will cooperate with Member States to improve the national
managerial process for developing and operating their health systems. In par-
ticular, methods for decentralized and intersectoral planning and manage-
ment will be developed and tested. The managerial process entails the for-
mulation of health policy according to defined priorities and the preparation
of programmes and budgets to put the policy into effect. It implies the as-
sessment of manpower requirements and the preparation of plans to meet
them, together with the integration of well-formulated countrywide pro-
grammes into the general health system. Operational effectiveness will be
sought through proper management of programmes and the services and
institutions for delivering them and through the application of appropriate
health systems research and use of the results to improve planning and _
management. Finally, monitoring, evaluation and continuous feedback of
information will provide the basis for modification of plans and programmes.
Careful attention will be paid to methods for planning and management
of countrywide programmes for delivery by the health infrastructure, for
example in relation to health manpower and specific programmes such as
maternal and child health, environmental health or communicable disease
control.

152. Because of the many innovations implicit in this managerial pro-
cess, it will be necessary to develop and provide training in it, particularly
the training of trainers and senior public health officials. It will also be
necessary to establish and strengthen permanent mechanisms for applying
the managerial process both within the health sector and outside it by
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engaging networks of individuals and institutions to work together with
planning units in ministries of health under the overall coordination of the
ministry or an equivalent authority.

— Target | 3.3 Health

. b oy . . . systems research
153. This programme’s activities will aim at fostering national and inter- 4

national action so that by 1989 most countries will have an increased capa-
bility for health systems research, will have undertaken relevant health sys-
tems research and will be using the results to improve the development,
organization and functioning of the health system.

— Approaches

154. The application of health systems research as an integral part of
the managerial process will be encouraged in order to generate the kind
of knowledge required to improve the planning, organization and operation
of the health system. Subjects for such research may include the analysis of
alternative approaches to the development and organization of health sys-
tems at each level; organization and integration of the various components
of the health system (particularly at the primary care level); cost-effective-
ness of alternative ways of organizing health systems; efficiency of the op-
erational management of health systems; selection and application of ap-
propriate technologies; identification of appropriate rdles for various health
workers (including self-care and community activities); improvement of
training and health education methods; improvements in managerial pro-
cesses and structures; mechanisms for community involvement in planning
and implementation of health activities; studies of intersectoral planning
and management; identification of the interaction between the health sys-
“tem and socioeconomic, cultural and political factors; assessment of the
quality of health care; and other topics related to the development of ef-
fective health systems based on primary health care.

'155.  Suitable methods for studying these topics and analysing results
will be developed and information on their application will be made avail-
able. Networks of workers and institutions involved in health systems re-
search will be developed and strengthened; training needs to increase health
research capability in countries will be identified to this end. Special efforts
will be made to ensure that research activities are relevant to needs, and
that results are made available to and are used by planners and decision-
makers. To facilitate this, the effect of health systems research on health
policy and health services, and the barriers to utilization of research infor-
mation will be studied, and the results applied appropriately.

59



Health system infrastructure

3.4 Health — Target

legislation 156. This programme’s activities will aim at fostering national and inter-

national action so that by 1989 most countries will have health legislation
that facilitates the attainment of their health objectives, particularly through
the development of primary health care and other supporting components
of a comprehensive health system.

— Approaches

157. 'WHO will cooperate with Member States to promote the strength-
ening of national capacities to identify health legislation needs and to draft .
the new legislation required. Particular attention will be paid to supporting
countries in introducing national legislation that may be required to carry
out policies that have been collectively endorsed in the World Health As-
sembly. Countries will be encouraged to strengthen existing mechanisms for
identifying and drafting the legislation required, whether in ministries of
health or justice or the like, as well as to use other mechanisms such as
national health councils and development networks. WHO will support
countries in the training of national experts in health legislation.

158. WHO will promote the international exchange of health legislation
information that has been analysed by the WHO Secretariat and by a net-
work of collaborating agencies and institutions. This will include national
experiences of ensuring the implementation of health legislation. Information
will be disseminated in particular through the International Digest of Health
Legislation. The information will be used in the Organization’s technical
cooperation with its Member States. Cooperation will be promoted among
countries at all stages of development. Particular attention will be given to
the adoption of legislation that facilitates the introduction of promotive —
and preventive health measures, is conducive to healthy life-styles, ensures
greater equity in access to health care, reorients the health budget towards
more relevant technologies, supports the development of new types of
health workers where necessary, and facilitates the employment of tradi-
tional practitioners and birth attendants where applicable.

4. Organization 159. Once goals, policies and priorities have been established, resources
of health systems must be allocated purposefully and efficiently to carry them out. Yet in
based on primary many countries existing health systems consist of diverse institutions geared
health care to providing services to those who come to them rather than to the needs

of the community as a whole. They are often distributed inequitably in re-
lation to population and operate in isolation from one another, concerning
themselves with only a narrow set of health problems instead of broader
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health goals. Their activities are seldom coordinated with those of other
health-related sectors. In short, existing health systems typically lack the
kind of coherent and coordinated organization needed to meet the full
range of promotive, preventive, curative and rehabilitative health needs of
entire populations of all ages.

160. Moreover, in many countries, the ability to manage even these
fragmented services is very limited. Priorities, even when identified, rarely
form the basis of planning and organization of the system. Information
necessary for adequate planning and management is frequently not avail-
able. Resources are limited, and those available are not used in the best
—ways. Referral and support between various levels of the system are often
inadequate. Management and decision-making are usually centralized and
seldom involve either communities or peripheral level workers. It is thus
clear that achievement of health for all will require the development of
health systems with more coordinated and appropriate organizational pat-
terns and more effective management than presently exist.

161. To support countries in so doing, WHO will draw on national ex-
perience to develop the kind of knowledge needed in organizing self-care,
family care and community care, all supported by active community in-
volvement. This will include reorganization of the supporting levels of the
health system and the referral possibilities throughout it, together with the
organization of health facilities and the necessary logistics of equipment
and supply. It will also include defining the policies and associated legis-
lation needed to bring to bear on health development the work of other
sectors that influence health.

162, WHO will help countries make use of this cumulative store of
knowledge, both for organizing and for deciding on the content of their
~health systems. In turn, firsthand experience, as it is gained, will be con-
tinuously fed back and used to modify this knowledge in the light of the
most effective national practices. This approach will also be applied in
helping in the selection of health technology, including social and behav-
ioural alternatives to technical measures, for use by individuals of all ages,
families, communities, and the health and health-related sectors. WHO will
encourage improved financial management of health systems and the review
of organizational procedures, such as decision-making, supervision through
guidance, and monitoring to provide effective support for primary health care.

.

—  Objective 4

163. To promote and support the appropriate organization and effec-
tive operation of comprehensive health systems that provide the essential

61



Health system infrastructure

elements of primary health care to entire populations, along with referral
and specialized support when necessary, and that involve communities and
health-related sectors in responsible and coordinated ways.

— Targets

164. This programme’s activities will aim at fostering national and inter-
national action so that by 1986: '

(1) most countries will have made organizational plans for their health
systems based on primary health care and for providing the necessary sup-
port to make them readily accessible and their services equitably distrib-,—
uted to the entire population according to need; '

(2) most countries will have devised ways of encouraging community
involvement;

and that by 1989:

(3) most countries will have implemented their operational plans men-
tioned above;

(4 most countries will have functioning mechanisms for community
involvement in health care.

- Approaches

165. In order to widen coverage and to increase operational capacity,
particular attention will be paid to the organization of health systems, and
to identifying the changes needed to transform existing health systems into
health systems based on primary health care. It is stressed that at least the
essential elements of primary health care will have to be integrated into
such health systems.! Alternative patterns of organization that increase the .
effectiveness of health systems and make the best use of available resources
will be developed, including those needed to cater to the special require-
ments of different situations such as sparsely populated areas, mining com-
munities or the underprivileged areas of major urban centres. This will im-
ply a substantial broadening of health systems. Approaches will take into

1 In accordance with the Declaration of Alma-Ata, these elements are: 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; maternal and child health care, including family planning;
immunization against the major infectious diseases; prevention and control of locally
endemic diseases; appropriate treatment of common diseases and injuries; and pro-
vision of essential drugs.
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account the geographical distribution of populations and of various types
of health facilities and workers, the administrative organization into levels
providing different combinations of activities and different degrees of special-
ization, and the physical design and organization of health facilities.

166. 'WHO will provide information on national, and especially inno-
vative, experience in the various ways of organizing health systems based
on primary health care. This will include the organization of self-care and
family and community health care, the integration of vertical programmes,
such as those for malaria and other parasitic diseases, dental health care
and rehabilitation. It will also include the organization of the supporting

“evels of the health system, e.g., hospitals, district health offices and lab-
oratories. Attention will be given to the organization of referral services
and to the logistics of equipment, drugs and supplies throughout the health
system, as well as to the planning, design, organization and management
of health facilities, and the maintenance of such facilities and the equip-
ment in them. Approaches will be developed to achieve greater support to
primary health care from hospitals and environmental health facilities.
This will form part of a broader approach for ensuring adequate coordi-
nation among all the establishments, nongovernmental organizations and
personnel within the health sector in support of primary health care. Above
all, the full application of the “health services and manpower develop-
ment” approach will be promoted, whereby health workers become socially
responsible and technically trained to fulfil the functions they will have to
perform in the health system.

167. 'WHO will support the development and application of innovative
approaches to increasing community involvement in the health system.
_This will include the development of mechanisms that foster involvement
n planning and operating health systems, taking part in their activities and
ensuring their social control; the application of existing knowledge regard-
ing community organization and behaviour, and the use of multidisciplin-
ary investigations and examples of community participation to gain new
knowledge of how to give effect to this approach.

168. The promotion and support of coordinated intersectoral action for
health is another major approach. Efforts will be made to increase the
awareness of health workers and those concerned in other sectors, as well
as public opinion leaders, of the importance of intersectoral action in sup-
port of primary health care. WHO will support the establishment of mech-
anisms for better coordination between health and related sectors, such as
multisectoral health councils at national, provincial and local levels.
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Intersectoral activities at the local level that contribute to health will be
identified, and models for teamwork between health workers and other
related personnel will be developed.

169. At the same time WHO will be concerned with the technologies
to be used at each level of the health system to meet identified needs.
Particular attention will be paid to selection of technology appropriate for
use at the local level by individuals, families and communities, for self-
care, and by other workers including traditional medicine practitioners,
school teachers and environmental health workers. The identification and
use of social, behavioural and cultural factors that contribute to health will _
be encouraged as alternatives to technical interventions. The role and re/
sponsibilities of each type of institution and worker in the health system
will be clarified, with particular attention to the allocation of work and co-
ordination between the primary health care and the immediate referral level
hospitals. Attention will be given to the selection, in collaboration with
technical specialists, of suitable technology for use in primary health care,
as appropriate, to meet the needs of special high-risk groups and/or other
underserved groups, as well as for specific priority diseases.

170. Support will be provided to assess the cost requirements for the
development of health systems. Information on efforts to contain costs,
particularly hospital costs, will be gathered and disseminated. Alternative
means will be developed of financing health costs, including exploration of
financing by the private sector, by public sectors other than governmental,
such as social security programmes and funding by local communities.
The effects of different systems of financing on the quality of health care,
its appropriateness and utilization, and on the equity of health financing
systems will be studied to establish how different systems influence resource
distribution and social justice. These studies will include the effects of health'
improvement on economic development.

171. The final set of approaches relates to the strengthening of certain
organizational processes that are especially important for effective oper-
ation of the health system. The decentralization of budgetary and decision-
making authority to intermediate and local levels will be promoted to in-
crease the responsiveness of the health system to local needs and initiatives.
Alternative approaches to the use of existing hospitals will be studied.
Efforts will be made to strengthen the operational management of the health
system, particularly at the local and intermediate levels, including manage-
ment of hospitals, through the appropriate use of training and health sys-
tems research, employing national health development networks for the
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mobilization and coordination of the technical skills required. Special em-
phasis will be put on promoting and supporting countries in the develop-
ment of simple ways of monitoring progress in the implementation of their
organizational plans for their health systems.

172. Trained people are the key to the health infrastructure. People can 5. Health
build institutions but institutions cannot function without people. Without manpower
the right kind of trained people, the other resources of a health system are
underutilized, if not wasted. However, in both the developed and develop-
ing countries manpower development in the planning of health services

_often receives scant attention. In many countries, no manpower policies

" zxist. Where they do, they often have little relevance to the long-term and
changing needs of the health system and the communities and individuals
within it. Emphasis in cooperation with Member States will therefore have
to shift, particularly with a view to promoting political will to change the
health manpower development process and make it more relevant to national
health development plans aimed at attaining health for all through primary
health care.

173. Existing problems will be compounded as health systems based on
primary health care are developed, with self-care and community involve-
ment as integral parts. Health workers will increasingly be required to pro-
vide intelligent guidance and encouragement to communities in prevention
and health promotion as well as curative care. Career structures and work-
ing conditions will have to provide the necessary incentives to motivate
workers to remain in the front lines. Measures to assure their effectiveness,
even when working in isolated situations, will have to be taken. Technologies
appropriate to community action will have to be developed and incorpor-

. ated into health training programmes. Moreover, professional resistance to
these innovations will have to be transformed into strong support. The pres-
ent use of manpower is all too often irrelevant to priority population needs,
and training is often inappropriate to the tasks required of health workers.

174.  Confronted with these-problems, the Organization will work with
Member States to strengthen the planning and management of manpower re-
sources and to increase the relevance of training to health services based
on primary health care and to the health needs of communities as perceived
by them. It will promote measures to increase the effectiveness of health
workers, such as incentives to increase motivation to work where needed,
and to improve working conditions and mobilize professional support.
It will emphasize community care through the training of health personnel
as agents of change, and encourage countries to involve all who have an
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interest in health manpower, including local communities, in the formu-
lation of coherent manpower policies. It will work to strengthen national
political commitment to these efforts through promotion of relevant action,
in order to ensure progress towards the goal of health for all.

— Objective 5

175. To promote, and cooperate with countries in, planning for training
and deploying the number and types of personnel they require and can
afford; and to help ensure that such personnel are socially responsible and

possess appropriate technical, scientific and management competence, so as__

to develop and maintain comprehensive national health systems based on
primary health care for the attainment of health for all by the year 2000.

— T drge‘ts‘

176. This programme’s‘activities will aim at fostering national and inter-
national action so that by 1989:

(1) all countries will have health manpower policies formulated as an
integral part of national health policy; the majority of countries will have
health manpower plans based on these policies and will have taken steps
to implement and monitor them;

(2) all countries will have developed the training programmes required
by their national health manpower plans; they will have strengthened the
institutions responsible for implementing these programmes and for main-

taining and/or improving the cornpetence of personnel especially those in-

volved in primary health care

(3) all countries will have developed the managerial capability to assure,”
optimal utilization of available human resources.

—  Approaches

177. The fundamental approach will be that of promoting the func-
tional integration of health services and manpower development (HSMD)
in countries so as to improve the planning and deployment of health per-
sonnel and ensure the relevance of training programmes to community
health needs. This will involve supporting the development of manpower
policies and strategies as part of national strategies for health development
and ensuring that qualitative and quantitative health manpower require-
ments are taken into account during the development and application of
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the managerial process for national health development. Efforts will be
made to enlist the support of decision-makers as well as health professionals
to strengthen national commitment to HSMD and to improve the plan-
ning, distribution and functioning of health personnel. WHO will support
the establishment and/or strengthening of mechanisms for coordination of
health services and manpower development. It will also support countries
in strengthening the capacity of the educational system to respond to the
rapidly changing needs for certain types of health personnel. In so doing
it will help to ensure appropriate staffing for primary health care and sup-
porting levels of the health system, including practitioners of traditional
__medicine where relevant and such innovative categories as health generalists,
~as well as the monitoring and evaluation of manpower deployment.

178.  Promotion of community-focused educational programmes with
team and problem-oriented methods of teaching/learning will be the sec-
ond main approach. They will be designed to prepare personnel to perform
tasks directly related to identified service requirements of specific concern
to the country. This will demand cooperation at all levels between decision-
makers in health and education as well as in other sectors that are con-
cerned directly or indirectly with health development. Support will be given
to national educational institutions and programmes, especially those in-
volved in the training of frontline workers and their supervisors, the rel-
evance of teacher training being emphasized in this context. The training
requirements identified by other programmes—infrastructure, scientific, tech-
nical or managerial—will be analysed by the Manpower Development pro-
gramme, together with the programme of Organization of Health Systems
based on primary health care and the specific programmes concerned, to
arrive at an agreed distribution of responsibilities for the development of

- training programmes and career possibilities for different types of man-
power contributing to health development, taking into account the reper-
cussions of self-care and community care. Curricula will be drawn up
according to the tasks to be performed and to the agreed distribution of
responsibilities for the development of programmes. WHO will encourage
teachers in the health professions, including those for middle level and pri-
mary health care workers, to define the learning objectives of their pro-
grammes based on the health needs of their country and develop com-
petence in the planning, implementation and evaluation of curricula.
Appropriate teaching and learning materials, including those for self-
teaching and audiovisual purposes, adapted to different cultures and
languages, will be developed for all categories of health manpower con-
tributing to health development, particularly primary care workers and
their teachers and supervisors.
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179. WHO will foster cooperation between ministries of health and edu-
cation, as well as other ministries concerned, for the relevant orientation
and training of workers, leaders and decision-makers concerned with health
development in other sectors, such as teachers, magistrates, police, engin-
eers, agronomists, agricultural extension workers, and civic and religious
leaders.

180. Universities will be encouraged not only to reshape their edu-
cational programmes in the light of the above principles, but also to be-
come involved in the different types of research required to support the

movement for health for all and to consider appropriate ways of creatingr\

a sense of social responsibility among all students and faculty who could

contribute to the national strategy for health for all.

181. WHO'’s third approach will be to cooperate with countries, other
United Nations agencies and nongovernmental organizations to improve
living and working conditions, job security, labour relations, job satisfac-
tion and social motivation, particularly for frontline health workers, in or-
der to attract and retain needed health manpower and reduce undesirable
migration of trained staff. Such cooperation will include the study of methods
of providing incentives for service in primary health care, particularly in
remote areas, and of analysing those which have proved successful as well
as those that have not proved successful in different national circumstances.
This will require support to the planning and implementation of national
career development schemes, supervision practices, and continuing edu-
cation systems for all categories of health manpower as part of broader
manpower policies. WHO will collaborate with countries in their efforts to
develop and strengthen national capabilities in the management of their

health systems, and in planning and monitoring the use of fellowships in.

a manner relevant to national health development policies and plans.

182. 1In all the above, TCDC is highly relevant, particularly for the
training of teachers and for the production and exchange of learning
materials.

183. There will be a drive to strengthen national political commitment
to health manpower development reform, as well as to create awareness
among policy-makers and health personnel, and in particular teaching per-
sonnel, of the social responsibilities of all health workers. The support of
health professionals will be needed to effect the necessary increase in the
relevance of training so as to attain the goal of health for all by the year
2000. The health manpower component of health systems research will be

—~



Health system infrastructure

promoted and coordinated in order to enhance the abilities of staff to per-
form better in health services, as well as to identify and assess appropriate
technologies for application as educational instruments by various categ-
ories of manpower. WHO will promote the development of networks of
institutions and programmes that will be responsible for trying out inno-
vative methods of health manpower development and resource pooling,
carrying out research on common problems, and exchanging staff and
students as well as information on accumulated experience and views in
various aspects of health manpower development.

184. The existence of a public that is aware of actions it can take to 6. Public
~“promote its own health and that is motivated to undertake such actions is information and

essential to the primary health care approach. Without this, the effective- education for health
ness of the other components of the health system will be greatly dimin-

ished. In fact, the Declaration of Alma-Ata on primary health care men-

tioned education concerning prevailing health problems and the methods

of preventing and controlling them as the first of eight essential components

of primary health care.

185. Numerous obstacles impede individual and community action for
health. They range from lack of knowledge of basic hygiene, cultural taboos,
unhealthy life-styles and insufficient encouragement of cultural factors that
promote health to inadequate and ineffective health education, motivation
and public information efforts, all too often operating in isolation from
the mainstream of the health systems. In addition, aggressive advertising
of products harmful to health usually overwhelms the feeble educational
efforts aimed at fostering healthy life-styles, particularly among the young.

186, Health education and health information activities by the public
and private sectors are often uncoordinated, under-financed and have not
been developed as a fully integrated, essential element of national health
strategies.

187. These activities are an important part of such strategies, for they
mobilize political, financial, managerial, technical and popular support.
Countries will be encouraged to develop health education and public in-
formation support for all health programmes as an integral part of their
health system. WHO will promote the establishment of interdisciplinary
and intersectoral working groups in countries to ensure that health edu-
cation and information efforts are coordinated and mutually supportive.
These groups should include representatives from mass media, the edu-
cational sector and voluntary organizations, and should work closely with
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national health councils or similar bodies, since all healthy behaviour cannot
be promoted through action within the health sector alone. WHO will sup-
port this process by mobilizing global public opinion and political commit-
ment, popularizing and disseminating information appropriate for national
use, collaborating with countries in educational and information activities,
assisting in the training of the personnel required, and fostering appropri-
ate health education and communication research.

— Objective 6

188. To foster education and information activities which will encour-

age people to want to be healthy, to know how to stay healthy, to do what™

they can individually and collectively to maintain health, and to seek help
as needed.

— Targets .

189. This programme’s activities will aim at fostering national and inter-
national action so that by 1989:

(1) most countries will have coordinated and mutually supportive public
health information and education efforts involving ministries of health, in-
formation, education and other related sectors, which reach their entire
population;

(2) all countries will have coordinated programmes that disseminate
relevant and technically sound information to increase individual and com-
munity capabilities for involvement and self-reliance in health and to pro-
mote healthy behaviour, particularly regarding family health and nutrition,
environmental health, healthy life-styles and disease prevention and control.

—  Approaches

190. Health education and information of the public are two aspects of
the same discipline ; similar messages have to be delivered by whatever media
are most appropriate to do so. Messages for delivery through the mass me-
dia will be prepared in such a way as to stimulate without unduly frighten-
ing, and as to maintain a proper balance between individual and community
needs. WHO will prepare such messages and will help countries to trans-
late them into their cultural and language needs and to apply them in the
ways most appropriate to them. Two lines of development will be pursued.
The first will broaden the avenues available for dissemination of health in-
formation through promoting greater participation of health and other re-
lated sectors in coordinated efforts. WHO will promote and support the
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development of strategies and procedures to increase coordination between
ministries of health, education, communications, agriculture, rural develop-
ment and related sectors, community groups, industry, the mass media and
concerned nongovernmental organizations with regard to health education
and information at both the national and international levels. Consistent
efforts will be made to promote acceptable self-care practices by individ-
uals and communities. All types of health workers will be expected to take
part in the health information and education of the public. In addition,
innovative approaches to involve teachers in primary and secondary schools,
agricultural and rural development workers, literacy and adult education
programmes, labour and industry groups and traditional health workers in
‘the dissemination of health information will be encouraged and supported.

191. The second type of approach will seek to improve the effectiveness
of the education and information programmes, wherever they are carried
out, through improving methods and materials, including the introduction
of training in health education into the curricula for training all categories
of health workers. In addition to strengthening the use of existing methods,
the development of new methods and exploration of alternative media and
methods, including the use of traditional media, will be encouraged to reach
individuals and communities which have no contact with the media cur-
rently in use. WHO will provide information and support in the develop-
ment of appropriate materials for education of the public and for training
personnel of all types to provide health education and information to the
public, '

192. Information materials will be developed, locally adapted and field-
tested, particularly as they relate to the need to develop positive and ad-
. equate eating habits and for exercise and for outdoor leisure activities and
sports, and to the risks connected with the health effects of smoking and
the use and abuse of alcohol and drugs. Self-help activities will be em-
phasized. Guidelines and training material for health and other workers
will be adapted to different target groups in all major languages in each
region, aiming to make people aware of the health, as well as economic,
advantages of healthy behaviour, which will open possibilities for alterna-
tive use of resources. This can be carried out with the collaboration of
United Nations agencies, particularly UNESCO, ILO, FAO, UNICEF, and
nongovernmental organizations concerned. Support will be provided to de-
velop and improve training in health education and information for all
concerned workers in health and related areas. The inclusion of skill de-
velopment in communication and in stimulating behavioural change in such
training programmes will be encouraged.
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193. In the implementation of the above approaches, the information
content will be determined collaboratively with the technical specialists
concerned. Particular emphasis will be placed on reaching children and
adolescents. Attitudes and behavioural patterns are formed early in life;
consequently, particular emphasis in the programme will be on the young
and the involvement of the educational sector will be vital; specific cur-
ricula will be developed not only for health educators but also for all other
workers in the health and other sectors who are in contact with parents
and young people. Material will be developed and incorporated in media,
such as pictures, comic books, and cartoons. The needs of other high-risk
and underserved population groups will also be emphasized.

TN
!

194. The dissemination of educational and information support ma-
terials for primary health care, promotion of healthy behaviour and life-
styles, and the facilitation of individual and community self-care, will be
especially encouraged. Support to specific requirements regarding elements
of family health, environmental health, and disease prevention and con-
trol will be selectively provided wherever necessary, according to local
conditions.

C. HEALTH SCIENCE AND TECHNOLOGY

195. The health system infrastructure provides the human and material
means for delivering health care, but its impact on health depends on the
substance of what is delivered. A vast amount and bewildering variety of
health technologies exist but they are not always available to all who need
them and they are not always appropriate to those in need. For this reason
it is necessary to reappraise health technologies, selecting those that are
appropriate in specific circumstances, generating new technologies as re-~
quired and searching for behavioural alternatives wherever possible. To do
so, systematic scientific endeavour is required. Technology reappraisal and
development is needed to arrive at suitable ways of protecting and promot-
ing the health of people of all categories and ages, including specific popu-
lation groups such as young people, workers and the elderly. The pro-
motion of their mental health is no less important than that of their physical
health. A healthy environment can contribute to both physical and mental
health. No known civilization has been able to eliminate disease whatever
the measures taken; so technology for the prevention and cure of disease
is highly important and is likely to remain so. This includes technology for
diagnosis, treatment and rehabilitation in general, as well as for the pre-
vention and control of specific groups of diseases.
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196. The phenomenal growth in the complexity and scope of biomedi- 7. Research pro-
cal and health research has had two major implications. First, there is a motion and develop-
compelling necessity for a multidisciplinary team approach that, in turn, ment, including
demands a high level of organization and coordination. Second, the rap- research on health-
idly rising costs of research have increased the need for, and dependence promoting behaviour
upon, funding from public sources. This has resulted in a growing demand
for research that is directly relevant to the health problems of society and
a pressing challenge for governments and the public at large to clarify these
problems, meanwhile establishing priorities for their solution. An important
area of high social relevance that requires much greater attention is the ef-
fect of behavioural patterns in promoting or damaging health. While much

“is known about the negative effects of such habits as smoking, over-eating
and excessive alcohol intake, little is known about behaviour and habits
that promote health. Particular emphasis will therefore be given to research
on health-promoting behaviour and to the development of suitable meth-
odologies to this end.

197. At the national level, the pattern of health research that has evolved
in response to these trends naturally varies from country to country. Many
countries, especially in the developing world, have not yet developed an ef-
fective national organization for the management of health research or even
for articulating health research policy, although there is a notable trend
towards the development of such mechanisms and to define national focal
points for cooperation in international health research. At the national and
international levels similar trends have aroused growing concern over the
disparities between developed and developing countries in research and de-
velopment investment and the lack of coordinated global research efforts
that are relevant to worldwide health problems. Special attention will there-

___fore be given to the development and strengthening of the health research
capacities of the developing countries.

198. Increasingly concerned about this widespread lack of opportunity
for health research, WHO recognizes that attempts to strengthen research
capabilities can ultimately succeed only to the extent that governments
themselves deal effectively with the problem. This includes setting up career
structures that will provide incentives for scientists to undertake lifelong
research on priority health problems in their own countries.

199. WHO is concerned about the frequently lengthy delay between re-
search discoveries and their application for the health of people. This makes
it difficult for health research to compete for national resources on equal
terms with other enterprises that provide more visible short-term gains.
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Yet well chosen health research is among the decisive factors for the at-
tainment of the goal of health for all by the year 2000 and, in a wider sense,
long-term investment in research is a concrete expression of hope for the
future.

200. This is the basis for the commitment to promote research and
development and to strengthen national research capabilities. During the
period of the Seventh General Programme of Work the efforts of WHO will
therefore concentrate on building up national manpower and facilities for
biomedical, epidemiological, behavioural, health systems and related socio-
economic research. This will be done by involving in such research national
personnel and institutions providing information and training on the requi-
site methodologies and collaborating with countries in their application.
However, at present much greater resources are invested in clinical than in
other forms of research. WHO will therefore take measures to promote
the redressing of this imbalance.

— Objective 7

201. To promote research related to health, and coordinate the devel-
opment of relevant scientific activities in this area.

— Targets

202. This programme’s activities will aim at fostering national and inter-
national action so that by 1989:

(1) most Member States will have strengthened their national health
research capabilities so as to be able to carry out health research required
for the implementation of their strategies for health for all;

(2) most countries will have developed adequate mechanisms to carry'
out health research.

—  Approaches

203. WHO will continue to support the building up of research capa-
bility by Member States and will intensify its efforts to promote effective
and efficient systems for health research management including information
support for research. A central function of health research at the national
level is to assess existing technology for suitability in the light of local con-
ditions and health priorities. It will take into consideration all alterna-
tives—social, behavioural, preventive and clinical—cost considerations will
be included as an important part in the evaluation of the technology. Such
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an assessment will enable countries to decide what existing technology, in
its present or adapted form, is usable and what are the gaps needing to be
filled by research leading to new technology.

204. WHO will emphasize that the corner-stone of any national health
research effort is a coherent policy that will permit a rational allocation of
resources, however limited they may be, and sustained work towards clearly
defined objectives. The Organization will stress the inclusion in such poli-
cies of career structures and incentives for scientists to undertake research
in their own countries rather than elsewhere. It will point to the need to
identify priorities that are socially relevant to the country concerned and to

"“he corollary that training of research workers be provided in those special-
ties needed to tackle national health problems. The international exchange
of workers will broaden their perspectives and enable them to benefit from
research work being done in other countries. Participation in international
collaborative research will contribute to the same end. Attention will be
paid to the ethical aspects of health research, particularly with regard to
research involving human subjects.

205. Encouragement will be given to the inclusion of health-related re-
search in the work of other sectors whose activities have a direct effect on
health, such as agriculture, education and public works. One important
area of research which is receiving far too little attention is the influence
on health of social and economic factors, including unemployment, pov-
erty and social injustice in all its forms, as well as behavioural factors.
Thus, decisions taken in fields apparently unconnected with health, such as
selective taxation, employment policies, and the use of leisure, can all have
important effects on health. Behaviour, which is influenced by cultural,

__social, economic and physical circumstances, is a prime factor in maintain-

ing good health and preventing many diseases and, together with active
preventive measures, forms the basis of one of the most cost-effective ap-
proaches for improving health. WHO will therefore promote and support
research on social, economic and behavioural determinants of health. It will
do so both through the stimulation of other programmes to seek social
and behavioural alternatives to health technology, and through specific
studies on social and economic factors and behavioural patterns that may
affect health positively and negatively. These will include, where relevant,
studies on the effects on health of poverty, unemployment and social
injustice.

206. WHO’s special research and research training programmes initiated
at the international level have responsibilities for strengthening national

75



Health science and technology

health research capabilities through collaborating in the design and im-
plementation of research. These programmes enhance research manpower
training at all levels. They make equipment and other logistic support avail-
able for national institutions, foster the development of peer review mech-
anisms and cover ethical aspects of research.

207. WHO will develop further its capacity for ensuring the prompt
and relevant dissemination of research findings. The Organization will bring
together and widely disseminate experience on the use of different types of
research methodology, particularly those that have evolved recently, such
as epidemiological studies and clinical and community trials. It will dis-
seminate information on various methods of research management includ”™
ing the information support required for conducting research and dissemi-
nating research findings. It will support countries in developing and/or
strengthening national mechanisms for research on health matters, such as
medical research councils, health research councils and health research sec-

- tors in broader scientific and research councils.

208. The Advisory Committees on Medical Research (ACMRs) at the
global and regional levels, being linked with WHO’s governing bodies and
with medical and health research councils at the national and international
levels, provide an essential mechanism for the coordination of research, for
the correlation of national, regional and global priorities and for oversee-
ing the entire research complex to make certain that its output is brought
effectively to bear at the national level. Consequently WHO will sponsor
periodic meetings of representatives of ACMRs, of national research coun-
cils and analogous bodies in order to promote international coordination
of goal-oriented health research, to disseminate the concept of national
research programming as part of the managerial process for national health
development, and to enhance existing mechanisms for regional and inter-
regional coordination of health research.

8. General health 209. The way people behave, the style of life they lead, the food they
protection and eat, the care they take of their teeth and gums, and the risks they take,
promotion voluntarily or involuntarily, can all greatly influence their survival and their
health. As mentioned above, the programme of Research Promotion and
Development, including Research on Health-promoting Behaviour, will pro-
mote research to generate new knowledge on the social, economic and be-
havioural determinants of health and, in consequence, alternatives to health
and medical technology. Those research efforts are expected to generate
the knowledge required to conduct a viable programme on health-promot-
ing behaviour in general. Moreover, the promotion of behaviour conducive

76



—.

Health science and technology

to health will form part of many other programmes such as those on
accident prevention, health of the elderly, psychosocial factors in the pro-
motion of health and human development, the prevention and control of
alcohol and drug abuse, of sexually-transmitted diseases, of parasitic dis-
eases and of cancer, and studies on the simultaneous prevention of a num-
ber of noncommunicable diseases. The programme of Public Information
and Education for Health will promote the use of available knowledge and
new knowledge, as it becomes available, concerning the positive and nega-
tive influences on health of people’s behaviour and life-style. In addition,
specific activities are required to ensure health protection and promotion
through adequate nutrition, oral health and accident prevention.

210. Nutrition is one of the most important factors influencing the qual-
ity of human life in most parts of the world. Undernutrition is and will
likely remain one of the main contributing causes to the very high rates of
infant and young child deaths; and in those who survive it retards growth
and development, and lowers resistance to infections or environmental haz-
ards. It is estimated that around 200 million children under the age of
five are moderately or severely malnourished. Maternal malnutrition
is widespread, being especially important because of its serious implications
for the health of the women and their infants