
WORLD HEALTH ORGANIZATION 

ORGANISATION MONDIALE DE LA SANTÉ 

TWENTY- EIGHTH WORLD HEALTH ASSEMBLY 

COMMITTEE A 

А28/A/SR/20 

29 May 1975 

COMMITTEE A 

PROVISIONAL SUMMARY RECORD OF THE TWENTIETH MEETING 

Palais des Nations, Geneva 
Thursday, 29 May 1975 at 9 a.m. 

CHAIRMAN: Dr Marcella DAVIES (Sierra Leone) 

CONTENTS 

1. Promotion of national health services (continued) 

2. Development of the antimalaria programme (continued) 

3. Promotion of national health services (resumed) 

4. Draft fifth report of Committee A 

5. Closure 

Рage 

2 

2 

14 

22 

22 

Note: Corrections to this provisional summary record should reach the Chief, Editorial 
Services, World Health Organization, 1211 Geneva 27, Switzerland, before 9 July 1975. 



А28 /А /SR /20 
page 2 

1. PROMOTION OF NATIONAL HEALTH SERVICES: Item 2.6 of the Agenda (Resolutions WHА23.61, 
WHA25.17, WHА26.43, W1Á27.44, WHА26.35 and EB55.R16; Documents A28/9 and 
А28 /WP /14 Rev.1) (continued) 

The CHAIRMAN drew the Committee's attention to the Director -General's report on 
promotion of national health services (document A28/9) and to two related draft resolutions. 
The first, proposed by the ad hoc working group of the Executive Board, read as follows: 

The Twenty- eighth World Health Assembly, 
Having considered the report of the Director -General on promotion of national 

health services; 
Agreeing upon the worldwide importance and urgency of the promotion of a 

primary health care programme within the context of national health services and 
national development efforts, with special emphasis upon underserved populations; and 

Recalling the necessity of expanding efficient and effective comprehensive 
health care as called for by resolutions WHА23.61 and W1Á27.44, 

1. THANKS the Director -General for his report, considered as the first step towards 
implementing those resolutions; 

2. URGES Member States to take the necessary national steps to develop and implement 
plans of action in the area of primary health care; 

3. REQUESTS the Director -General to continue the activities already initiated in the 
area of primary health care especially for the developing countries as called for by 

resolution EB55.R16 and as outlined in the Director -General's report; 

4. FURTHER REQUESTS the Director -General 
(a) to bring the primary health care programme to the attention of the highest 
national authorities and, upon request, assist them in defining actions towards 
the development of this programme in their respective countries; 
(b) to promote and assist in the development of primary health care activities 
with the active participation of different socioeconomic sectors and through the 
use of different entry points, e.g., country programming, rural development 
and other intersectoral development activities; 
(c) to continue to consult relevant agencies in order to obtain assistance in 
the development of an expanded long -term programme for primary health care, 
including the technical as well.as the financial aspects; and 
(d) to report on the progress made to a future session of the World Health 
Assembly; and 

5. CONSIDERS that at a future appropriate time the World Health Assembly may wish to 
review experiences of health services of various countries in providing primary health 
care, as called for by resolution EB55.R16. 

The second draft resolution, proposed by the delegations of Cuba, Czechoslovakia, 
Mongolia, and the Union of Soviet Socialist Republics, read as follows: 

The Twenty -eighth World Health Assembly, 
Having considered the Director -General's report on the promotion of national 

health services and the provision 'of primary (curative and preventive) health care 
for the population, wide sections of which do not have adequate access to health 
services, particularly in the rural areas of many developing countries, 

1. REAFFIRMS its previous decisions and resolutions (WHА20.53, WHА23.61, WHA25.17, 
WНА26.35, WHА26.43, WHA27.44 and others) on the impossibility of accepting any longer 
a position in which the overwhelming majority of the population in many countries lacks 
the opportunity to exercise its inalienable right to the protection and improvement 
of its health and also on the fact that the provision of a real opportunity to 

exercise that right for every individual and for the population as a whole is a most 
important task for society and the governments in the countries concerned; 
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2. EMPHASIZES that the necessary health care for the population can be most effectively 
provided within the framework of comprehensive national health systems and services, 
constructed and developing on the basis of the principles formulated in resolution 
WHА23.61 and not only making maximum use of all national financial, organizational 
and manpower resources in every country, taking into account its social, political 
and economic structure and geographical, historical and other conditions, but also 
using, in the most flexible and rational way possible, international experience in 

public health and all possible sources of assistance in that sphere; 

3. CONSIDERS it necessary to draw the special attention of states and international 
organizations to the development of primary health care for the population living in 
the rural areas of the developing countries with a view to providing that population 
with access to the national health services and furnishing preventive, epidemic control, 
health education and curative assistance by all available methods .at the highest 
possible level for the given stage of public health development and social and economic 
progress in the country concerned; 

4. REQUESTS the Director -General 
(a) to continue the work that has already begun in accordance with resolution 
EB55.R16 on a programme of WHO activities to stimulate and promote the develop- 
ment of primary health services in Member States, taking into account accumulated 
national and international experience in that sphere and also the Organization's 
constitutional functions and financial possibilities and resources, including 
various extrabudgetary resources; 
(b) to recommend to Member States that they plan and organize primary health 
care for the population in such a way that it is carried out by persons who have 
undergone medical training, even to a minimum extent, working under the effective 
and real control of physicians or medium -grade medical workers and able when 
necessary to obtain advisory and other help from higher echelons in the public 
health service, and also that they enlist the support of the local population 
in establishing primary health care centres in line with local requirements and 
priority tasks; 
(c) to recommend also that they accept the premise that primary health care for 
the population in the developing countries should not in the final analysis be 
limited to care provided by workers with minimum medical training and ensure that 
such workers and the primary health care centres are subordinate to local health 
authorities and state authorities and also receive supervision and guidance on 
methods from the central national health authoritieswith aview to ensuring the 
functional unity of all the health services in the country, mutual assistance 
and joint action by medical establishments at different levels and the most 
rational possible utilization of state and particularly of local community 
resources, which formerly remained unused, and as the primary health care system 
develops, gradually to replace workers who have undergone minimum medical 
training first of all by medium -grade medical staff and subsequently by physicians 
conscious of their lofty professional and social duty to their people, and also 
to envisage the possibility of giving further training to primary health care 
workers to bring them up to the level of medium -grade medical staff; and 

(d) to considerably extend and intensify, jointly with national establishments 
in Member States and international intergovernmental and nongovernmental 
organizations, the scientific research recommended in resolutions of previous 
Assemblies on the effective organization of national health systems and services 
and in particular of primary health care for the population of rural areas, in 

so doing drawing particular attention to the experience of those Member States 
of WHO which have successfully solved or are successfully solving at the present 
moment problems of the organization of primary health care for both the rural 
and the urban populations, with a view to comparing and evaluating such experience 
and making it available to all other states interested in this matter; 



А28 /A /SR /20 
page 4 

5. REQUESTS the Executive Board to consider the programme, drawn up by the 
Director -General in the light of the above considerations, of WHO activities in regard 
to the provision of primary health care for the rural population in the developing 
countries and for other population groups who do not now have adequate access to the 
health services, and to give due weight to these activities in the draft Sixth 
Programme of Work of the World Health Organization; 

6. CONSIDERS it necessary, in view of the acuteness and great importance of the 
problem of organizing primary health care for the rural population within the 
framework of comprehensive national health systems and services, to hold in 1976 
an international meeting or conference under WHO auspices to exchange experience 
on the development of national health services; and 

7. INTRUCTS the Executive Board to consider and determine at its fifty -seventh session 
the time, place, and concrete programme of such a conference. 

Dr.VENEDIKTOV (Union of Soviet Socialist Republics) said that there were still 
countries where the provisions of the Constitution concerning the right of every individual 
to the highest possible level of health and the responsibility of the State in that respect 
had not been translated into reality, despite the many efforts that had been made to do so. 

It was for that reason that the adoption by the Twenty -third World Health Assembly of WНА23.61 
had been so important. That resolution, in which for the first time the principles for 

the development of an effective national heaith service system had been formulated, marked 
a turning -point in WHO's activities in that sphere. The resolution had been referred to 

many times and attention had been drawn to the need for a national will, for determination 
on the part of the people and government of a country to provide health services to the 

whole population. 
It was a mistake to make a distinction between the urban and rural population, 

considering the former as privileged and the latter as underprivileged, since the majority 
of the urban working population in developing countries were without satisfactory health 
services. Where provision of primary health care was concerned the population should be 
considered as a whole. 

The draft resolution presented by his delegation together with the delegations of 
Cuba, Czechoslovakia and Mongolia emphasized that governments bore the responsibility for 
organizing primary health care services, because it was considered that no outside body 
should dictate to governments the form that such services should take or how they should 
be organized. WHO could help governments by.placing at their disposal the results of 
comparative evaluation of different systems. That had not yet been fully done, although 
it had been mentioned in several Health Assembly resolutions. 

Primary health care should be viewed not as primitive health care but as a wide 
national system of health services for the whole population. For that the services of 

specialists of all disciplines, physicians, nurses, all health workers of whatever degree 

of training, and the community, had to be mobilized in a common effort. He thought that 

the draft resolution gave a clear indication of what could be done in that respect in the 

coming few years. 
Some delegations apparently thought that paragraph 5 of the draft would restrict the 

freedom of the Director-General or delay the implementation of the programme. He was 

prepared to consider an amendment to that paragraph to remove all doubts. He wanted the 
work to begin immediately but warned that the problem would not be solved easily or in 
the near future. He had full confidence in the Director -General but would like him to 
inform the Assembly, perhaps in a year's time, how he intended to tackle the global 

programme of primary health care. 
He hoped that the draft resolution would be supported but was ready to consider any 

amendments that did not detract from its underlying purpose. 

Professor SULIANTI SAROSO (Indonesia) said that she had taken the chair, as a member 
of the Executive Board, at the meeting of the UNICEF /WHO Joint Committee on Health Policy. 
The Committee had used as a basis for its discussion the joint UNICEF /WHO study on 
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alternative approaches to meeting basic health needs for populations in developing 
countries. That study had shown that the most important factor for ensuring the success 
of primary health care services was community participation. It should be possible to 
achieve success in all countries, given the national will to do so and taking into account 
the particular conditions of each country. 

The Health Assembly had adopted numerous resolutions on the subject of promotion of 
health services, and the time had now come for action. If the Assembly were to take 
positive steps towards promoting primary health care, according to the terms set out on 
page 1 of the Director -General's report, it could count on the wholehearted support of 
UNICEF. 

Dr GOMAA (Egypt) said that if WHO succeeded in promoting primary health care at 
community level it would have fulfilled one of its most important objectives, not only 
in the field of health but also in the field of human welfare. The provision of health 
care should be related to the financial, cultural and human resources of individual 
countries, and should take into account particular geographic and social factors. Resources 
should be used in such a way as to make possible the achievement of health care objectives, 
acid that could only be done by the use of sound methods of planning and programming. 
WHO could be of great assistance to governments in this area by providing expertise, but 
it should not forget that that expertise should be suited to specific cultural and economic 
situations. 

Primary health care in all countries was based on the services of the doctor who, as 
the most highly qualified member of the health care team, should be responsible for the 
directing of health units with the help of nurses, auxiliaries and paramedical personnel 
who could take over from him only under exceptional circumstances. WHO could help in 
the establishing of such units and in the training of personnel to staff them. It 

could also help to find ways of encouraging the inhabitants of remote rural areas to use 
the services of the units. Medical training should be adapted to prepare doctors to 

serve in such areas. 

The primary health care service should be linked, as part of a continuous chain, with 
other health care services, both at regional and at international level. In his country 
valuable knowledge had been gained by linking primary health care units with regional 
hospitals so that experts could cooperate with doctors in rural areas in carrying out 
operations and making the diagnosis in difficult cases. 

The success of the health service should not be evaluated merely in a vertical or 
horizontal direction; it should be assessed in terms of its ultimate effect on the economic 
and social life of the community as a whole. 

His delegation supported the first of the two draft resolutions that had been 
presented. He proposed that, in the final paragraph of that resolution, the phrase 
"especially as regards the planning and evaluation of these services" should be added after 
the phrase "primary health care ". 

Dr ORHA (Romania) said, although primary health care should be an urgent priority in 

most developing countries, there were many obstacles in the way of an adequate provision 
of such care. One of the basic premises of the Director -General's report was that primary 
health care involved the integration at community level of all elements necessary to make 
an effective impact on the health of the people. However, in the view of the ad hoc working 
group of the Executive Board and of some previous speakers, such integration was only a 
first step in the establishment and promotion of a national health care system. 

In order to avoid possible misunderstanding, his delegation wished to proposed 
some amendments to the first of the draft resolutions presented. The title of the 
resolution should be "Expanded Programme in Primary Care ". In operative paragraph 2 of 

the resolution the phrase "leading to the provision of a comprehensive health care system 
for the total population" should be added after the words "primary health care ". In 

operative paragraph 4(c) the phrase "Member States and" should be added after the words 
"to continue to consult" aid the words "national and international" before the word 
"agencies ". 
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He suggested that the Secretariat should take into consideration the experience 
gained in his country in the integration of primary health care into the national health 
care system and use that experience in promoting and strengthening health services in 
developing countries. 

Dr OJALA (Finland) said that the progress of medical science over the last few 

decades had not been reflected in advances in the level of health in many countries of 
the world. Such progress as had been made had been chiefly in the control of 
communicable diseases and the control of nutritional disorders in childhood. Experience 
had shown that, in order to achieve and maintain good results in health care, a permanent 
health infrastructure working in close contact with the local people needed to be 
established. In that respect, the work carried out by WHO in environmental health and 
maternal and child health was greatly appreciated. The application of new medical 
knowledge had mainly served for the improvement of already highly sophisticated 
hospital services. The gain in general health had been poor when measured against the 
efforts expended in manpower and in investment. 

Experience in Finland had shown that, in spite of a rapid increase in the cost of 
health services, health indicators had not changed materially for the better, and in fact 
there was an actual decline in the level of health among certain sectors of the 
population. Although there had been some change in the principal health hazards in 
some countries, the chief hazards continued to be those caused by changes in nutritional 
patterns, occupational hazards, traffic hazards, tobacco smoking, and problems of 
human relations. Those hazards could not be tackled merely by the use of specialized 
medical techniques; there was need for comprehensive action at all levels of society 
involving a number of different sectors of the health administration. The role of the 
health service should not merely be to provide conventional medical care but also to 

contribute to the control of factors in the physical and social environment that were 
hazardous to health. That would mean that there would have to be a return to policies 
and approaches that had been successfully applied in the past. Only through strengthening 
the primary health services network in close participation with the people themselves 
would there be any hope of changing motivations and attitudes and attaining behaviour 
patterns that were more favourable to health. In his country there had been a revision 
of public health policy to give the top priority to the development of primary health 
care. 

His delegation supported the ideas outlined in the Director -General's report and 
the conclusions of the UNICEF /WHO study on alternative approaches to meeting basic 
health needs of populations in developing countries. At the meeting of the UNICEF 
Executive Board earlier that month his delegation had pointed out that, when developing 
primary health care, emphasis should be placed on joint planning, since many different 
administrative sectors were involved. It had also emphasized the need for further study 
on the financial and manpower implications of the development of primary health care 
systems. There was need for continuous collaboration between international organizations 
concerned with primary health care, notably WHO, UNICEF, and UNDP. 

He supported the recommendation in resolution EB55.R16 that the Health Assembly 
undertake a review of the experiences of health services in various countries in 
providing primary health care as well as of the principles and progress of WHO's 
programme in this field. 

His delegation supported the first of the draft resolutions that had just been 
presented, with the amendments proposed by the delegates of Egypt and Romania. 

Professor JAKOVLTEVIC (Yugoslavia) noted that in a large number of developing 
countries the majority of the population lived in rural areas, and of these 85% had only 
limited access, or no access at all, to health services. It was clear that there was no 
ground for optimism and that urgent action was called for. 

His delegation fully supported the analysis of the problem set out in the 

Director -General's report, notably the definition of the factors that still prevented 
the populations of developing countries from having proper access to health services. 
The report made it clear that primary health care should have the highest priority. 

It would be valuable if WHO could continue to collect, study and interpret the 

experiences of Member States in this area and disseminate the results in even greater 
detail, notably regarding methods of financing health care. WHO could assist Member 
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countries in working out simple, efficient, low -cost health technologies for solving the 

most prevalent problems, technologies that could easily be adapted to local conditions. 

The mechanical transfer of health care technology should be avoided. 
WHO should also assist countries in their efforts to train community- oriented 

health workers for the remote rural areas and assist them in establishing a health 
service system that was entirely community- oriented. Such frontline health services 
should be seen as an integral part of an overall health care system. The Organization 
could also give help in the development of teaching materials and manuals and in the 
organizing of seminars, symposia and workshops on the subject of the promotion of 
national or community health services. 

Health should not be considered in isolation but as part of a country's overall 
social and economic development, and thus the total involvement of the population was 
needed for a proper development of the health services. In that connexion, three 
points from the operative part of the resolution on programme budget policy with regard 
to assistance to developing countries adopted by the Committee, were important: 
first, that, technical assistance to governments should consist primarily of the types 
of assistance and services that had proved to be effective; second, that it should 
be as flexible as possible, adapted to the specific needs of individual countries, and 
include operational components when necessary; and third, that it should be based on 
experience gained and on an improved understanding of the constraints limiting the 
development process in the developing countries. 

He supported the first draft resolution under consideration, together with the 
amendments proposed by the Romanian delegate. 

Dr HOWARD (United States of America) said that there was not much international 
disagreement on the subject of the health needs of developing countries. Excellent 
solutions already existed, such as that contained in resolution WНА26.35, which 
recommended to the Director -General that the Organization "concentrate upon specific 
programmes that will assist countries in developing their health care systems for their 
entire population, special emphasis being placed on meeting the needs of those 
populations which have clearly insufficient health services ". 

The basic problem was that, despite the best efforts of developing countries, 
aided for over a quarter of a century by WHO and other international agencies as well 
as by other countries, on the average not more than 20% of their populations had 
regular and convenient access to health services in the communities in which they lived 
and at a cost that governments could afford. Delegates to the Health Assembly stressed 
every year the continued severity of malnutrition, poor maternal care and family health, 
unacceptably high rates of parasitic disease, and population growth. 

Current health care systems were not yet available to the great majority of people 
in many developing countries or to smaller numbers in many developed countries. In the 
developing countries 90% of infants were still born at home with the help of the 
traditional untrained midwife, and half of all deaths in the world each year occurred 
in children under the age of five years, predominantly from the combination of 
malnutrition and infection. Official WHO data indicated that developing countries 
spent four times as much on private - sector care than on public -sector care. Many 
countries did not have the manpower to provide the majority of people with modern 
scientific medicine. Despite the progress made in the past 25 years, most people - 

especially those in rural areas - had no access to the simplest health services except 
for a few mass disease control campaigns. 

The Health Assembly bore a clear responsibility, within the WHO Constitution, to 
provide the Director -General with clear guidance on an issue of such importance to the 
wellbeing of most of the world's population. 

The title of the agenda item was confusing; the point at issue was primary health 
care - i.e., that component of the existing system that was required to extend services 
to the majority, in their own localities, in an acceptable manner, and at a cost that 
the country could afford - not the promotion of national health services, organizations, 
or systems. 
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The food crisis, malnutrition, maternal and child mortality, and the population 
problem were such as to require solutions within the next 10 years - not 50 or 100 years. 
Thus the ministers of health of the Americas, who had met in Santiago in 1972 to determine 
the goals of the decade, had resolved to seek ways of reaching 80% of the population with 
primary health care services within the next 10 years. 

Current solutions were inadequate for the poorest countries - those with an annual 
per capita.income below $ 100. Most of the world's people earned less than $ 150 and, 
according to the World Bank, the lower 40% had an annual per capita income of about $ 50. 

The estimated increase in per capita income over the next decade was of the order of 2% 
per year. For a man earning $ 100 or less annually, a theoretical increase of $ 2 per 

year offered almost no hope of increased health services, let alone agricultural, 
educational, or other benefits. The reality was that the rate of economic increase over 
the next decade severely limited the design of any health service system for the purpose 
of reaching the majority, since any system depended on resources. 

Many Member States continued optimistically to think that an increase in external 
resources might solve the problem of basic health services. The level of health services 
tended to rise with national income, so that examples of health systems in developed 
countries were not always helpful, since they were income- dependent. 

Given the economic outlook, the basic issue was whether the distribution of health 
services could be significantly increased during the next decade in a country with a 
per capita income of less than $ 100. The total support from all donor countries to the 

developing countries for all purposes was of the order of 10 000 million dollars. That 
amount, compared with the total cost of running the developing countries, which had a 
gross national product of about 500 000 million dollars, was marginal to the needs. In 

the long run, therefore, countries would have to look to their own resources in order to 

reach national solutions to their health problems. At best, external assistance, 
including that from WHO, could only be of a catalytic nature. As the Director -General 
had said, WHO was not a donor agency and did not have the funds to meet the basic needs 
of countries. Lowered birth rates were not expected to make a significant difference to 

per capita income within the next decade, so that even that was not a solution that would 
improve the health services of the rural poor. Faced with that diiemma, the developing 
countries had the option of doing nothing for the majority or of carefully reexamining 
the pattern of health care delivery to see if alternative approaches existed within the 

financial constraints. It was in that reexamination that WHO could be of the greatest 
assistance, and it was at that point that the Committee was required to give the 

Director -General a clear mandate for providing technical assistance. 
The design of the primary health care system during the next decade might need to be 

radically altered from expensive manpower patterns to patterns extending far beyond the 

auxiliary health patterns and involving community leaders, village volunteers, and tradi- 

tional midwives. Such solutions would be distinct for each country and could be solved 

only by the country in question. 
New systems to extend simple health care during the next decade would need to be 

recognized as interim measures until more professional systems could be developed to cover 

the majority of people. The importance of family health in the future was such that the 

problem could not remain without solution. 

It must not be forgotten that any system must be part of a national and comprehensive 

health system. In the draft resolution proposed by the Cuban and other delegations, the 

past resolutions referred to did not relate to primary health care but to the national 

health system, which was not the subject of the debate. He agreed with the delegates 

of Romania and of the Soviet Union that any system must be part aid parcel of the national 

comprehensive system, should have adequate professional supervision, must be carried out 

by people with some health instruction, and must be linked to facilities and resources 

of the national health system. However, that was not the point at issue. Therefore 

the draft resolution proposed by the Soviet delegation, though it was in itself correct 
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and good, did not concern the subject under discussion. On the other hand, the draft 
resolution proposed by the Executive Board, with such modifications as might be suggested, 
was really relevant to the important issue under discussion. 

Dr ALDEREGUTA (Cuba) drew attention to document A28/9, which had motivated the draft 
resolution, proposed by his and other delegations, stating the needs and offering solutions 
to the complex problems of primary health care. It was necessary to consider certain 
basic requirements for the implementation of that great task in any country, taking into 
account its geographical and historical characteristics and its social, political, and 

economic structure. His country, although it was a developing country and had only about 
3000 physicians, had succeeded during the past 15 years in establishing a national health 
system providing primary services for the entire population. 

The first requirement was that primary health care must be integrated into the national 
health care system so as to guarantee the essential interrelationships between the 
different levels of the system and, hence, health care of better quality. It was 
important for primary health care services to belinked with the development of the community 
and for the latter to take an active part in the functioning of its primary health centres. 

Secondly, it was indispensable that, however modest primary health care centres were, 
they should be staffed by adequately trained persons. As a part of the national system, 
such centres should be supervised by physicians and other health technicians, be subordinate 
to the local and intermediate health authorities, and receive instructions and super- 
vision from the national health authorities. The most rational use should be made of 
local community resources and the active participation of the public. 

Thirdly, in order to improve the quality of primary health care, there should be a 

constant flow of medical and technical personnel towards the primary health services, as 
well as opportunities for raising the technical qualifications of those who had started 
out at primary centres and for promoting them to higher levels. Tremendous efforts were 
needed, especially as regards training and refresher courses for physicians and other 
technical health workers, who should have a clearer conception of their social function 
and of the importance of their scientific work for the improvement of community health. 
The solution of a problem of such complexity required not only a great national effort 
but also the application of experience accumulated in countries that had succeeded in 
establishing adequate primary health services. International collaboration was of prime 
importance, for instance the multidisciplinary work performed by WHO in providing guidance 
and assistance to countries that had shown their readiness to promote primary health 
services. 

His delegation, as one of the co- sponsors of the draft resolution, was prepared to 

accept amendments to its text, arising out of the debate on that important subject. 

Dr CHITIMBA (Malawi) said that in his country it was the traditional midwives and 

healers who offered primary health care to the great majority of the people. It would 
therefore be inappropriate for WHO to enhance such health care without taking the 
importance of traditional medicine into account. The Executive Board, in its special 
study on the development of basic health services, had reached the unwelcome conclusion 
that many countries were not succeeding in that aspect of the Fifth General Programme of 
Work. Worse still, in many countries the basic health services not only were failing 
to progress but were actually falling back. It was encouraging, therefore, that WHO 
had reacted almost immediately to that situation by asking its Member States to stress 
primary health care. Attention had been drawn, in document А28 /WP /4 Rev.1, to examples 
of health care systems that might provide possible solutions to the problem. Countries 
were not expected to adopt a particular system but, with impetus from WHO to implement 
the recommendations. 

Primary health care had to develop in tune with local conditions and with local 

resources. External technical assistance need not be dispensed with but should act merely 
as a stimulus to the national system. Such assistance would come more readily if WHO 
came up with a programme for stimulating primary health care development. He was 
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disturbed to note that rather little was offered in document A28/9. The actions envisaged 
by the Director -General in that field, which were listed on page 9, included the formation 
of a steering committee consisting of two Assistant Directors- General; headquarters and 
regional office working groups; headquarters and regional office dialogue with member 
countries; and initial steps for the formulation of a plan of action with identification 
of headquarters, regional, and country responsibilities. On page 10, hopes of funds were 
raised. The basic point that had been missed in the document was that primary health care 

was largely a matter for individual communities and the most effective WHO action would be 
persuasion of the countries concerned. The way in which primary health care could best 
be delivered, and the Organization's contribution, could be determined by extrapolation 
from the successful experience already gained. His own suggestion was the curbing of 
so- called experts CO the needy countries, the intensive and continuous reorientation and 
training of those experts and, above all, intensified training of properly oriented local 
personnel. 

Primary health care had to be developed in a comprehensive framework. Thus, in 

Malawi, agricultural development - which was the spearhead of all development - included 
health components. It was gratifying to note that many friendly countries and agencies 
agreed with that comprehensive approach. For 70 years - long before barefoot doctors 
had become famous in the west - the backbone of the health services had been the medical 
assistant. However, it was dangerous to entrust inadequately trained persons with the 
potent drugs currently existing. Supervision should be an essential feature of the 
primary health care delivery system. It was important, furthermore, to build on what 
already existed. He was gratified to note that, two years hence, the subject of the 
technical discussions at the African Regional Committee would be related to traditional 
medicine. 

There was no one blueprint for primary health care. Meetings and conferences were 
unlikely to enhance the essential national commitment of various countries. Such meetings 
were merely platforms for the glorification of individual systems of primary care delivery. 
However, meetings at the regional level of countries with similar problems, with WHO and 
interested bodies participating, were more likely to bear fruit. 

The examples presented in document А28 /WP /4 Rev.1 still had to stand up to the test 
of time. He therefore maintained an attitude of cautious optimism. 

Dr КUPFERSCHMIDT (German Democratic Republic) regarded the provision of primary health 
care for the entire population, particularly in the rural areas of many developing 
countries, as a high priority for WHO. In the past 30 years his country had built up 
a comprehensive health service including: primary health care based on prevention and 
rehabilitation; the responsibility of the State; planned development within socioeconomic 
development as a whole; coverage of the total population with qualified medical care free 
of charge at all levels from the primary health worker to the highly specialized medical 
institutions, forming a pyramid of integrated organized medical care; unity of theory and 
practice in health protection, i.e., rapid practical application, also at the primary 
health care level, of the achievements of medical science and technology; and partici- 
pation of the community in the solution of health problems. Countries of differing 
socioeconomic backgrounds needed to-exchange such experiences in the organization of health 
care and so build up and improve their own services within a comprehensive national service. 

His delegation supported the recommendations made in the draft resolution proposed 
by the Cuban and other delegations which would help Member States to find their own ways 
of solving urgent problems of primary health care according to their national, medical, 
social, cultural, political, and economic needs. 

Dr КIVITS (Belgium) said that it was becoming increasingly evident that the indis- 
criminate transfer of western systems of health care to countries with different cultures, 
different social structures and different levels of economic development was not likely 
to meet the essential needs of the great majority of their populations; even in his 
country, people were beginning to wonder whether the system of highly specialized medicine 



• 

А28 /А /SR /20 
page 11 

using advanced technology was really, having regard to its high cost, meeting their 
essential needs. Furthermore, in developing countries multidisciplinary campaigns against 
certain endemic diseases, although they had been very successful, had not really covered 
the permanent health needs of the population concerned. 

His delegation was therefore grateful to the Director -General for his appeal to 

national health authorities to use more imagination and initiative. Within the limits of 
its resources, Belgium was responding to the requests from a certain number of countries 
to assist them in organizing health services better adapted to the needs of the local 
populations. The advice of WHO would be as valuable to Belgium as to the countries seeking 
Belgium's assistance. A special research unit had been established at the Institute of 
Tropical Medicine, Antwerp, to study the organization of primary health care and health 
education. He hoped that the authorities of the countries in which joint national /Belgian 
experiments were being conducted would inform WHO in due course of the results of the 
programmes concerned. He also hoped that the Director -General's report and the UNICEF /WHO 
report on alternative approaches to meeting basic health needs of populations in developing 
countries would be studied carefully by both donor and recipient countries and that WHO 
would play a coordinating role in bilateral agreements. 

Hospitals with highly technical equipment were not only expensive to run but also 
required a highly qualified administrative and professional staff that was not yet available 
in many countries. The construction costs of such hospitals were often covered by external 
assistance but the annual running costs, which might amount to as much as one -third of the 
construction cost, had to be borne by the country itself. There was therefore not much 
left over in the national health budget to organize health care for the rural population 
or the poorer urban population. Hospitals were of use only if they were the principal links 
in a network of health units at different levels extending over the entire country and 
covering essential health needs even in the remotest areas. Governments must be bold 
enough to give up the idea of perfect health services in favour of a balanced distribution 
of limited resources guaranteeing the functioning of peripheral units. 

The Director- General's report proposed that the local population should make a contri- 
bution to the organization of primary health services. That was the correct approach, 
since free medical care for everyone was merely a political campaigning slogan that 
encouraged inaction on the part of the consumers. It was also right to place primary 
health care within the context of socioeconomic development, since an improvement in living 
conditions by itself brought about an improvement in health standards. 

WHO had provided valuable advice and examples with regard to the training of the 
primary health workers and the organization of community -based services. Doctors and other 
qualified personnel must be prepared to allow such workers to undertake a range of tasks 
under appropriate supervision to achieve a coordinated health system. Professional staff 
should be trained to form part of a medical team with the objective of promoting health 
activities as part of community development schemes. The most difficult task would 
undoubtedly to persuade doctors trained along traditional lines accepted to agree to the 

necessary changes. Doctors interested in public health problems were always a minority 
of the profession. But as the population increased faster than the number of qualified 
doctors, it would become increasingly necessary for them to act as advisers and evaluators 
rather than practitioners. Paramedical personnel would have to take over the diagnosis 
and treatment of common diseases. 

Mrs TZUJENCHOКA (China) said that China was a multinational country that had achieved 
unprecedented national unity under the leadership of Chairman Mao Tse -Tung. As she knew 
from personal experience, before its liberation in 1951 Tibet had been an extremely 
reactionary society based on feudal serfdom. No medical care or drugs were available for 
the masses of the Tibetan people and there was very high maternal and infant mortality. 
The country was in a state of stagnation, with a declining economy and a dwindling 
population among whom infectious diseases were rampant. 
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Since liberation, under the leadership of Chairman Mao Tse-Tung and with the support 
. of people from the whole of China, society had been transformed and the Tibetan people had 

achieved spectacular development in all fields. Agricultural output had greatly increased 
and the Autonomous Region of Tibet was now virtually self -sufficient in cereals and edible 
oils. Industry, which had previously been non- existent, now included comparatively large 
textile mills, electric and farm machinery plants, and medical instrument repair and 
pharmaceutical factories. Medical and health services had also made rapid advances: by 
the end of 1974 the number of medical institutions in Tibet had increased 28.5 times and 
the number of hospital beds 18.3 times as compared with 1959. Medical personnel, 
including barefoot doctors, had multiplied 19.5 times and the allocation of funds from the 

Central Government to the Region was over 12 times more than in 1959. There was a people's 
hospital in each prefecture and municipality of the Region, a country hospital in each 
county, a health clinic in each district and health stations in the people's communes which 
now covered over 93% of the townships of the Region. Barefoot doctors were attached to 

production teams. In that way, a network of health services had begun to take shape in 

the Region as a whole. 
Free medical and preventive treatment was given to all the workers in Tibet and many 

medical teams from other provinces had provided assistance to the Region. At the same 
time, the traditional medicine of the Tibetan people was also being developed and the 
authorities were putting into practice the directive of Chairman Mao that said "In medical 
and health work, put the stress on the rural areas ", in accordance with the four principles 
of Chinese health work, namely, "serve the workers, peasants and soldiers; put prevention 
first; unite the doctors of traditional and Western medicine; and integrate health work 
with mass movements ". Many barefoot doctors had been trained in order to serve the 
agricultural areas and to carry out health work at the grass roots level. Medical workers 
in the city were given the opportunity to. work in the rural areas on a rota basis. Of the 
medical workers in Tibet 70% were currently working for long periods in the rural areas. 
Mobile medical teams were sent from the prefectural, municipal and county hospitals every 
year to the agricultural areas, bringing medical services and drugs directly to the masses 
in the villages. 

A number of preventive measures had also been undertaken: a mass patriotic sanitation 
campaign had been launched in urban and rural areas to improve hygienic conditions, 
exterminate pests and eradicate diseases as well as to change personal habits. There had 
been immunization campaigns against some diseases and smallpox and cholera had been 
eradicated. Endemic and common diseases had been successfully checked by large -scale 
screening followed by treatment. Maternal and child health services had been greatly 
expanded; treatment had been made available for common gynaecological disorders, midwives 
had been trained and the new method of child delivery popularized. Nurseries of various 
types had been established in every county of the Region aid were attended by over 70% of 
pre -school children. Such nurseries ensured their healthy development and the population 
of Tibet had doubled since 1959. 

Medical education had also developed rapidly. Tibet now had seven medical schools, 
and large numbers of students were sent in addition to study in medical and pharmaceutical 
colleges in other provinces of China, In that way, many Tibetan doctors had been trained, 
mostly children of emancipated serfs and slaves. The speaker herself came from such an 
exp1aited family and had been sent to study at the Tibetan Institute of Nationalities and 
later at the North West Institute of Nationalities. After graduating as a doctor, she had 
returned to Tibet where she now held the post of Deputy Director of the Bureau of Health 
of the Autonomous Region of Tibet. Her case was typical of the earthshaking changes which 
had taken place in Tibet and the other parts of China. 

The CHAIRMAN said that the draft resolution on the promotion of national health 
services in document A28/9 and the resolution on the same subject sponsored by the 
delegations of Cuba, Czechoslovakia, Mongolia and the Union of Soviet Socialist Republics 
had a number of points in common. She therefore proposed to set up a working group to 

consider those two draft resolutions and the amendments thereto to consist of the Chairman 
of the ad hoc working group of the Executive Board, the sponsors, the delegations of Egypt, 
Romania and any others that might be interested, under the chairmanship of Professor Reid 
of the United Kingdom. 
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2. DEVELOPMENT OF THE ANTIMALARIA PROGRAMME: Item 2.5 of the Agenda (Resolutions WHA27.51, 
EB55.R36 and EB55.R37; Documents A28/8 and A28/8 Add. 1) (continued) 

Dr VELIMIROVIC (Austria) presented the following draft resolution on the development 
of the antimalaria programme, which had been agreed by the working group: 

The Twenty - eighth World Health Assembly, 
Recalling resolution WHA27.51; 
Having considered the Director- General's report on the development of the 

antimalaria programme and the views expressed on the subject by the Executive Board 
at its fifty -fifth session; 

Recognizing the grave consequences, especially for children, of the 
deteriorating epidemiological situation in a number of countries carrying out 
antimalaria programmes; 

Conscious of the urgent need for the Organisation to take active steps, 
particularly to contain the present recrudescence of malaria in many parts of the 
world; 

Realizing with concern the serious difficulties, especially the shortage of 
insecticides, antimalarial drugs and equipment and the increasing cost of supplies, 
transport and services that governments have to face to maintain the required degree 
of efficiency of antimalaria operations; 

Further realizing that resources from the Voluntary Fund for Health Promotion 
(Malaria Special Account) are no longer available at the level at which the necessary 
assistance could be provided to Member States; 

Noting with satisfaction the decision of the Board to establish an ad hoc 
committee of its members to give close attention to the matter in cooperation with 
the Secretariat, 

1. URGES the governments to re- examine their health priorities with due regard to 
the malaria situation and the potential spread of the disease in their countries, 
and to mobilize the national resources required to ensure continuous support to 
the implementation of their antimalaria programmes; . 

2. INVITES the regional committees at their forthcoming sessions to give special 
attention to the malaria situation in the regions and make recommendations regarding 
the orientation of antimalaria programmes in regional frameworks; 

3. REQUESTS the Director -General, taking into account the considerations of the 
Ad Hoc Committee on Malaria established by the Executive Board: 

(1) to assist Member States in the planning, evaluation and implementation of 
antimalaria programmes according to the particular situation, needs and 
resources of each country; 
(2) to carry out a thorough review of the present position regarding the 
development and production of antimalarials and insecticides, with a view to 
ensuring the timely availability of these essential tools, at accessible costs, 
for national antimalaria programmes; and 
(3) to inform, with'a view to securing their cooperation, all international 
institutions and organizations - particularly UNICEF - as well as bilateral 
agencies, of the deterioration in the epidemiological situation with regard to 
malaria, caused primarily by the difficulties countries are encountering in 

securing insecticides, antimalarial drugs, equipment and transport, and of the 
urgent need for greater assistance for antimalaria programmes; 

4. URGES countries with available resources to contribute further to the Voluntary 
Fund for Health Promotion (Malaria Special Account), either in money or in kind, or 
to provide assistance through bilateral agreements within the framework of agreed 
programmes and plans of actions; 

5. REQUESTS the Executive Board to continue to give close attention to the 
development of the antimalaria programme on a global basis and to report as appropriate 
to the World Health Assembly. 

Decision: The Committee adopted the draft resolution. 
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3. PROMOTION OF NATIONAL HEALTH SERVICES: Item 2.6 of the Agenda (Resolutions WHA23.61, 
WHA25.17, WHА26.43, WHA27.44, WHA26.35, and EB55.R16; Documents A28/9 and А28 /WP /4 
Rev.1) (resumed) 

Dr AYRES (Portugal) said that her delegation wished to become a sponsor of the draft 
resolution on the promotion of national health services proposed by Cuba, Czechoslovakia, 
Mongolia, and the Union of Soviet Socialist Republics. 

Every country had to work out its own type of national health service so as to make 
the best use of the resources available and to integrate the existing services. WHO had 
an important role to play in offering guidelines and providing moral support to public 
health authorities, which might have the right approach to the problem but were 
experiencing difficulties in applying it. Portugal was endeavouring to set up a national 
health service, but one of the obstacles was the resistance of practitioners who had been 
trained in curative medicine. The organization of a national health service appeared to 
present both technical and political problems. Doctors must understand that many of 
their duties could be undertaken equally well by less specialized staff; such people must 
have some medical training and must be members of teams so that their work could be guided 
and controlled. Her delegation attached great importance to the question of control. 
Health workers must be recruited from the communities where they were to serve and they 
should be given the opportunity for further training with a view to promotion. It was 
also necessary to interest the whole community in the establishment of its national health 
service. 

Dr MICHEL (France) said that the idea of primary health care in rural areas was not in 
itself completely new: for at least a decade, bodies generally coming under ministries of 
planning or of rural development had been endeavouring to establish village dispensaries and 
first aid posts in parallel with the general health services. The fact that such activities 
were not completely subject to the authority of the ministries of health was a matter of some 
concern. 

Considerable efforts had been made to organize basic health services, and in particular 
to train nurses. Attention had also been paid in developing countries to the training of 
doctors - and indeed it was often the case that as much as 50% of the health budget was 
spent on qualified personnel. As a result, little remained to cover the running costs of 
the health services. Drugs, equipment and transport were in short supply. For that 
reason, the work of the doctors in the developing countries should not be judged as severely 
as it had been in some of the documents before the Committee. The lack of professional 
equipment was also partly responsible for the brain drain. 

It was now hoped that many different aspects of primary health care could be extended 
to the remotest rural areas. To ensure success, it would be useful to make an assessment 
of the requirements in basic equipment, drugs and medical supplies, since this would to 
some extent condition the effectiveness of primary health care, Furthermore, it was 
essential to organize regular supplies from a central point even if the local population 
were to be responsible for defraying some of the cost. The problem of adequate supplies 
was difficult even in traditional medical services. The promotion of national health 
services required the retention of the doctor either in his traditional role or as a 

supervisor responsible for organizing public health work. Finally, health workers needed 
at least a minimum of logistic services. Considerable bilateral assistance from donor 
countries, including France, would be available to help in such matters, and it was for 
developing countries to state their needs. 

Dr SHRIVASTAV (India) regretted that the working group on the subject, although 
containing experts rich in wisdom and experience, had not also included experts from vast 
areas of the world where primary health care services had been in process of development 
for several years. India, for instance, was now implementing its third plan relating to 

primary health care. 
The title of the agenda item was to some extent confusing since, as the United States 

delegate had pointed out, the discussion centred essentially on the question of primary 
health care. 
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From experience in his own country, it would appear that the organization of national 
health services - and even of primary health care - tended to be somewhat top -heavy, with 
the result that insufficient funds remained for expenditure on necessary items, such as 

equipment and dietary supplements. He would therefore emphasize that whatever structure 
was decided upon in a particular country should be commensurate with the funds at its 

disposal, in accordance with the view also expressed by the delegates of the United States 
and Malawi. It should be borne in mind that coverage and structure were in a sense 
mutually exclusive in relation to the basic health services, because of the limited funds 

available. He referred to the system in India whereby primary health care was partly 
ensured by male and female basic health workers: to bring the number o.f workers up to the 

desirable ratio vis -á -vis the population inevitably raised the question of the funds 
available to pay for them. 

The report referred to gaining. Much of the training provided hitherto had been 
r 

unipurpose: the integration of multifunctional training was a broad subject worthy of 
specific study, which did not yet appear to have been gone into thoroughly. 

Reference had also been made to participation and to the involvement of the community, 
particularly in the developing countries. That was, of course, extremely hard to achieve - 

and no really clear definition had been provided of what was meant in practical terms. In 
his opinion such participation could best be achieved at the community level by means of 
voluntary workers receiving no payment from government sources who were deeply interested 
in such work and who would receive minimal training. For example, teachers, indigenous 
technical workers and educated housewives could be involved on a voluntary basis in the 
provision of primary health care. What ought to constitute the basic staff elements for 

primary health care would of course vary from country to country. But it would be 
desirable to build upon the existing basic health structure, giving it the most appropriate 
reorientation. In India - where male and female basic health workers already existed - 

efforts were being made to give a training lasting two or three years to medical and health 
assistants, whose, work would be more preventive than curative. It was important that the 
national health service should take into account the links existing between primary units 
and higher institutions of preventive and curative medicine. 

Mention had been made of an Asian Health Charter. But the essential was to consider 
who would provide funds for activities under such a charter, in view of the grave situation 
facing countries in that part of the world as a result of famines and disasters. 

Professor KOSTRZEWSKI (Poland) recalled that his delegation at previous sessions of 
the Health Assembly had expressed its views on primary health care and national health 
services in countries at various levels of development. He stressed the importance his 
delegation attached to these activities as being some of the most important components of 
future WHO action. It was gratifying to hear that primary health care was being 
considered as an integral part of the health service system and that it should receive full 

support from the national health service system. 
His delegation supported the draft resolution contained in paragraph 6 of document 

A28/9, as it supported any proposals that could contribute to the improvement and 
acceleration of WHO's programme relating to primary health care. 

Dr TOTTIE (Sweden) believed that full account should be taken of the various comments 
made by the Committee in developing the future programme of WHO. The general views 
expressed seemed to indicate that it would be possible for the Committee to agree on a 

single resolution. 
Amplifying the information given in section IV, 4, of document A28/9 relating to funds 

to be made available by Sweden for research support of primary health care for 1975, 1976 

and 1977, he informed the Committee that on 15 May 1975 the Swedish Government had decided 
to make available an amount of $ 1.25 million in respect of 1975 and 1976; it hoped also to 

make funds available in respect of 1977 for support to WHO's research programme on develop- 

ment of health care systems in the developing countries. 

Mr ASVALL (Norway) expressed full support of the principle that the basic health 

services deserved priority attention in the development of health services, and that they 

should be organized with local needs in mind and promoted in close cooperation with the 
local community. 
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Hе commended the interesting ideas put forward in document A28/9, but felt that 
certain aspects of the document gave rise to concern. The problem was essentially how 
best to adapt local health services to the community they were intended to serve and to 
the resources available. Enormous differences existed among Member States as regards 
both those aspects. It was stated in the document that some factors should be common to 
all countries; emphasis was also laid on the fact that the responsibility for primary 
health care in each community should rest with local workers, selected by the community, 
trained locally, and responsible to a medical supervisor who was also accessible and 
acceptable to the community. While that concept had many advantages where underdeveloped 
countries were concerned, he doubted whether it could be applied to developed countries 
which had already based their primary health care on fully qualified doctors and on para- 
medical personnel trained in professional schools. Moreover, where developed countries 
were concerned, it should also be remembered that society had become more mobile and that 
both residents and health personnel moved from one place to ar#ther after a few years and 
that in contrast to the closely -knit communities in the developing countries they knew 
little about each other. 

He agreed with previous speakers that the document - if its recommendations were to 

be considered universally valid - showed a certain lack of balance as regards the 
relationship of primary health services to more specialized services. Where resources 
were scarce, they should certainly be used for simple, basic health services. However, 

some countries with a higher standard of living were in a position to provide extensive 
and highly specialized health care. That was obvious to all. But, at a time 
when certain groups with a strong antiprofessional bias in a number of countries were 
tending to oversimplify the problem of health care and to deny the need for special 
medical competence in cases where it was essential, it was of particular importance that 
any WHO document giving general guidelines for health services development should strike 
a proper balance in its recommendations. Indeed, the document would have gained if it 

had stressed even more the differences existing among countries at varying stages of 

development with regard both to setting priorities and to seeking solutions to practical 
problems. 

He commended WHO for its fresh approach in tackling the problem of ensuring basic 
health services in underdeveloped countries, and for drawing on valuable experience from 
countries that were endeavouring to solve their problems in new ways. He was sure that 

WHO would continue its work on the problem with due consideration to the local 

characteristics of regions and countries. His delegation would accordingly give its 
full support to the draft resolution proposed by the Executive Board, as amended by the 

delegation of Romania. 
He hoped that it would be possible to reach agreement on a single revised version of 

the draft resolutions submitted. While he supported the principle of the idea embodied 
in operative paragraph б of the draft resolution submitted by Cuba, Czechoslovakia, 
Mongolia and the Soviet Union, he wondered whether the exchange of experience on the 

development of national health services was not a more suitable subject for the 

Technical Discussions at a future Health Assembly rather than for a specific international 

meeting or conference. 

Dr NONDASUTA (Thailand) said that where services provided by the private sector were 

developing alongside the public health system, and the latter was failing to keep up with 

the increasing demands made on it, governments should take steps to promote their own 

health services in order to ensure an efficient and workable system, dovetailing or 

integrating both those sectors. It was moreover necessary to ensure as far as possible 

that policies in matters other than health did not go against health planning but were 

complementary to it. 

Health services should work with the people rather than seek to impose measures on 

them; consequently, one of the prime strategies should be the involvement of the public. 

In that spirit, primary health workers, although under the supervision of the health 

services and enjoying their full support, should remain as part of the private sector. 

They should, if possible, form part of the village administration, which was the smallest 

community unit. Possibly a stage might be reached where such primary health workers 
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could be trained in simple planning methodology so that they themselves could adapt to 

future needs; that should be the ultimate goal in any development effort and should be 
given serious consideration by WHO and by the country concerned. 

His Government wholeheartedly supported the course of action being pursued by the 
Organization in the matter, and it would continue to develop its own primary health care 

system along those lines. 

Mr RAHMAN (Bangladesh) stressed the need for greater coordination at headquarters 
level between the very wide variety of programmes being operated by WHO; the close 

interrelationship between those programmes was clearly apparent at field level. 

When, in 1973, the authorities in Bangladesh had studied the health situation, it had 
been evident that primary health care was the first priority. Efforts had been made to 

ascertain the type of training that should be given to existing personnel, and to 

rationalize action on the basis of needs and possibilities. Thus, the emphasis had been 

shifted from curative work, catering for only a small proportion of the population, to 

family welfare work aid to a minimal programme of health care that would cover 85% of the 
population, based on domiciliary and village activities. The first batch of primary 
health workers had been trained, and integration of primary health care had been under- 
taken, starting at the lower rather than the higher level; there had however been some 
opposition from professional groups. The programme had been in force on a nationwide 
basis for approximately eighteen months, and more than 60% of the target objectives had 
been reached. The action was to be linked with the rural development programme, with 
the assistance of voluntary agencies. A health insurance system was being studied. 

Dr TARIMO (United Republic of Tanzania) said that the document under consideration 
was indicative of a new approach, expressing as it did the realization that steps had to 
be taken to provide primary health care. He shared the hope that the discussions of 
the present session of the Health Assembly would be followed up by action: the document 
itself clearly identified possible lines of action. 

In Tanzania, rural health development was an integral part of general rural development. 
Numerous problems, many of which were identical with those described in the document, had 
been encountered. One of these was to ensure the acceptance of the principles of primary 
health care by the medical, profession, which - while agreeing with the development of 
rural health services - believed that the Government should ensure that the public 
obtained the full benefits of modern medicine. It was clear however that a developing 
country had to make a choice between providing primary health care with as wide a coverage 
as possible and expanding larger medical units. In Tanzania, a deliberate stop had been 
put to expanding the number of hospital beds; the increase was now limited to 3% per year, 
i.e. just enough to cover the population increase. 

Primary health workers were the mainstay of the health service in Tanzania, since the 
cost of training one physician represented the equivalent of the cost of training 10 

primary medical workers. Ideally, of course, both members of the team were necessary, 
were it not for the question of comparative cost. Again, many countries were faced with 
the so- called "brain drain ". While good conditions of service were essential, Tanzania 
was not in a position to compete with the high salaries paid in the developed countries; 
however it had encountered no problems as regards the brain drain. Auxiliary health 
workers were a valuable tool, and they should be given the opportunity of acceding to 
positions of greater responsibility after further training. 

He agreed with the delegate of Malawi regarding the need for coordination of the 
increasingly numerous activities being undertaken under WHO auspices at country level; 
and drew attention to the difficulty of integrating single -purpose vertical programmes, 
which sometimes proceeded at the expense of basic health services. 
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Dr KLIVAROVA (Czechoslovakia) agreed with the speakers who had stressed the need for 
WHO to make further studies of the national health service systems of different countries 
and of the results of their experience. She did not quite understand why, in the 
Director -General's report, a distinction seemed to have been made between primary health 
care services and the general health services of a country, as though the specialized care 
provided by the latter was not intended for the whole population. 

The statement in paragraph 2.2 that the gap between the rural and urban health 
services was widening was not borne out by experience in certain countries where, on the 
contrary, the gap - if one existed - was becoming less every year. 

She thought that the Director -General's report tended towards over - simplification. 
In recent years her country had acquired considerable experience in organizing national 
health services, including primary health care services, which however formed part of the 
overall health system. The district medical officer and his staff (including a general 
nurse, a maternal and child health nurse, a geriatric nurse and auxiliary health workers) 
worked with the community and the members of the Red Cross, who were given special training. 
Primary health care could be given by auxiliary workers provided that they were supervised 
by qualified staff - at least by middle -grade personnel until fully qualified medical 
staff became available. 

Her delegation, which was a co- sponsor of one of the draft resolutions presented, 
hoped to be able to support the draft that was being prepared by the working group. 

Dr AZIZ (Pakistan) said that the subject under discussion was of great concern to his 
country, where 75% of the population lived in rural areas and had little access to health 
services. They suffered from parasitic infestations, malnutrition, and various communi- 
cable diseases, and were too poor to pay for the health care they needed. There seemed 
little likelihood of providing them with fully developed, modern health services in the 
foreseeable future. Nevertheless, the Government gave high priority to the provision 
of health facilities for the rural population and had prepared a country health 
programming scheme that was largely in agreement with the recommendations in the document 
before the Committee. It was intended that this primary health care scheme should involve 
complete community participation and make use of all available national resources. It 
would be integrated into the general health services. In view of the great cost of 
implementing this programme, external assistance, especially from WHO, would be indispensable 
for success. 

Mr GOUDARZI (Iran) said that in collaboration with WHO, a pilot project had been 
started in Iran in 1972 for the promotion of national health services. Although a vast 
number of technically viable approaches existed, experience in other countries had shown 
that many of the so- called solutions were not feasible in practice, especially if they 
required the use of advanced technology. He emphasized that it was necessary for each 
country to plan and prepare a system adapted to the local situation, taking into account 
socioeconomic conditions aid available resources. In Iran, a national health network 
plan had been prepared and this would be implemented during the course of the present 
fifth five -plan plan. It provided for the systematic training of front -line health 
workers at district centres close to the rural areas, the persons to be trained being 
selected as far as possible from the areas where they would eventually have to work. 
Serious consideration had been given to various alternative methods of developing the 
health services system, including the delivery of primary health care in rural areas. 
It had been decided, however, that a comprehensive health network with clearly defined 
levels of responsibility and aimed at complete coverage of the population was the most 
appropriate system for Iran. In addition to the training of front -line health workers, 
the scheme provided for the strengthening of other echelons and the expansion of the 
services of regional hospitals. 
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Dr DAS (Nepal) said that in his country more than 96% of the population lived in 
villages that were widely scattered and separated from one another by inaccessible moun- 
tainous terrain. This vastly complicated the problem of the delivery of health care to 
the rural population. Like the previous speaker, he emphasized the need for each country 
to evolve its own system for the delivery of primary health care. In Nepal, two pilot 
projects with different protocols had been launched in two districts having different 
topographical features, their aim being to deliver integrated primary health care at 
grass roots level. Considerable support had been given by WHO and USAID. An external 
evaluation had shown the system to be effective in delivering primary health care in the 
areas where malaria eradication was already in the premaintenance phase. There was 
still a need to test a system for high -altitude rural areas. It was planned to have 
minimally trained village health workers in every village council. He believed that it 
would be informative to make a study of the integrated primary health care delivery 
system that was functioning in six districts of Nepal. 

Dr MAFIANBA (United Republic of Cameroon) said that after his country had gained 
its independence, the population had become increasingly health -conscious. Under the 
three five -year development plans, the objective was to achieve comprehensive health 
coverage of the population by 1980, but in spite of the progress made in developing the 
health infrastructure in both urban and rural areas,. and in the field training of health 
personnel, a great deal still remained to be done. With the assistance of WHO and UNICEF, 
four of six projected pilot health demonstration zones had been created since 1966 and much 
valuable experience had been gained in the functioning of integrated health services. 

Dr O. A. HASSAN (Somalia) emphasized that the quality of any service was dependent 
on the mentality of those who delivered it and on the training they had received. If 
the thinking of physicians aid other health staff was based on concepts that had been 
inculcated during training in foreign countries or was derived from some formula borrowed 
from overseas, there would be no possibility of formulating a health policy at grass 
roots level. He suggested that every attempt should be made to transform the thinking 
and the training of the health staff from a patient -oriented to a community- oriented 
approach. 

Dr VIOLAKIS- PARASKEVAS (Greece) said that the experience of her country during the 
last 30 years had confirmed that no valid results could be obtained in the health field 
in the absence of a basic health network covering the whole country and of sufficient 
numbers of qualified health personnel. Primary health care should be based on such 
modern scientific knowledge and health technology as could be readily applied and should be 
linked to community development. She fully supported the draft resolution recommended 
by the Ad Hoc Committee of the Executive Board, as amended by the delegation of Romania. 
With regard to the resolution proposed by the Cuban and other delegations, she suggested 
that in the second line of the preambular paragraph the words in parenthesis should be 
changed to "curative, preventive and rehabilitative ". 

Professor HANG DIN' CAT) (Democratic Republic of Viet -Nam), while expressing 
appreciation of the high quality of the reports that had been presented to the Committee, 
regretted that certain delegations appeared to be somewhat pessimistic and uncertain what 
line of action to take. The problem lay not in the lack of adequate technical means 
but rather in inadequate financial resources. He contrasted the relatively low expendi- 
ture on health with the enormous sums being spent by some countries on activities directed 
at the destruction of nature and of human life. The solution would be found in social, 
sociopolitical, and sociomedical reforms rather than through advances of a purely 
scientific, biomedical nature. To illustrate his point he cited the experience of his 
country in training primary health workers immediately after the Revolution in 1945. 
At that time there was practically no health network in the country and the Government 
decided that health personnel should be trained as rapidly as possible to carry out 
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elementary health tasks. Young people who knew how to read and write were recruited 
(90% of the population was illiterate) and they were given a two -week course in small - 

pox vaccination, first aid, and health education of the people in individual and 
collective hygiene. It was in this way that the first nucleus of primary health workers 
had been trained. At the present time the country had more than 10 000 auxiliary 
physicians, who received a two -year course of training, and more than 400 fully qualified 
physicians. 

Dr CHANG (Assistant Director -General) said that, as 29 delegations had participated 
in the discussions, it would be difficult to answer all the questions individually, but 

he would attempt to give some general answers. Many delegates seemed to be confused 
about the title given to the Secretariat's report and about the relationship between 

national health services, primary health care, aid basic health services. The title 

had been chosen because the paper concerned the whole of the national health services, 
of which primary health care was an important and integral part. In the developing 
countries, the need was to train personnel rapidly and to develop an effective system 
of health care that provided the maximum coverage in as short a time as possible. 

Several delegates had emphasized that systems of health care could not be exported 
from the developed to the developing countries and that each country must evolve its 
own system. For this reason, no mention had been made in the report of any particular 
model or any particular country. For the primary health services, it was suggested 
that local people should be trained to do specific tasks. This did not, of course, 

preclude the idea of training doctors and nurses and other grades of health workers, 
because it was realized that there were certain disease conditions that could not very 
well be treated by the primary health worker aid would have to be referred to more highly 
trained personnel. The health services must be considered from both the quantitative 
and the qualitative aspects. In the developing countries 80% of the population lived in 
rural areas and the problem was how best to serve people in these areas. He agreed 
with those delegates who had suggested that the first priority was to give a short period 
of training to a sufficient number of people so as to ensure adequate coverage, and 

then to provide continuing training to improve the quality. It was not suggested that 
the primary health worker should be left without the help of additional training and 
supervision to make him more effective. 

WHO believed that through community participation it was possible to make full use 
of indigenous practitioners and other community resources. There was not yet sufficient 
experience however to be able to say that any one method of community development was 
better than another. It was felt that health work must be incorporated into the whole 
framework of rural development and for that reason the intersectoral aspect of the 
development of health services was being stressed. In some instances health might not be 
the first priority of a particular community: it was necessary to determine what were 
the most urgent needs. External assistance would often be necessary at the beginning, 
but if better coverage was to be obtained the final objective must be self -reliance, 
with each community dependent on its own resources for carrying out its health work. 

Several delegates had raised the question of how programmes for the promotion of 
national health services and the development of primary health care ought to be imple- 

mented. He thought that in the past there had perhaps been too much talk and not enough 
action, and that there had been too many small, isolated, fragmented projects. WHO was 
now trying, therefore, to incorporate those projects into single programmes as far as 

possible and to replace numerous vertical health programmes by a smaller number of 
horizontal programmes - which implied the need for primary health workers with broader 
training. Such a policy would take time to implement but what had happened in certain 
malaria control programmes was an example of what he had in mind. In a number of countries 
malaria control teams, once the disease was under control, had been given further health 
training to take over the tasks of the generalized health worker. Such developments 
had also given the impetus for changes within the Organization aimed at breaking down the 
dividing line between divisions and at closer coordination of activities at headquarters. 
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The CHAIRMAN announced that the working group set up to redraft the two draft 

resolutions before the Committee had completed its work and produced a single resolution, 

which was being prepared for distribution. The meeting would be suspended while the 

document was translated. 

The meeting was suspended at 1.20 p.m. and resumed at 2.15 p.m. 

Dr VENEDIKTOV (Union of Soviet Socialist Republics), on behalf of Dr ORHA (Romania), 
Chairman of the working group introduced the revised draft resolution, which read as 
follows: 

The Twenty- eighth World Health Assembly, 
Having considered the report of the Director -General on the promotion of 

national health services; 
Regarding primary health care as the point of entry for the individual to the 

national health system, where it should be an integral part of that system and 
related closely to the life patterns aid needs of the community it serves, and be 

fully integrated with the other sectors involved in community development; 
Agreeing on the urgent need for the provision of primary health care (promotive, 

preventive, curative and rehabilitative) for underserved populations; 
Reaffirming its previous resolutions and decisions (including WHA20.53, WHA23.61, 

WHA25.17, WHA26.35, WHA26.43 and WHA27.44) concerning especially the need to encourage 
the provision and expansion of effective, comprehensive health care to meet the right 
of access to such care for all people; 

Emphasizing that such primary health care can be most effectively provided within 
a comprehensive national health system appropriate to the conditions and needs of each 
country, taking due account of relevant experiences in other countries, 

1. THANKS the Director -General for his report, considering it a useful step towards 
the implementation of the resolutions; 

2. URGES Member States to take the necessary steps to develop and implement plans of 
action in the area of primary health care, leading to the provision of a comprehensive 
health care system to the total population; 

3. REQUESTS the Director -General: 

(a) to continue the work already begun in accordance with resolution EB55.R16 
as outlined in his report, making full use of national and international 
experience in primary health care and of all available resources within and 
outside the regular budget; 

(b) to encourage Member States to train and use health personnel with appropriate 
levels of skills within an organizational structure which ensures their effective 
support and guidance. Such personnel should, as far as practicable, have the 

opportunity for continuing training with the object of raising standards and 
securing professional advancement. 

(c) to coordinate and foster research into improvement of primary health care 
systems, to disseminate information on new advances and experience in Member 
States, and to encourage the evaluation of such experiences. 

4. FURTHER REQUESTS the Director -General: 

(a) to promote and assist in the development of primary health care activities 
with the active participation of different socioeconomic sectors, and through 
the use of different entry points, e.g. national development planning, and 
rural and other intersectoral development activities; 

(b) to continue consultations with Member States, relevant national and 
international agencies in order to obtain assistance in the development of an 
expanded long -term programme for primary health care, including the technical 
and financial aspects; 

(c) to report progress periodically to the Executive Board and to a future 
World Health Assembly, 
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5. CONSIDERS it desirable, in view of the great importance of the problem of 
organizing primary health care within the framework of comprehensive national health 
systems and services, to hold as soon as possible an international meeting or 
conference under WHO auspices to exchange experience on the development of primary 
health care as part of national health services, especially as regards the aspects 
of planning and evaluation; and 

6. INSTRUCTS the Executive Board, to consider and determine at its fifty -seventh 
session the date, place, and concrete programme for such a conference. 

He felt that the revised version, which represented the consensus of the working 
group, took account of the comments made during the Committee's deliberations on the 

subject. An attempt had been made in the second preambular paragraph to define primary 
health care as "the point of entry for the individual to the national health system ". 
That definition, while not definitive and still open to improvement, would in his opinion 
help to clarify the differences between basic health services, national health services, 
and so on. He also drew the attention of the Committee to the last two paragraphs of 

the resolution, which dealt with the convening of an international conference under WHO 
auspices on primary health care. 

Speaking on behalf of his own delegation, he felt that the draft resolution proposed 
by the Cuban and other delegations (including his own) had been more definite in its 

wording and more pointed as regards the terms of reference to be given to the 

Director -General. It was perhaps cumbersome in its language, but a subsequent 
Health Assembly might wish' to retain some of the points it made. 

He hoped that the problem of primary health care would be tackled by the Organization 
in its entirety, and would not be the responsibility of a single division. 

Dr WRIGHT (Niger) regretted that delegates were continuing a discussion which he 
had believed terminated. 

Dr SHRIVASТAV (India) said that the draft resolution seemed to make no mention of the 
involvement of members of the community in the development of primary health services - 
an important point that had been discussed at great length. 

Dr HOWARD (United States of America), speaking as a member of the working group, 
said that it had been the intention to cover that point in the second preambular paragraph. 

Decision: The resolution was approved. 

4. DRAFT FIFTH REPORT OF COMMITTEE A (Document A28 /A /6) 

At the invitation of the CHAIRMAN, Dr CHRISТENSEN (Secretary) read out the draft 

fifth report of Committee A. 

Decision: The report was adopted. 

5. CLOSURE 

The CHAIRMAN, after thanking the delegates for their cooperation, said that her 

election to the office of Vice -Chairman at the present Health Assembly, which was taking 

place during International Women's Year, had shown the conviction of the delegates that 

women had a vital arid important role in shaping the destiny of mankind. Tribute should 

be paid to the women pioneers all over the world who had blazed trails in the field of 

health. In her own Region, women had dedicated themselves to full participation in the 

task of nation building, thereby contributing to the economic and social development of 

their individual countries and of the world. 

On behalf of the Committee, Dr VENEDIKTOV (Union of Soviet Socialist Republics) and 

Dr MICHEL (France) expressed their appreciation of Dr Davies' able guidance of the Committee. 

The meeting rose at 2.35 p.m. 


