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FIFTEENTH MEETING 

Wednesday, 23 May 1979, at 14h30 

Chairman: Professor R. SENAULT (France) 

1. TENTATIVE BUDGETARY PROJECTIONS FOR THE FINANCIAL PERIOD 1982 -1983: Item 2.4 of the 

Agenda (Resolution EB63.R16; document ЕВ63/48) 

The CHAIRMAN pointed out that the tentative budgetary projections recommended by the 
Executive Board in its resolution ЕВ63.R16 were solely intended to provide an indicative 
trend; they were neither of an imperative nature nor aimed at limiting the level of the 
regular budget eventually to be recommended by the Board and approved by the Health Assembly. 

Dr SEВINA (representative of the Executive Board) said that, at its sixty -third session, 
in January 1979, the Executive Board had considered the question of the appropriate level of 
the WHO regular budget for the financial period 1982 -1983. It had based its discussion on 
a report by the Director -General, which was reproduced as Annex 5 to document ЕВ63/48. 

The Board had considered it timely, already in 1979, to provide guidance to the 
Director -General on the appropriate level of the WHO regular budget for 1982 -1983, so that 
the Organization could begin planning with Member States sufficiently early in the programme 
budgeting cycle for 1982 -1983. 

In reviewing recent trends in the level of the WHO regular budget, the Board had noted 
that (a) compared with other United Nations agencies, WHO had the lowest budgetary growth 
rate in recent years; and (b) most of the growth of WHO budgets had been due to cost increases 
and currency fluctuations rather than real programme increases. 

In that connexion, the Board had considered the latest available data on the real 
increase in the gross national product of Member States. Although such information was 
among the factors to be taken into account when determining the future real growth of the 
WHO regular budget, the Board had felt that there should be no fixed mathematical formula for 
determining the appropriate WHO budget level. 

A number of complex factors had to be weighed: on the one hand, adequate resources had 
to be made available for WHO to fulfil its role, particularly in order to launch and sustain 
international action for primary health care and "health for all by the year 2000 ". On the 
other hand, unfavourable economic conditions in many countries were leading to a critical 
review of levels of spending in all sectors and organizations. 

The Director -General had kept well within the maximum real growth ceiling of 4% for the 
financial period 1980 -1981. In fact, the real growth proposed in Official Records No. 250 
was only 2.03% for the biennium. The Board had considered that the same maximum real growth 
ceiling of 4% would be appropriate for the financial period 1982 -1983. 

Members of the Board had expressed the view that it was impossible at present to foresee 
the cost increases and currency fluctuations that might occur, and that it would consequently 
be unrealistic to attempt to set a dollar ceiling for 1982 -1983. At the same time, however, 
it was important that the proposed programme budget for 1982 -1983 should clearly state the 
estimated cost factors and assumption on which the proposals were based, along the lines of 
the Explanatory Notes contained in the proposed programme budget for 1980 -1981 in 
Official Records No. 250. 

Accordingly, the Board had recommended to the Thirty- second World Health Assembly that 
it should adopt the proposed draft resolution contained in resolution ЕB63.R16, by which the 
Health Assembly: 

DECIDES that the regular programme budget for 1982 -1983 should be developed within a 
budgetary level that will provide for a real increase of up to 4% for the biennium, in 

addition to reasonably estimated cost increases, the underlying factors and assumptions 

of which should be made explicit. 
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Dr MORK (Norway) said that, in view of the need to increase financial resources, the 

five Nordic countries would vote in favour of the draft resolution. 

Mr KANEDA (Japan) considered that, in view of the difficult economic situation, the 
real increase of 4% was too high, and should be as close as possible to zero. There was a 

need to phase out obsolete activities, as well as those of marginal utility, and resources 
should be reallocated to higher priority programmes; in that connexion, a more effective 
programme evaluation system should be developed. His delegation attached great importance 
to the report by the Secretary -General of the United Nations on obsolete programmes, which 
had been submitted to the thirty -third General Assembly. He requested the Director- General 
to study the proposals made by the Secretary -General, and to take appropriate action during 
preparation of the 1982 -1983 budget. He emphasized that the main concern should be the 
effective use of the limited resources. 

Dr CASSELMAN (Canada) supported the tentative budgetary projections for 1982 -1983, and 
indicated his satisfaction that the growth rate was in accordance with programme budget 
policies. The resources made available by "real growth" should be specifically used for 
new or expanded programmes. Moreover, further resources should be made available through 
elimination or reduction of low priority programmes. 

Dr BEAUSOLEIL (Ghana) supported the budgetary projections, but agreed that certain 
programmes of little benefit should be abandoned. 

Sir Henry YELLOWLEES (United Kingdom of Great Britain and Northern Ireland) said that 

much of what had been said on the previous item applied to the item under discussion, and 
several delegates had already indicated their intention of supporting the draft resolution. 

It was right that plans should be made for the period beyond the 1980 -1981 biennium 
and that broad guidance should be given to the Director -General so that he could commence 
work on the 1982 -1983 programme budget. That would take WHO to the end of the period 
covered by the Sixth General Programme of Work. 

The question to be decided was what the rate of growth in programmes should be for 

1982 -1983. However prudent and economical the Director -General might be in managing 
available resources, there was a need for an increase in real terms if the Organization 
was to progress towards its goal. The guidance given to the Director -General for 1980 -1981 

had resulted in a programme budget approved by an overwhelming majority. It was important 
to avoid confusion when referring to real increases expressed in annual or biennial terms. 

At the Thirty -first World Health Assembly the United Kingdom delegation had declared 
its support for an increase of up to 4% in the budget for 1980 -1981 compared with that for 
1978 -1979. It. now similarly supported a maximum increase of 4% for 1982 -1983 as compared 
with 19$0 -1981. He was confident that, within that maximum, the Director -General would 
again be able to submit a programme budget which would maintain the momentum of the progress 
towards the Organization's goal and receive the support of the great majority of Members. 

Dr PLIANBANGCHANG (Thailand) fully supported the Board's proposal. 

Mr WIRTH (Federal Republic of Germany) said that in WHO's short experience of budgetary 
projections, they seemed to have proved a success, since they enabled the Secretariat to 

plan programmes and activities in a more realistic manner and to set priorities within the 

budget figure. In addition, they assisted Member States in planning their own budgets. He 

strongly urged that they should be continued. 

At first sight the proposed increase of 4% did not appear to be sufficient bearing in 

mind WHO's objectives. On the other hand cost increases had to be added so that the total 

increase in Member States' contributions would be considerably higher. Moreover, the 

reorientation of the Organization's activities towards technical cooperation would increase 
the resources available to meet the Organization's aim of health for all by the year 2000. 

His delegation, therefore, supported the draft resolution as an acceptable compromise. 

Decision; The draft resolution recommended by the Executive Board in resolution 

EB63.R16 was approved. 
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2. REPORT OF THE DIRECTOR- GENERAL ON THE INTERNATIONAL CONFERENCE ON PRIMARY HEALTH CARE: 

Item 2.5 of the Agenda (Resolution ЕВ63.R21; document А32/7) 

The CHAIRMAN said that the basic document before the Committee was the report of the 

Director -General on the International Conference on Primary Health Care (document А32/7), 

the report of the Conference having already been distributed. The Director -General's 
report was for information, and the item should be considered together with item 2.6 of the 

agenda. 

Primary health care would, of course, be the cornerstone of strategies for health for 
all by the year 2000, and the Executive Board had proposed a draft resolution to be adopted 

by the Health Assembly. Consideration of that draft resolution, which was contained in 

resolution ЕВ63.R21, would be taken up under agenda item 2.6. 

Professor REID (representative of the Executive Board) said that in 1975 the Twenty - 

eighth World Health Assembly had decided that an international conference on primary health 

care should be held under the auspices of WHO. After much preparatory work both in Geneva 

and the host country the conference had been held in Alma -Ata, in the USSR, from 

6 to 12 September 1978, under the joint sponsorship of WHO and UNICEF. 
The Chairman of the Conference had been Professor B. Petrovsky, Minister of Health of the 

USSR, and delegations had been present from 138 governments, together with representatives of 

67 United Nations organizations, specialized agencies and nongovernmental organizations in 
official relationship with WHO and UNICEF. 

The Alma -Ata Conference had been an event of signal importance, and he expressed 

gratitude to the Governments of the USSR and of the Kazakh Republic for the excellence of the 

arrangements made. In addition, delegates were indebted to the Kirghiz and Uzbek Republics 
for having arranged interesting visits to health service facilities. In the course of his 

short address at the opening of the Conference he had said that he believed that Alma -Ata, 
as well as being the name of a beautiful and hospitable city, would also come to be 
synonymous with a major step towards ever more rapidly making primary health care something 
real and relevant to the needs of all peoples; his words had been prophetic, as borne out by 

the papers at present before the Committee. 

Firstly, there was the report of the International Conference on Primary Health Care 
which incorporated both the important Declaration of Alma -Ata, and 22 comprehensive 
recommendations stemming from the deliberations which took place at the Conference. He was 

certain that all delegates were fully conversant with the contents of the report and were in 

no doubt about its significance. 

Secondly, he drew attention to document А32/7, incorporating a report by the Director - 

General on the Conference, which summarized its organization and outcome and had been the 
subject of discussion at the sixty -third session of the Executive Board, in January 1979. 

The Board had endorsed the report of the International Conference on Primary Health Care, 
including the Declaration of Alma -Ata and had clearly recognized that primary health care 
was the key to the Organization's challenging objective of attaining an acceptable level of 

health for all by the year 2000. That had logically led the Board on to consideration of 
the formulation of strategies for health for all by the year 2000. 

Alma -Ata had been a turning point in terms of international commitment and, both in its 

timing and in its outcome, constituted the basis for the greatest enterprise on which WHO 
had ever embarked, and which would be the next item to be discussed by the Committee. 

Dr VENEDIKTOV (Union of Soviet Socialist Republics) proposed that items 2.5 and 2.6 should 
be discussed together, since they were closely linked. In his view, those two questions - 

the results of the Alma -Ata Conference, and health for all by the year 2000 - were the most 
important matters before the Health Assembly, and it was a pity that so much time had been lost 
on other matters such as emotional procedural manoeuvres. The significance of the results of 

the Alma -Ata Conference was reflected in many of the statements that had been made by delegates. 
Alma -Ata had been a turning -point. in the history of WHO and had ensured that there would be no 
return to old concepts and methods of work. In addition, the Conference had shown that it was 
essential to solve the problems of primary health care if the goal of health for all by the year 
2000 were to be attained, and had underlined the urgency of those problems. Solutions to 

problems of primary health care were feasible, and practical ways to implement them existed. 
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The Conference had indicated how such solutions could be reached in various countries and 

environments, and its results should not be underestimated. On the other hand, it would be 

unwise to praise the Conference too much while at the same time neglecting implementation of 

the decisions. 

The Executive Board had intensively studied the problem of formulating health strategies, 

but the document elaborated - the direct outcome of Alma -Ata - while containing much that was 

important, did not clearly state what was meant by health for all by the year 2000. It would 

not be feasible to ensure a uniform level of health but, on the other hand, the expression 

"minimum level of health" was not acceptable. Attempts had been made to express the concept 

in the form of compromise terms or statistical indices; however, those of a global nature were 

somewhat dangerous. The only possible definition was a guarantee that all countries and the 

Organization would work to ensure that by the year 2000 every person in every country would 
have access to the maximum feasible amount of medical assistance. 

In addition, the Secretariat, experts and all health bodies should try to convert the 

Alma -Ata recommendations into a detailed programme document showing how primary health care 

could and should be organized. Many books had been written on the subject, but they had not 
proved very successful. 

It was necessary as a next step to examine carefully the positive and negative examples 
available in the development of primary health care. All countries needed to study each other, 
and no country could be considered as having completely solved the problems. It would be 

useful to study how multilateral and bilateral cooperation programmes could be made to work 
effectively, and a scientific methodology for health, with criteria and intermediate indices, 
should be established. 

In his view, the draft resolution was, in principle, acceptable. However, regional 
committees should be requested to study the recommendations and strategy for attaining the goal 
of health for all by the year 2000. The Executive Board should systematically monitor the 

development of the programme of primary health care in the light of that goal. 

He recommended that the decision on primary health care and on health for all by the year 
2000 should be brought to the attention of all organizations of the United Nations system, to 

the United Nations General Assembly, and to Heads of State, to ensure the attraction of 
international resources aid to make all government leaders aware of this universal task. 

The CHAIRMAN said that, after consultation with his colleagues, it had been decided to take 

items 2.5 and 2.6 together. 

FORMULATING STRATEGIES FOR HEALTH FOR ALL BY THE YEAR 2000: Item 2.6 of the Agenda 
(Resolution EB63.R21; document А32/8) 

Professor REID (representative of the Executive Board) said that in 1977 the Thirtieth 
•World Health Assembly had decided, in resolution WHА30.43, that the main social target of 
governments and WHO in the coming two, decades should be "the attainment by all the citizens of 
the world by the year 2000 of a level of health that will permit them to lead a socially aid 
economically productive life ". The question of precisely what was implied by "health for all" 
had been the subject of discussion on several occasions during the present Assembly. 

The Declaration of Alma -Ata, adopted in September 1978 by the International Conference on 
Primary Health Care, stated that primary health care was the key to attaining the target of 
health for all by the year 2000. The Declaration called on all governments to formulate 
national policies, strategies and plans of action to launch and sustain primary health care as 
part of a comprehensive national health system and in coordination with other sectors. The 
Declaration also called for urgent and effective international - in addition to national - 

action to develop and implement primary health care throughout the world, aid particularly in 
developing countries. 

The Executive Board, at its sixty -third session, in January 1979, had endorsed the report 
of the International Conference on Primary Health Care, including the Declaration of Alma -Ata, 
in resolution EB63.R21. The Board had begun to identify essential issues and to define the 
guiding principles for formulating strategies for health for all by the year 2000. 

The genesis of document А32/8, now before the Committee, was as follows. It had first 
been presented to the Programme Committee of the Executive Board in November 1978 as a 
"discussion paper "; it was the first time that the Organization had used that type of document, 
the object being to initiate and encourage discussion within a comparatively loose framework. 
As a result of the general guidance received from the Programme Committee on the principles and 
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scope of a more definitive document, a revised and much fuller version had been further 
considered at a special meeting of the Programme Committee in January 1979; the lapse of time 
also allowed more time for further reflection on the profound results of the Alma -Ata Conference 

The special meeting of the Programme Committee had further discussed and modified the 
document before submitting it to the subsequent session of the Executive Board. At the Board 
there had been an extensive examination of the revised paper and the outcome was the present 
version, entitled "Formulating strategies for health for all by the year 2000 - guiding 
principles and essential issues ". However, he drew attention to the fact that the paper was 
deliberately described as a preliminary document of the Executive board; it was only the 

beginning of a long process, calling for unprecedented efforts on the part of all the countries 
of the world, individually and collectively, over the next two decades. The attainment of the 
target of health for all by the year 2000 was the greatest challenge to the Organization since 
its inception. 

It had been clear to the Board that health for all must be attained within countries, but 
that international collaboration and support would be needed to meet the worldwide social goal. 
In view of that, and in keeping with the policy of basing international action on countries' 
real needs, the Board believed that strategies must be formulated first and foremost by 
individual countries themselves. Regional and global strategies would then be developed by 
countries collectively on the basis of national strategies and plans of action and in support of 
them. Document А32/8 did not represent a strategy for the achievement of the target; it was 
a starting point from which to launch the formulation of strategies to achieve the target, and 
in that respect represented a first tentative step in the global strategy. 

The document followed certain basic principles. For example, it stated that an acceptable 
level of health for all could not be achieved by the health sector alone, and could only be 

attained through national political will and the coordinated efforts of the health sector and 
relevant activities of other sectors. Strategies for the health, social, educational, economic 
and other sectors had to be mutually supportive, and together contribute to the ultimate goals 
of society. The document also referred to a number of additional fundamental principles for 
health development which had been included in the Declaration of Alma -Ata and which had been 
built up by Member States through WHO and other international agencies. They included, for 
example, the responsibility of governments for the health of their people, and the right and 
duty of people individually and collectively to participate in developments for the improve- 
ment of their health. 

In considering the formulation of national policies, strategies aid plans of action, the 
Board, in document А32/8, stressed that each country would have to develop its health policies 
in the light of its own problems and possibilities, particular circumstances, social and 
economic structures, and political and administrative mechanisms. There was no global panacea; 
each country would have to find its own solution. 

For the formulation of strategies, stress was laid on political commitment; on various 
social considerations, including community participation; on administrative reform; on 

financial implications; and on enabling legislation. It was often difficult to obtain 
appropriations for health legislation. 

For the formulation of national plans of action, the Board offered suggestions on what 
should be done, who should do it, the timescale involved, and the allocation of resources. 

Document А32/8 demonstrated how plans of action should lead to well -defined country -wide health 
programmes and organized health systems to deliver them, based on primary health care and with 
an appropriate referral process for those requiring more complex services. It also indicated 

the processes and mechanisms which might be required in order to facilitate the preparation 
and implementation of strategies. Particular mention was made of country health programming 
and of the closely related process of evaluation and development of national health information 
systems. 

With regard to the mechanisms involved, the key place was given to ministries of health 

or equivalent governmental authorities. Particular emphasis was also laid on national. health 

advisory councils and on national centres for health development. In view of the key role of 

primary health care, attention was drawn to the ways of developing or strengthening primary 

health care that were included in the report of the International Conference on Primary Health 

Care. 

The Board stressed that regional strategies should be arrived at through the collective 

decision of the countries in each region. They should include regional promotion and support 

c, national strategies and ways of overcoming obstacles which might hinder the preparation and 
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implementation of those strategies. Emphasis was laid on technical cooperation among 
countries in the regions in preparing and implementing their strategies, including the 

exchange of information and joint use of national health development centres linked together 
in regional networks. The regional use of national expertise was advocated, and that spirit 
also permeated the suggestions concerning the orientation and support for research in the 

regions. 

The document indicated how the global strategy should be arrived at through the 

collective decision of all Member States in the Health Assembly. The importance of global 
support of national and regional strategies was stressed, including support to regional and 
intercountry actions for technical cooperation among developing countries. At he global 
level, also, emphasis was laid on the use of national expertise, as well as on global 
orientation and support for research. The global strategy envisaged by the Board also 
included the strengthening of mechanisms for attracting bilateral and multilateral funds and 
for ensuring that they were channelled into priority activities in countries. 

The Board gave considerable thought to the monitoring and evaluation of the preparation 
and implementation of the strategies at country, regional and global levels, and pointed to 

the need to develop a short list of indicators to assist in measuring progress towards 
attaining an acceptable level of health for all people. It was a topic which had already 
arisen during consideration of the programme budget by Committee A. 

The Board studied the role of WHO itself in all the above processes. It once again 
stressed that, since WHO was constitutionally an organization of Member States cooperating 
among themselves and with others to promote the health of all peoples, such cooperation enabled 
WHO to act as the directing and coordinating authority on international health work and to ' 

furnish appropriate technical cooperation upon the request or acceptance of governments. In 

carrying out those interrelated and mutually supportive functions, WHO had a central role in 
helping to develop strategies for attaining an acceptable level of health for all by the year 
2000. The Board considered that WHO should fulfil this role through the promotion, coordina- 
tion and support of the efforts for preparing and implementing strategies in countries, both 
individually and through their collective action at regional and global levels. The specific 

functions of the Organization in countries, of the regional committees, of the Executive Board, 
of the Health Assembly, and of the Secretariat, were all spelled out in the Board's document. 

The Board also believed that national, regional and global strategies would constitute an 

important contribution to the health sector of the new International Development Strategy of 
the United Nations. 

Finally, in paragraph 134, the Board suggested a timetable for formulating strategies, 
which included the present review at the Thirty- second World Health Assembly, reviews by 

regional committees at their 1979 sessions, progress reviews by the Executive Board and by the 

Health Assembly during 1980, the formulation of regional strategies by the regional committees 
in the latter half of 1980, the formulation of proposals for the global strategy by the Board 
in January 1981, and, ultimately, the adoption of the global strategy by the Health Assembly in 
May 1981. That allowed precisely two years for the ambitious cyclical process, a timescale 

which was not over -generous, but which the Board believed to be feasible and also necessary if 

the ultimate objective were to be realized by the year 2000. 
He drew the Committee's attention to resolution ЕВ63.R21, in which the Board recommended 

a draft resolution for adoption by the Thirty- second World Health Assembly. In particular, it 

invited Member States to consider the immediate use of document АЗ2/8, both individually as a 

basis for formulating national policies, strategies aid plans of action, and collectively as a 

basis for formulating regional and global strategies. It also appealed to all agencies and 

organizations within the United Nations system, and in particular UNICEF and UNDP, as well as 

to all bilateral agencies and nongovernmental organizations concerned, to give full support to 

the formulation and implementation of those strategies and pledged WHO's full cooperation with 

those bodies in such joint endeavours. In addition, it requested the Director -General of WHO 
to take all necessary measures to promote, coordinate and support the formulation and 

implementation of the national, regional and global strategies. 

Professor AVRAMIDIS (Greece) welcomed the report on the Alma -Ata Conference. It was 

evident that national health services should be strengthened, particularly as regards primary 

health care, if the goal of health for all by the year 2000 was to be attained. Given that 

health was a fundamental human right, and that development of primary health care services 

contributed to the improvement of health, all necessary primary health care measures should 
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be undertaken. It was vital that every country ensured vaccination of all children against 
the major communicable diseases, undertook maternal and child health programmes, and provided 

drinking -water to the entire population. In some countries maternal and child mortality rates 
were still quite high, and acute diarrhoeal diseases in infants continued to be a serious 

health problem. Although the promotion of oral rehydration had made satisfactory progress, 
provision of water supplies, particularly in rural areas, was essential for the control of 
diarrhoeal diseases. All countries, both developed and developing, should establish action 
programmes for primary health care and for the supply of essential drugs, including the 
vaccines indispensable for primary preventive care. The setting -up of health stations, rural 

dispensaries and peripheral public health laboratories was vital, and countries should expand 
those services as far as possible. 

Professor SZCZERBAN (Poland) regarded the formulation of strategies for health for all by 
the year 2000 as extremely important. As stressed in the Declaration of Alma -Ata, the 

development of primary health care was a key part of that. The Executive Board's preliminary 
document was universal in character and contained useful recommendations to all countries, 

regardless of their political or socioeconomic systems. 
The Polish Ministry of Health and Social Welfare was working out a comprehensive long -term 

development programme for primary health care in both urban and rural areas, based on previous 
experience, discussions, health care research and international comparisons, and the findings 
of the Alma -Ata Conference played an important role. Primary health care was organized on the 
basis of assigning teams of health professionals to geographical areas of varying size con- 
taining 3000 -5000 people. Teams comprised a general practitioner, a community nurse and a 

social worker, and in urban areas paediatricians, gynaecologists and dentists were also 
included. Primary health care concentrated on three environments - the home, the workplace 
and school. The teams were thus responsible for preventive and curative health care in 
well -defined population groups. 

Primary health care systems could not be effective without adequate training of all 
categories of health personnel. Training was becoming more complex as a result of the 
explosive development of medical sciences and the increase in specialties. At the same time, 
there was a growing need to prepare categories of personnel that would ensure effective care 
at the first point of contact between the patient and the health system. His country was 
happy to share its experience with others in that respect. 

Despite the relatively high level of health care in Poland, the primary health care 
scheme was considered as an important base of reference for further progress. He stressed the 
importance of the exchange of experience aid international cooperation in the implementation 
of WHO's strategies, and hoped that an appropriate framework for that would be established as 
a follow -up to the Alma -Ata Conference. In the past year there had been many discussions on 
primary health care at both bilateral and international levels. Participants had recognized 
the urgent need to improve primary health care, and various strategies for practical action 
had been formulated. The Declaration of Alma -Ata and the Executive Board's preliminary 
document had integrated those trends in a universal and appropriate way. The Board had 
proposed that activities should be coordinated at regional and global levels by WHO. However, 
the activities of Member States should provide the basic and most important input for regional 
and global programmes. The most difficult problem was to translate ideas into realities. So 
far only a limited number of countries had been able to progress towards full coverage of 
health needs, and Poland would be happy to continue to share its experience with interested 
countries. 

The Board had rightly stressed the need for intersectoral coordination in order to achieve 
the proposed goal; it was clear that health services would not operate in isolation. In 
formulating appropriate strategies for health for all by the year 2000, Member States should 
be guided by the United Nations Declaration on Social Progress and Development adopted by the 
twenty - fourth General Assembly in resolution 2542, which set a number of important standards 
in the field of health within general social and economic development. Member States should 
try to translate those standards into national targets. 

An essential condition for successful activities was a feeling of international security, 
and everyone should work for the stabilization of peace. He believed that the proposed goal 
would then be attained. 

Dr Madiou TOURS (Senegal) agreed that primary health care was a high priority for the 

attainment of the goal of health for all by the year 2000 as so eloquently expressed in the 
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Declaration of Alma -Ata. Strategies and problems of primary health care were such that a 

uniform approach was not possible. In 1978 the Regional Committee for Africa had concluded 

that political will, a development strategy and national and international solidarity were 

essential. All countries wanted development, but most were timid in expressing the political 

will required in the area of public health, in terms of the proportion of the budget they would 
devote to that area. In his own experience, socioeconomic reform, with responsible and 

democratic community structures, favoured the development of primary health care services as 
part of general development, with community participation. The restructuring of existing 
health systems, which in most countries were based on former colonial systems, would help 
ensure the success of the undertaking and secure the confidence of those working at the lower 
echelons if access to higher levels was thereby facilitated. As the Alma -Ata Conference had 
stressed, primary health care must be integrated within national health systems. National 
solidarity should mean social justice enabling the whole population to benefit from the same 
services, and implied primary health care services defined by populations themselves. In 
Senegal, 20% of community budgets were devoted to health care, including the establishment of 
health posts, drug stores, rural maternity units and health teams, the latter chosen by 
villagers and given accelerated training in health centres. The State gave financial 
assistance where necessary and provided technology and personnel with higher qualifications. 
International action must take into account national policies for the attainment of the goal 
of health for all by the year 2000, and that goal should be not only WHO's but also that of 
all agencies cooperating for socioeconomic development within the context of technical 
cooperation among developing countries. The financing of primary health care would require the 
mobilization of all possible funds, but should not stretch countries beyond their capacities. 
Funds for technical cooperation among developing countries should be coordinated only at the 
national level but also at the level of the community, bearing in mind the extreme importance 
of community participation. The use of community workers and the simplicity of equipment led 
some to say that primary health care was a second -class service; their argument was in fact 
strengthened by the fact that those responsible at the local level often did not utilize 
community infrastructures themselves. It was necessary to share with populations what one 
proposed to them in order to obtain their confidence. If drug supplies were not organized, 
profiteering was likely. Community health workers must be given a legal status so that they 
would be readily accepted. The use of traditional medicine was often criticized as a retro- 
grade step, although many were prepared to use a personal talisman for protection. Traditional 
medicine, and particularly the utilization of medicinal plants, should be accepted as a useful 
adjunct to modern medicine. Continued use of voluntary health workers might give rise to 
conflict in view of labour laws. Voluntary work had its limits,, and such workers should be 
chosen with care, and perhaps only employed on a part -time basis. 

Dr ERNERT (Federal Republic of Germany) joined with others in welcoming the efforts of 
WHO and UNICEF to awaken the international conscience regarding the basic human right of 
access to health care services. His Government had subscribed to the Declaration of Alma -Ata, 
and was willing and eager to channel increased technical aid financial support into primary 
health care systems. There was general if not universal agreement on what should be done, but 
problems arose as to how it should be done. The stimulation of public interest and 
organization of people's participation in their own health affairs was a national task and a 
precondition for external support. Governments should speak out clearly in favour of such 
collaboration, and should give it high priority in bilateral discussions on the utilization of 
funds. His Government would listen carefully and sympathetically to any proposal for invest- 
ment in public health care in allocating funds voted by his parliament for bilateral 
technical and financial cooperation with developing countries, since it was convinced of the 
need to establish sound basic structures for health services for previously unserved or 
underserved populations. 

Dr PLIANBANGCHANG (Thailand) welcomed the report on the Alma -Ata Conference and the 

Executive Board's preliminary document on strategy formulation. He supported WHO's efforts 
in that important area. The Government of Thailand, through the Ministry of Public Health 
and other bodies concerned with health, had already started to develop national policies and 
strategies. The Cabinet had approved the Declaration of Alma -Ata, had adopted primary health 
care as a principal strategy and priority in Thailand's development plan, and had urged 
government and private agencies to develop joint projects. The Ministry of Public Health was 
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taking steps to improve intersectoral planning and coordination, to delegate more administrative 
authority to the provincial level, to develop planning and management capacities at 
all levels through training, to prepare communities for closer collaboration with the 
Government in meeting their own needs, and to provide appropriate support programmes. The 

country health programming methodology used in the formulation of the fourth five -year 
national plan, which had led to the adoption of a primary health care strategy, was being 
adopted as a systematic approach to problem -solving in implementation, evaluation and future 

planning. The ministry had also initiated long -term planning for health manpower development. 
A series of three national workshops was scheduled in order to analyse issues related to 

long -term planning, and a working paper had been prepared describing critical issues and 
proposing a suitable approach. 

Thailand was participating in interregional consultations sponsored by WHO for the 
preparation of national case studies in country health programming, in order to share 
experience and to collaborate in the formulation of regional and global strategies. 

The attainment by the year 2000 of a level of health enabling people to lead socially 
and economically productive lives was a formidable goal for his country, but Thailand believed 
it had the will to make that goal a reality. His delegation supported the draft resolution 
contained in resolution EB63.R21. 

Dr МАSНАLАВА (Botswana) said her country had participated in the Alma -Ata Conference and 
subscribed to its Declaration. The Conference had stimulated the holding of a workshop in 

Botswana to transmit its 22 recommendations to those health workers responsible for translating 
them into action. Willpower, resourcefulness and leadership would be needed to make primary 
health care a reality. Particular efforts should be made"in respect of the coordination of 
health and health -related sectors, the training of appropriate manpower for primary health 
care, and the provision of essential drugs for such care. The Conference had been the starting 
point of the global effort towards health for all. The will for national self -reliance would 
not negate the value of intercountry and interregional cooperation and her country intended to 
take full advantage of opportuñities to learn from others, particularly in the area of 
appropriate technology. 

On studying the Board's preliminary document on strategy formulation, her delegation had 
been overwhelmed by the responsibilities outlined and daunted by the absence of any tangible 
or quantitative aim. However, it had recognized that the achievement of the individual 
objectives - regarding immunization coverage, provision of safe drinking -water, effective 
refuse disposal, control of diarrhoeal diseases, reasonable access to health facilities, and 
essential drugs - would bring the goal nearer. The suggested timetable for the formulation 
of strategies would be a useful tool in promoting action, which - as correctly stated in 
paragraph 135 of the Board's prelminary document - would of necessity be at different levels. 

The task ahead was a difficult one. Her country would, as always, rely on the support 
and guidance of the African Regional Office. The establishment of subregions in the African 
Region had promoted close and meaningful consultations and cooperation. 

Her delegation fully supported the draft resolution proposed by the Executive Board. 

Dr SАИВА (Gambia) drew the attention of delegates to the statements made by the delegate 
of the USSR and the Chairman of the Executive Board. Primary health care was the means by 
which the goal of health for all by the year 2000 would be attained. The subjects under 
discussion were the most important ever to be considered by the Organization, and he therefore 
regretted that insufficient time was available for thorough debate. The Declaration of 
Alma -Ata was excellent. However, different countries, and different individuals within a 

country, entertained different ideas on primary health care. Experience had shown that the 

subsequent action taken by the ministers of health and their technicians who took part in 
Health Assembly and regional committee discussions seldom matched the enthusiasm expressed 
during those discussions. The question was how the interest in primary health care could be 

sustained. If the proposed goal was to be attained, every country would have to initiate its 

own primary health care system and entire governments, from the head of state down, would 
have to be politically committed. Not all countries had subscribed to the Declaration of 
Alma -Ata or started on the road of health for all. He suggested that a representative of the 

Director -General should visit such countries to persuade them of the need to do so. 

Primary health care gave rise to many questions. What exactly was primary health care? 
Did it mean basic health services, as many delegates seemed to think? In his opinion, the 

two were not identical. Such questions must be answered at the global and regional level in 
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order to harmonize different views and to establish common mechanisms for attaining the 

common goal. He therefore supported the draft resolution proposed by the Executive Board. 

Dr AYRES (Portugal) said that, while the Alma -Ata Conference was a historic event and 

countries accepted the challenge of health for all, they were equally aware of the difficul- 

ties that would be encountered at every level in reaching that goal. In her country, where 

health was a recognized fundamental human right and a policy had been adopted of integrated 

primary and differentiated health care, with emphasis on the former, problems had arisen in 

the form of opposition from professional groups as well as technical and financial difficul- 

ties. There was also the further problem that health probably depended more on socioeconomic 

factors than on specific medical interventions. 

She stressed the importance of the New Economic Order and the need for political will at 

the global level if health for all by the year 2000 was to become more than a frustrating 

slogan. By political will she meant the will that world resources should be used for the 

attainment by every human being of a good quality of life, rather than the mere donation of 

generous sums by rich countries to poor ones, which was sometimes just a way of salving a bad 

conscience 
Referring to the excellent preliminary document on strategy formulation prepared by the 

Executive Board, she attached particular importance to community participation in designing 

and implementing health programmes, cooperation between countries with similar problems, and 

periodic evaluation of programmes at the country, regional and global levels. WHO's role in 

the last -mentioned was fundamental; she looked to the Organization to develop mechanisms for 

such evaluation and to establish simple health indicators for use in programme implementation 

and evaluation. 

Her delegation fully supported the draft resolution contained in resolution EB63.R21. 

Dr ACUNA (Regional Director for the Americas) informed delegates, following their dis- 
cussions of documents A32/7 and A32/8, that at the meeting óf the РАНО Executive Committee 
next June he would be introducing proposals for the Seventh General Programme of Work of WHO 
that would enable countries to define and implement national strategies for achieving health 

for all by the year 2000. This would be linked to evaluations of the ten -year health plan 
for the Americas and to the Director -General's report on WHO's functions in the light of its 

structures, currently under study by the regional committees. The introduction of the 
biennial programme budget cycle as from 1980 -1981 would also be of help in bringing all these 
aspects together. 

The previous week he had, at the request of the Director -General, addressed the members 
of the UNICEF Executive Board in Mexico City. He had reminded them that the WHO governing 
bodies had adopted priorities for helping countries to achieve health for all following the 

International Conference on Primary Health Care, and had expressed the hope that they, as 

co- sponsors of that Conference, would do likewise. 

Dr ALSÉN (Sweden) said that "health for all by the year 2000" was the most challenging 

and far -reaching goal ever established by an organization of the United Nations system, and 

that it could be attained only if the efforts of different sectors were coordinated in a 

carefully worked out international development strategy. During the Second International 

Development Decade the strategy had concentrated on macroeconomic issues. That had to be 

remedied; for the Third International Development Decade a formula had to be found to focus 

the strategy on broad social development issues as well as economic ones, and to make health 

measures an essential element of the plans for the Decade. 

He urged that the Health Assembly call clearly for concerted efforts in the field of 

health, involving interaction between different development sectors. The need for such 

interaction was recognized in the definition of primary health care given in the Alma -Ata 

Declaration, and indeed his delegation felt that a widespread understanding of primary health 

care was basic to the attainment of health for all by the year 2000. He drew attention to 

the close correlation between health and environmental matters, and to the need to mobilize 

all available human resources in that connexion; those were fundamental issues in the 

formulation of the strategy for the Third International Development Decade - a view that his 

country had supported in other United Nations bodies. 

Health - a matter that concerned all sectors of society - should also be the concern of 
all organizations of the United Nations system. While the ultimate responsibility for 

monitoring and studying the health effects of development programmes had to rest with the 
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respective organizations, WHO had an increasingly important role to play in coordination, in 

creating awareness of health, and in providing advice in health matters to other organizations 

of the system. 

He shared the concern of the Director -General to gear WHO to the goal of health for all by 

the year 2000, and appreciated the initiative of undertaking a thorough study of the Organiza- 

tion's structure in the light of its functions. Although specific suggestions regarding WHO's 

organization and structure would be premature at present, it was clear that, since primary 

health care had been established as the central issue for the Organization, expansion and 

innovation had to be reserved primarily for programmes serving primary health care. He 

welcomed the suggestion in that connexion for a global health development advisory council, 

supplemented by similar bodies at the regional level, to advise the Director -General and the 

Regional Directors on implementation of the primary health care programme. He noted with 

great satisfaction that these councils would enlist nonmedical as well as medical expertise, 

and emphasized the need to ensure that they were established in such a manner as to be con- 

sistent with the established framework of WHO. 

Referring to the suggested national health development centres, he felt that care should 

be taken to ensure that their functions supplemented and complemented, rather than duplicated, 

the efforts of existing national -level bodies, such as ministries of health. 
Attainment of the goal of health for all by the year 2000 depended essentially on success 

at the primary level; national mechanisms obviously had to support the primary health care 
programme. Personnel training, the inculcation of proper attitudes, education of the public, 
and an adequate supply system were prerequisites for success. 

His delegation supported the draft resolution contained in resolution ЕВ63.R21. 

Dr AUNG MYINT (Burma) endorsed and supported in principle the Declaration of Alma -Ata and 
the preliminary document prepared by the Executive Board on strategy formulation. In his 

country, efforts had begun as early as 1975 to institute country health programming and draw 
up plans for primary health care. The two documents under discussion had therefore been 
awaited with great interest. Fortunately, Burma had been elected in 1978 to designate a 
member of the Executive Board, with the result that it had been in a particularly good posi- 
tion to follow the events leading up to the Alma -Ata Conference. 

His country had committed itself to the concept of primary health care. The People's 
Health Plan, drawn up with the use of country health programming, had begun to be implemented 
in April 1978. This plan was in fact a primary health care "umbrella programme" comprising 
six service programmes - covering community health workers and basic health services, environ- 
mental health, immunization, family health, vectorborne disease control, and medical care - 

and six support programmes, including health information and laboratory services, health man- 
power development, repair and maintenance of equipment, production and supply of drugs and 
vaccine, and health services research. 

Good mechanisms had been developed for intersectoral coordination with the ministries of 
education, social welfare, agriculture and forests, and home affairs. Community participa- 
tion existed in the form of community resources used for building health facilities, voluntary 
workers such as community health workers and auxiliary midwives, and the participation of the 

locally elected Peoples' Councils. 

WHO had been of great help during the programming phase of Burma's People's Health Plan, 
and there were two new projects in which his country was about to collaborate with WHO. 

His country was very interested in the proposed establishment of national centres for 
health development in Member States, particularly in developing countries, and would be 
willing to cooperate with WHO in this regard. It would also be actively participating with 
WHO in intercountry and regional activities for the promotion and development of primary 
health care. 

Dr LI JONG RYUL (Democratic People's Republic of Korea) said that ensuring primary health 
care for all was consistent with the spirit of the twentieth century, in which people expected 
to enjoy independent and creative lives, and that it was particularly urgent in many developing 
countries where in the past human rights and independent development had been trammelled. He 

was in full sympathy with the Director -General, who was giving special attention to this issue, 
and felt that the piority being accorded to the formulation of strategies for health for all 

by the year 2000 was in perfect conformity with the spirit of the Constitution of WHO. 
That goal, however, had to be translated into practice and not simply spouted as a slogan. 

There were certain essential actions that had to be taken if primary health care was to become 
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a reality. One was for each country to train its own national cadres. Of course, the kinds 

of training given emphasis would have to depend on the situation of the country concerned; 

those countries which lagged behind in health conditions as compared with others should of 

course concentrate on setting up secondary -level training institutes to turn out a large 

number of assistant doctors, midwives, nurses, and dentists within a short time, whereas 

countries capable of establishing medical colleges should do so immediately. While every 

country had to become self -reliant, WHO headqaurters and regional offices should of course 

provide experts and educational equipment for colleges and medical institutes. 

Second, in order to ensure the availability of primary health care on a large scale, 

methods had to be developed to mobilize the people; only when the people themselves regarded 

primary health care as their own could it be carried out successfully and with vitality. The 

elimination of epidemic and endemic diseases, the establishment of a hygienic way of life, 

immunization, and improvement of sanitary facilities were possible only if large numbers of 

people participated actively in health work. Health activists had to be trained and encouraged 

in every locality, and proper attention also had to be given to health education in schools. 
In this field too, the WHO regional offices should take an active part so that Member countries 

could exchange their experiences. 

Lastly, in every country legislative and other steps should be taken at State level to 

provide a firm guarantee of primary health care for all, for even if a country had many 

medical facilities they would be useless if poor people had no access to them. The free 

health care system should thus be expanded, step by step, giving priority to the poor, so that 

it covered all by the year 2000. WHO should in addition collect detailed information on the 

various methods used by Member countries to provide free health care for their inhabitants, 

synthesize these data, and make them available to other Member countries. 

His country had eliminated in a brief period the centuries -old backwardness in public 

health inherited from the old society, and had accumulated a wealth of experience in manpower 

training, the improvement of health conditions, and the implementation of a system of free 

health care. He felt that it would be useful to exchange information on those experiences 

within the framework of WHO. 

Dr BRAGA (Brazil) regretted that many people still clung to the idea that primary health 

care consisted of a few elementary services traditionally provided by auxiliary personnel. 

As delegates knew full well, in the health field "primary" mean "basic" or, as the Director - 

General had put it so well, "essential ". The whole issue should in any case be clarified 

definitively by the historic Declaration of Alma -Ata. 

Although the background document prepared jointly by WHO and UNICEF for the Conference 
spoke only briefly of the doctor, the Conference itself had been more generous towards the 

medical profession, mentioning doctors in recommendations 9 and 10. 

His delegation noted with satisfaction the general agreement that doctors had a role of 

enormous importance to play in the development of any programme seeking to offer the primary 

health care so sorely needed by the great majority of the world's population. In the context 

of a primary health care programme, the doctor would have to act as a true community physician, 

carrying out activities specific to his profession as well as exercising leadership and 

supervision. It had to be recognized that doctors were at present being overly modest, and 

that they had to come back to the centre of the stage, in both developed and developing 
countries. He sought the support of WHO on the question of preparing doctors for a new 
mission, to find the strength to fight against tradition and the resistance encountered even 
within the medical profession to the radical changes needed for a new health order. 

His delegation endorsed documents А32/7 and А32/8 and gave its full support to the draft 
resolution contained in resolution ЕВ63.R21. 

Dr SANКARAN (India) quoted from the report of the 1946 Bhore Committee, which spoke of 

the "dark shadows in the health picture" of India, and claimed that if the lowering of human 
efficiency from malnutrition and preventable morbidity could be stopped, the country would be 
on the road to "an economic miracle ". Those words were still relevant today to many areas 
of his country and indeed to other countries of the world, since, despite all efforts, it had 
not yet been possible to provide adequate health facilities and services to the periphery and 
the most needy. 

His country considered the International Conference on Primary Health Care to be an 
epoch -making meeting, and the Declaration of Alma -Ata could be called the Magna Carta of 
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Health. From among the clauses of the Declaration, he singled out the concept that primary 

health care should mean the attainment by all peoples of the world of a level of health that 

would permit them to lead a socially and economically useful and productive life. The 

Declaration regarded community participation as the cornerstone of primary health care. He 

agreed fully that primary health care needed national political will and earnest political 
commitment as well as adequate financial resources. 

A draft national health policy had been formulated in his country, for which the basic 
guideline was the economic development process. The revised minimum needs programme of his 

Government and the sixth five -year plan for 1978 -1983 formulated by its planning commission 
both reflected the basic recommendations of the Alma -Ata Declaration. 

His delegation had presented to the Thirty -first World Health Assembly the basic outlines 
of the community health worker programme begun in October 1977 whose basic purpose was to 

provide preventive, promotive, and curative health services with basic skills and knowledge 
acquired through simple training using simple manuals. Training of community health workers 
and retraining of traditional birth attendants had been taking place over the past 21 months. 

In view of the importance attached by his country to the Declaration of Alma -Ata, it had 
been placed before the meeting of the Central Council of Health and Family Welfare in April 
1979. The Council had been unanimous in its commitment to the Declaration and had firmly 
resolved, among other things, (a) that mechanisms must be evolved to maintain close 
coordination at central and state levels as well as to ensure close coordination with 
ministries and departments dealing with water supply, environmental sanitation, nutrition, 
etc.; (b) that a prospective plan for developing the infrastructure and required manpower 
should be drawn up by the various governments and territories to ensure that all had primary 
health care by the year 2000; (c) that the development of primary health care, as a vital 
component of the country's socioeconomic development, should be coordinated with the 

activities of all ministries concerned with such development; and (d) that the various 
governments and the Planning Commission should ensure that the required funds were made 
available to achieve the targets of the health sector's Minimum Needs Programme, and that a 

higher percentage of the budget should be allocated to that programme. 

It was estimated that by the year 2000 India would have a population of 917 million, 
with approximately 670 million in the villages. That was 
His Government was earnestly committed to supply the necessary manpower, political will, and 

resources, and was sure that those efforts would be welcomed by the international community. 

Dr SIККEL (Netherlands) endorsed the Executive Board's preliminary document on strategy 
formulation, particularly the statement that intersectoral collaboration for health development 
was essential for achieving the goal of health for all by the year 2000. It was correctly 
stated in that document that health was a part of overall development, and that governments 
should therefore take the political decision for primary health care as a whole. For the 
same reason, the United Nations should ideally take the decision to support implementation 
of the primary health care strategy as a whole as well, with WHO continuing to playa stimulating 
coordinating, and technical role. 

The establishment of a global health development advisory council, dealing with all 
global questions of health development in close cooperation with regional bodies of a similar 
nature, would be a step in the right direction. Country health programming, jointly carried 
out by governments with WHO, UNDP, and other agencies of the United Nations system, was 
another important step in that direction. 

Because of the importance of country health programming for achieving health for all by 
the year 2000, his Government had decided to make available approximately US$ 500 000 as 
extrabudgetary resources to fund country health programming in three countries to be 

identified by the Director -General in close consultation with the Government of the Netherlands. 
It would also make available about US$ 200 000 for graduate and postgraduate training in 
health programming and management in the same three countries. 

Dr BRYANT (United States of America) said that health for all by the year 2000 was a 
movement of historical importance and a milestone in the history of WHO, of man's efforts to 

control disease and improve health, and of global efforts to promote social equity. The 

concept applied to all nations, rich and poor; not only to the developing countries, but 
also to the more developed countries, many of which had developing sectors of their own in 
which the benefits of development were not evenly or equitably distributed. Many of the 
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more developed countries also suffered from the dark side of development: pollution from the 
profligate use of energy, and the health problems that attended affluence. Thus health for 
all applied to nations at all levels of development as they tried to improve the ill- health 
characteristic of their particular level. 

Health for all did not mean that all would be healthy; that could not be expected. 

What it did mean was that all must have access to health services that were effective in 
improving ill- health and maintaining good health. The concept of primary health care would 
vary with nations and their stages of development; some countries would not yet be able to 

provide all eight elements of primary health care specified at Alma -Ata, while others would 
provide them, but in different degrees. He agreed with the Director -General that equity in 

the distribution of health services must be the predominant concern, particularly in the 

early stages. Improvement in the content of those services could then follow. 

Indicators. or measures of progress towards health for all would be crucial for both 

planning and monitoring programmes. A first set of indicators were those relating to health 
status - infant and maternal mortality, life expectancy, the morbidity rates of selected 
diseases - in a particular country. However, national and regional averages needed to be 

disaggregated by geographical area, population groups, and socioeconomic strata, in order 
to identify populations in need that were not benefiting from the development process. 

Secondly, there was a need for indicators of health services that would show the content and 
effectiveness of health services and access to them, again according to geographical, social 

and economic conditions. Thus information and surveillance systems that could detect and 

monitor need and equity were required. Indeed, one measure of a country's progress in 

pursuing the goal for all was the presence and functioning of such systems. Because 

continuous surveillance was often difficult and expensive, intermittent cross -sectional 

systems of surveillance were useful. He emphasized that indicators should be flexible to 

permit their application to all countries, avoiding arbitrary quantitative goals that some 

countries had already met but others could meet only after years of effort. To achieve 

health for all would be exceedingly difficult. However, even among the poorest countries 
there were examples in which entire populations had been reached with health services that 

had reduced infant mortality, improved life expectancy, and reduced the birth rate using 

resources that were realistic for those countries. The challenge was to extend those 

examples to entire countries or regions. 

With regard to his own country's efforts, domestically it had formed a task force of 

distinguished scientists and citizens brought together by the National Academy of Sciences 

to examine the implications of WHO's goal of health for all by the year 2000 for domestic 

health policy. It intended to link domestic planning and programming for health with WHO's 

timetable of developing national, regional and global strategies for health for all as 

indicated in document А32/8. It believed that focusing on the imperatives of health for 

all as outlined by WHO could bring fresh perspectives as it examined its own health problems 

and systems. Internationally, it would support WHO's efforts as fully as it could, directly 

through WHO and also through bilateral and multilateral channels. In his remarks to the 

plenary, the United States Secretary of Health, Education, and Welfare had referred to a 

variety of United States efforts which were directly supportive of health for all. In 

1980 USAID would be assisting 36 countries in 50 separate projects which would help to define 

the alternatives in primary care. Each primary health care project was characterized 

first by local design and national leadership, to permit countries to determine the methods, 

st and training systems appropriate to their own settings. The emphasis would be on methods 

to reach the majority of the population in communities for at least the needs of maternal and 

child health, at costs villages or communities could afford and in culturally acceptable 

manners, in order to demonstrate the possibility of national extrapolation and use. In 

addition, USAID was supporting action to complement primary health care in a number of 

countries in such fields as water supply and sanitation, disease control, family planning, 

nutrition and health planning. That represented his country's efforts in almost 70 countries 

to support programmes which the developing countries themselves had judged to be among their 

highest priorities. Its combined contribution would be some US$ 480 million in 1979, aid 

over US$ 500 million in 1980. In addition, other institutions such as universities, the 

National Institutes of Health, the Center for Disease Control and the Peace Corps were 

contributing to the goals of health for all. 

He, therefore, urged the Health Assembly to accept document А32/8 as a starting point 

for the global work towards health for all by the year 2000 and to adopt the draft resolution 
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recommended in resolution EB63.R21. Those documents placed WHO squarely in the role of 

global leadership and coordination that was consistent with its mandate and was essential to 

collective progress towards its goal. The draft resolution called on Member States to 

commit themselves domestically and internationally to that goal. 

He went on to suggest a number of amendments to the draft resolution on behalf of his 

own delegation and those of Botswana, Canada, Colombia, Egypt, Fiji, Haiti, India, Jamaica, 

Kuwait, Mexico, Pakistan, Surinam, Swaziland, Thailand and Turkey. The first area in 

which he would suggest amendments was in relation to priorities. The draft resolution did 

not identify the priority within WHO of health for all by the year 2000. Indeed, a general 

problem facing WHO was the difficulty of specifying priorities among the many programmes, since 

every programme had support from interested Member States. Health for all, however, had the 

support of all nations without exception, and that unanimity of support should be clearly 

reflected in an explicit statement of priority. There were at least two reasons for 

establishing such a priority. First, there must be no doubt that Members were committed, 
and wanted their Organization committed, to health for all. Second, given the inevitable 

competition for resources, both budgetary and extrabudgetary, the priority ranking was 

important in ensuring that health for all received priority attention in terms of available 
resources. He therefore recommended the insertion of a new first operative paragraph to 

read as follows: "(1) DECIDES that the overriding priority of WHO is the achievement of health • 
for all by the year 2000, and that the development of the Organization's programmes and 

allocations of its resources at global, regional and country levels should reflect that 

priority commitment ". 

The second amendment concerned the importance of making the best use of resources available 
for health for all. There were two problems in ensuring careful planning and management in 

the use of those resources. First, activities were so dispersed through WHO's programmes 

that it was difficult to know exactly what was related to health for all. This problem 
had become apparent at the Executive Board's session in January 1979, and the Director -General 
had agreed to explore methods of presenting the budget and programmes to clarify how they 
related to health for all. The second problem concerned differences in timing between 
budget development and programme development. The 1980 -1981 budget had been compiled and 
approved while the goal and concept of health for all by the year 2000 had been evolving, 
and thus might not reflect current developments and needs for helping health for all to get 

under way. Similarly, the size of the 1982 -1983 budget had been agreed to; as it was 

developed in detail, appropriate support for activities related to health for all should be 
built into it. He therefore proposed the insertion, after former operative paragraph 9 

of the draft resolution, of the following new paragraph: "RECOGNIZES the necessity of 
careful planning, management and effective use of available resources, including those from 
national, bilateral and international sources, for achievement of health for all ". In 

former operative paragraph 10, he suggested the addition of the following new subparagraphs: 
"(1) to devote a predominant proportion of the Director -General's and Regional Directors' 
Development Programme funds to ensuring the development and implementation of strategies for 

health for all "; and "(2) to develop a preliminary plan to ensure the appropriate allocation 
of funds for this purpose in the implementation of the approved 1980 -1981 budget and in the 
formulation of the projected 1982 -1983 budget, and submit this plan to the sixty -fifth 
session of the Executive Board ". The words "preliminary plan" were intended to indicate 
a near -term plan that did not pre -empt the Seventh General Programme of Work. The 
reference to the 1980 -1981 budget recognized that, though that budget had already been 
approved, it was still flexible. He commended the draft resolution and the goal of health 
for all, which WHO could wholeheartedly support in a true expression of international 
solidarity. 

Professor RENGER (German Democratic Republic) welcomed the report on the Alma -Ata Con- 
ference and fully supported the strategies outlined in document А32/8. Technical equipment 
was important but it should be in accordance with a country's structure and socioeconomic 
development; an imported oversophisticated technology could do more harm than good. In 

that connexion, his delegation supported WHO's appropriate technology for health programme. 
His country had for many years been cooperating with developing countries in the training 

of health personnel. He emphasized that training activities should not be limited to the 

medical field; education of the public and the active participation of the community were 
also of great importance. He joined with previous speakers who had stressed that political 
will and consequent political decisions were essential prerequisites for attaining the goal 
of health for all by the year 2000. 
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Dr CLAVERO (Spain) said that the Alma -Ata Conference was a milestone in the history of 

WHO. He supported the draft resolution contained in resolution EВ63.R21 in principle, while 

taking due account of the amendments proposed by the delegate of the United States of America. 

In his opinion, documents A32/7 and А32/8 provided an adequate basis for making a proper 

study of the role that both individual governments and WHO could play in primary health care. 

Primary health care was important not only in developing, but also in developed countries, 

since the latter still had certain population sectors that could be considered underserved. 

Total coverage of the population - especially of the most needy - should be the primary 

concern of government health administrations. The Spanish health authorities were carrying 

out an investigation into the siting of health services and their accessibility to the 

population as a whole. A health map was being drawn up indicating the time and travel 

involved in seeking medical care, as well as the rate of utilization and the results of a 

cost -benefit analysis of the services provided. 

Spain, following the western European tradition, had all the advantages and disadvantages 

of a system of medical care too greatly biased towards hospitalization and overspecialization. 
To counteract that tendency, his country's health authorities had created a new category of 
physician, designated "specialist in family and community medicine ", who was both a general 

practitioner and an epidemiologist. That association of primary health care with more 
specialized medical activities was of fundamental importance, and he was happy to note that 

reference had been made in recommendation 13 of the report on the Alma -Ata Conference to the 

need for an appropriate strengthening of support facilities, including hospitals. 
He also stressed the importance of the availability of first -class health laboratory 

technology; in its absence, primary health care ran the risk of becoming second -class care 
for marginal social groups. It was essential that the quality of primary health care should 
be maintained at all levels, and that physicians and all other categories of health personnel 
should function as a team. Efforts should be made to bridge the gap that had opened between 
the clinical and epidemiological approach, and to ensure that the present search for increa- 
singly recondite knowledge was translated into a practical application of that knowledge. 

Primary health care did not only imply medical attention and management of health 
services; it also included basic sanitation, professional training, appropriate technology 
for health, and even health legislation. Those activities had perhaps become somewhat 
dehumanized, so that the ultimate recipients of health care - the people themselves - had 
tended to be disregarded. 

He observed that 1978 had been marked by two major events - the Alma -Ata Conference, and 

the Conference on Technical Cooperation among Developing Countries. Those events had in 
fact coincided with efforts aimed at achieving decentralization and stimulating technical 
cooperation. The study which had been initiated on the restructuring of the Organization 
in the light of those developments was of outstanding importance. 

Dr WILLIAMS (Sierra Leone) fully supported the draft resolution contained in resolution 

ЕВ63.R21. Primary health care clearly involved a great deal of expense; political will and 

commitment on the part of governments were therefore essential if the health sector was to be 

allocated a larger share of the national budget. 

A primary health care project had already been started in Sierra Leone, and was to be 

extended in the near future. However, greater assistance from national, international and 

nongovernmental organizations was needed to make health care facilities available throughout 

the country. 

In view of the need for a multidisciplinary approach in formulating strategies, there was 

coordination in Sierra Leone between the various sectors such as health, social welfare, 

agriculture, education, and the voluntary agencies. 

It was essential to have from the start the full participation of the community in 

identifying its needs and in programme planning and implementation. 

Regarding personnel, the changing role of health workers should be taken into account 

when setting up training programmes. The existing local manpower resources should be utilized 

and developed - traditional birth attendants and healers, for example, who were trusted by the 

people. Village health committees were needed and volunteers should be given appropriate 

training in environmental sanitation, maternal and child health, health and nutrition education, 

and first aid. There was also a need for equipment such as audiovisual aids for teaching, 

vaccines, and simple but essential drugs. In the building of health centres the community 

should be encouraged to provide labour and some of the simple materials required. Food should 

also be available in sufficient quantity to reduce the present high incidence of malnutrition. 



А32/A/SR/15 
page 18 

At the district and national level committees, like those set up in the villages, had been 
established with a representation from all sectors, ministries and nongovernmental organiza- 
tions concerned in making the objective of health for all a reality. 

Formulating strategies to attain health for all by the year 2000 meant considering not 
only rural areas but also certain over - crowded urban areas, where inadequate water supply, poor 
housing and sanitation and excessive drinking and smoking constituted a considerable problem. 

In all probability Sierra Leone would not be able to achieve the goal of health for all 
alone, and would require assistance in the form of technical cooperation with both developing and 
developed countries, and with WHO, UNICEF and other voluntary and nongovernmental organizations. 

Professor COLAKOVIC (Yugoslavia) considered that the Board's preliminary document (А32/8) 
was excellent. His country was prepared to participate in any kind of technical cooperation 
with other countries. 

Dr El CANAL (Egypt) thought that competition for funding would make intersectoral coopera- 
tion difficult unless the goal of health for all by the year 2000 was adopted as a national 
policy at the highest level. It was also difficult to achieve cooperation between different 
service sectors at the peripheral level where policies had to be implemented. Egypt's own 
experience was not encouraging. "Joint units" comprising a variety of services had been 
established in the 1950x, but the personnel had worked in a spirit of rivalry and the experi- 
ment had failed. The present trend was towards local government, and it was hoped that the 
locally elected councils would take a leading role in implementing health services and primary 
health care. Egypt wished to learn of the comparable experiences of other countries. 

Dr CABRAL (Mozambique) emphasized the importance of avoiding confusion about the meaning 
of primary health care. It was not to be confused with second -class health care or the mere 
expansion of curative care. The essence of primary health care was its universality, which 
gave the best return for invested money. Primary health care was in fact necessary to 
maximize the use of resources. In technical cooperation, WHO had a major role to play in 
diffusing the correct conception of primary health care, about which some of the participants 
in the Alma -Ata Conference were still unclear. WHO could also help in the exchange of 
experience between countries. Mozambique was committed to the implementation of primary 
health care and the achievement of health for all by the year 2000. His delegation supported 
the draft resolution contained in resolution EB63.R21, with the amendments proposed by the 
delegate of the United States of America and an additional amendment that he would propose in 
due course. 

Dr KLIVAROVA (Czechoslovakia) praised the Soviet Union for organizing the Conference at 

Alma -Ata, which had been a backward city 60 years ago but which, with its present excellent 
primary health care and medical facilities, and also teaching facilities for various kinds of 
health personnel, was now a model for the developing countries. The Alma -Ata Conference had 
indeed been a landmark, and its Declaration should be implemented. She agreed with the 
suggestion that implementation should be regularly reviewed by the Executive Board. 
Czechoslovakia was prepared to take part in the programme on primary health care directed 
towards attaining the goal of health for all by the year 2000; in the past 34 years it had 
gained much experience in providing medical care for the whole population and training the 
necessary staff. The draft resolution contained in resolution EB63.R21 was acceptable, but 
her delegation wished to see in writing the amendments proposed by the delegate of the United 
States of America. She considered that the Organization was capable of providing additional 
resources for this programme. 

Dr AROMASODU (Nigeria) said that primary health care was essential if countries were to 

achieve the goal of health for all within the next two decades - an aim with which her govern - 
ment was in complete agreement. In 1975 Nigeria had set out to increase health care coverage 
at the grass -roots level and to overcome the imbalance between services for urban and ruralpopúlations. 
The health authorities had soon come to realize that it was one thing to have a plan, but quite 
another to implement it. They were therefore very much in favour of the strategies outlined 
in the preliminary document of the Executive Board (А32/8). Those strategies would naturally 
have to be modified to suit local circumstances, and it would be necessary to monitor progress. 
Indeed, all Member States should make progress reports, which would enable other countries to 

learn from them. Her delegation supported the draft resolution contained in resolution 
EB63.R21, with some of the proposed amendments. 
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Dr ZАNFIRESCU (Romania) congratulated the Board on its excellent preliminary document 
(А32/8), which succeeded in combining the general principles of humanitarianism with suggested 
technical solutions, while at the same time leaving the application to governments. Romania 
had a broad programme of technical cooperation with developing countries, and more than 5000 
students from those countries were taking courses in Romanian medical institutions. The 
achievement of health for all by the year 2000 could not be based on health activities alone, 
and required a broader framework of development. WHO had an important role to play in the 

transfer of health technology, which might be done most effectively through the regional offices. 

Dr LEPPO (Finland) said that his country subscribed fully to the aims of the Alma -Ata 
Conference, in which it had participated. The primary health care approach was indispensable 
to developing countries and applied also to developed countries. There was still a need to 
define operational targets because the phrase "acceptable level of health" was rather vague. 
WHO could assist in the exchange of information on the targets adopted in different countries. 
His delegation agreed with the emphasis on intersectoral development, although it might be 

difficult in practice, as the delegate of Eygpt had pointed out. The cornerstones for the 

development of primary health care were political commitment, legislation and funding, the 

training of personnel, and the monitoring of progress. He suggested that the seventh report 
on the world health situation should be in the form of a monitoring exercise on the progress 
•made towards reaching the goal acceptable levels of health for all. His delegation supported 
the draft resolution contained in resolution EB63.R21, and would probably also support the 

amendments proposed by the delegate of the United States of America. 

• 

Dr ALBORNOZ (Venezuela) said that the technical basis of primary health care should not be 

oversimplified, and that permanent support was necessary from higher levels. It should always 

be possible to refer patients for specialized investigations. In Venezuela, which had had 
15 years of experience in providing primary health care, it had soon become clear that it was 

vital to have experts at the top of the pyramid of health care, and that failure was certain 

without them. In the absence of expert support, primary health workers and auxiliary 
personnel lost heart. Venezuela was glad to participate in achieving the great objectives 

that WHO had set. 

Dr CASSELМAN (Canada) supported the principles and essential issues presented in the 

Board's preliminary document (А32/8) and recognized the role of primary health care in 

achieving the goal of health for all by the year 2000. The Alma -Ata Conference had been a 
significant focal point in the development of the primary health care concept. He agreed with 
the representative of the Executive Board that health for all by the year 2000 was the greatest 
challenge to WHO since its inception. 

His country had planned two main lines of action. First was the identification of those 
segments of the population of Canada whose health services were less than adequate; the 
Government and the Provinces would review these services with a view to improving them. 
Secondly was the identification of areas in which Canada could offer professional support and 
experience to other countries through WHO. 

Canada was developing an approach in which people were encouraged to change their life- 
style with a view to improving their health. It was clear that health services, medicines, 
and health workers were only part of the answer to improving health - the abuse of alcohol and 
drugs, the use of tobacco, poor nutrition, lack of exercise, and excessive stress did enormous 
damage. People had to realize that they had an obligation regarding their own and their 
families health. 

The achievement of health for all depended not only on the ability of governments to 
formulate and implement health policies, but also on the ability of communities to participate 
in that process. Health planning depended on partnership between the central government and 
the communities concerned. Such a partnership needed a structure, a known and agreed process, 
and clear statements of expectations from each side; it also needed a working definition of 
roles, continuing support, skilled personnel, and an adequate information base. 

Canada had had considerable experience with a variety of approaches to health planning. 
One, especially appropriate in connexion with primary health care and the goal of health for 
all by the year 2000, was the establishment of district advisory health councils that were 
responsible for advising provincial ministries of health on the integrated development of 
health services for the population of the district. Such councils usually had community 
representatives who actively participated in health planning and made valuable contributions, 
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including information on access to primary health care, assessment of the community's satis- 
faction with the care provided, advice on the methods most acceptable to the community, and 
community perception of programme priorities. Those representatives also provided important 
feedback to the community from the council, and played a role in the educational process. 

The Canadian delegation supported the draft resolution contained in resolution ЕВ63.R21, 
and co- sponsored the amendments submitted by the delegate of the United States of America. 

Dr BEGG (New Zealand) said that there were many difficulties in implementing the 
decisions of Alma -Ata and achieving the goal of health for all by the year 2000; there were 
difficulties of political commitment, lack of resources, irrelevant health infrastructures and 

fossilized attitudes that hindered progress in developed countries. In that respect, he drew 
attention to Section III of document А32/8, referring to the formulation of national policies, 
strategies and plans of action. Whatever the problems, a blueprint along the lines suggested 
appeared to be the first priority: until that was done, it would be impossible to influence 
the politicians, the people or anyone else. Vague generalities were not sufficient. New 
Zealand supported the whole concept, and would seek to assist in its implementation through 
national and bilateral aid programmes. 

Dr BALDE (Guinea) fully supported the report on the Alma -Ata Conference. Bearing in 

mind the experience of his own country, he was convinced that the goal of health for all by 

the year 2000 could not be achieved either if the people were victims of injustice, oppression 
and exploitation (and in that connexion he welcomed the resolutions adopted by Committee B 
regarding assistance to national liberation movements) or if the population did not participate 
fully in establishing the primary health care structure. WHO should therefore continue the 
political struggle for more justice in the world. Moreover, the material resources required 
for primary health care services were lacking in many countries. In order to solve the 
problem more rapidly, WHO should contribute actively to the establishment of the new inter- 
national economic order; the developing countries should have confidence in TCDC, and 
vigorously promote it; and they should use to the best advantage the resources of traditional 
medicine, and become self -reliant. His delegation hoped that the governments of all countries 
- developed or not - and also nongovernmental organizations would have the courage to play 
their part in achieving the goal of health for all by the year 2000. 

Dr CHANG (Republic of Korea) fully supported the draft resolution contained in resolution 

ЕВ63.R21, with the amendments proposed by the United States delegate. Primary health care 

was indeed the key to attaining health for all by the year 2000. Since 1974, when the 

National Health Council had been established in the Republic of Korea, primary health care 

had been implemented in three demonstration areas (covering a population of 500 000) by the 

Korean Health Development Institute, which had been designated as a WHO collaborating centre. 

During the past five years the Institute had been conducting a study on the type of primary 

health care most appropriate to the local situation. The results were being evaluated, and 

it was hoped that a nation -wide programme would be implemented in the near future. 

Regarding indicators - which were vital for evaluation - document А32/8 referred to two 

types: those that measure health status and related quality of life, and those that measure the 

provision of health care. Social and psychosocial indicators seemed to be mere words at 

present, and it would certainly be necessary in the future to refine indicators. 

The document rightly referred to the difficulties of establishing a time frame; it was, 

however, essential to have such a guideline. Her country had had some experience in that 

respect with regard to country health programming, and she was sure that Member States would 

be able to assist in devising a logical time frame. There was a need for health services 

research, and national capabilities in that field should be developed within the countries 

themselves. Much could be done to stem the "brain- drain" if sound health infrastructures 

were developed. More emphasis should be given to health education and community participation, 

both of which were vitally important. 

She supported the draft resolution contained in resolution ЕВ63.R21 and the amendments 

which had been presented by the delegate of the United States of America, and which her 

delegation had cosponsored. The Health Assembly had been informed that a new International 
Development Strategy would be adopted by the United Nations General Assembly in 1980. She 

therefore suggested, first, that an addition be made to the timetable in paragraph 134 of 

document А32/8 (between the activities scheduled for January and May 1980) and, secondly, that 

the following paragraph be added to the draft resolution: "REQUESTS the Director -General to 
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submit to th.e Preparatory Committee; for the, New International ;Development Strategy, for 

inclusion in this strategy to be adopted by the United Nations General Assembly in 1980, a 

report on health development formulating strategies for health for all by the year 2000 ". 

Dr PATTERSON (Jamaica) felt that it was necessary to give consideration to the problem 

that would no doubt arise=at the "country level in implementing strategies for health for all 

by the year 2000. 

Many countries had been concentrating on curative medicine, and their budgets were 

oriented accordingly. Therefore, for primary health care to get 'a reasonable share of the 

budget a reorientation of existing health systems was needed. Health was often regarded as a 

social service and not as a development tool, as a product of development rather than a means 

for development. Health was therefore not given the meaningful role it should have in 

national development plans. Serious efforts were needed to change that situation. 

Dr MICHELSEN (Colombia) said his Government was fully committed to achieving health for 

all by the year 2000 and would provide the resources necessary to achieve that end. The 

strategies that would be used were: the achievement of active community participation in the 

primary health care programme; and research would be carried out to develop new methods for 

primary health care. 

His delegation fully supported the draft resolution contained in EB63.R21, as well as 

the amendments which had been introduced by the delegate of the United States of America, 

and of which his delegation was a cosponsor. 

Dr BEAUSOLEIL (Ghana) thought that there was some disagreement over the definition of 

"health for all ". Some regarded "health for all" as the availability and accessibility of 

health facilities and services, while others regarded it as reduction of morbidity and 

mortality rates to certain predetermined levels, in addition to certain minimum levels of 

socioeconomic development. Between those two extremes there was a whole range of different 

concepts. He fully supported the comments made by the delegates of Finland and Jamaica; one 

of the most important tasks was to define targets and indicators for evaluation. 

Professor PACCAGNELLA (Italy) said that in his country, in response to the primary health 

care concept, maternal and child health services now included family health centres; a 

community approach was being developed, and health teams integrated within the social services 

were trying to meet family needs. Mental hospitals had been closed, mental and social health 

services were being developed at the primary level, and smaller psychiatric departments were 

being opened in the general hospitals. The reform of the health services had been approved in 

1978. The basic principle was to develop local health services concentrated in local health 

units, planned and managed by the municipalities, with direct community participation. There 

would be continuous evaluation of the development of the new services, and in that connexion 

new methodologies and indicators weré required. His delegation supported both the strategy 

formulated in document А32/8 and the draft resolution contained in resolution EB63.R21. 

Professor TRONGÉ (Argentina) said that in the past the family doctor in Argentina had 

provided simple, cheap and easily available medical care to the population, referring 

complicated cases to hospitals or specialists. Over the years medical treatment had become 

complex, expensive, and far less accessible. Today, with primary health care, there was a 

return to the old system - improving and adapting it to circumstances and needs. He was 

convinced that, with the collaboration of WHO, UNICEF aid all bodies concerned, the goal of 

health for all by the year 2000 would be achieved. 

Professor REID (representative of the Executive Board) felt that the gaps and shortcomings 

referred to by delegates during discussion were very much a matter for the individual countries. 

The subject would be discussed again at the regional level later in the year. 

The DEPUTY DIRECTOR- GENERAL said it was evident that Member States considered primary 

health care and the goal of health for all by the year 2000 the most critical issue and one of the 

most progressive steps to be taken by the Organization. He assured delegates that if WHO's 

integrity and viability remained intact the Director -General and the Secretariat would not 
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disappoint Member States in implementing the programme and in using the strategy to achieve 
the objectives which had been set. 

Э. DRAFT SECOND REPORT OF COMMITTEE A (Document (Draft) А32/50) 

Dr AZZUZ (Libyan Arab Jamahiriya), Rapporteur, read out the draft second report of 
Committee A. 

Decision: The draft second report was adopted. 

The meeting rose at 19h30. 
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