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FIRST MEETING 

Tuesday, 6 May 1985, at 10h55 

Chairman: Dr J. M. BORGOÑO (Chile) 

1. ELECTION OF VICE -CHAIRMEN AND RAPPORTEUR (Rule 36): Item 19 of the Agenda 
(Document А39/38) 

The CHAIRMAN expressed gratitude for his election and welcomed those present, 
particularly the observers for the Holy See and the Order of Malta, the representatives of 
the organizations of the United Nations system and those of the Executive Board. 

He then drew attention to the third report of the Committee on Nominations (document 
А39/38) in which that Committee had nominated Dr S. D. M. Fernando (Sri Lanka) and 
Professor J. Szczerbáп (Poland) as Vice -Chairmen, and Mrs J. Mixer (United Kingdom of Great 
Britain and Northern Ireland) as Rapporteur. 

Decision: Committee A elected Dr S. D. M. Fernando (Sri Lanka) and 
Professor J. Szczerbán (Poland) as Vice -Chairmen, and Mrs J. Mixer (United Kingdom of 
Great Britain and Northern Ireland) as Rapporteur. 

2. ORGANIZATION OF WORK 

The CHAIRMAN emphasized that the agenda before the Committee was heavy, calling for the 
utmost cooperation from all. 

After introducing the background reference documentation to the present session, he 
suggested that the normal working hours should be from 9h00 to 12h30 and from 14h30 to 17h30. 

It was so agreed. 

3. GLOBAL STRATEGY FOR HEALTH FOR ALL BY THE YEAR 2000: Item 20 of the Agenda 

Review of the first evaluation report (Seventh Report on the World Health Situation): Item 
20.1 of the Agenda (Resolutions WHA36.35, WНАЗ7.17 and EB77.R6; Document А39/3) 

Dr TADESSE (representative of the Executive Board) drew attention to the Seventh Report 
on the World Health Situation (document А39 /3) covering the period 1978 -1984, which had been 
prepared on the basis of the first evaluation of the Strategy for Health for All in 

accordance with resolution WHA36.35 of the Thirty -sixth World Health Assembly. The global 
report had been prepared on the basis of a synthesis of six regional reports, which 
themselves had summarized the national evaluation reports received from 146 Member States, 
and also contained data from relevant documents of WHO programmes and of other organizations 
of the United Nations system. 

The Board had noted with appreciation the fact that 146 Member States, representing 88% 
of WHO's total membership, had responded in that first evaluation, thus to some extent 
reflecting the importance attached to the monitoring and evaluation of national strategies. 
Indeed, for some countries that had been the first comprehensive effort ever made by them to 
review their national strategies. Some countries had used the review as an opportunity to 

undertake an extensive evaluation of their progress towards health for all, whereas it seemed 
that others had considered it premature to make a realistic appraisal of the effectiveness of 

their strategy. 
The high response rate should not, however, lead to complacency about the monitoring and 

evaluation process. The report had revealed that many countries did not have adequate 
information support for their managerial process, and that had consequently affected the 
monitoring and evaluation process as well as the quality of reports. In many other countries 
the health sector had not yet developed a capacity and a "culture" of evaluation, and that 
situation particularly affected the commitment with which the process was pursued. It 

appeared that some countries had responded to the evaluation as being in the nature of a "WHO 
exercise ". The Board had accordingly stressed that the real value of monitoring and 
evaluation could only be realized if Member States recognized its importance for their 
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managerial process, and used all available information to the fullest extent to analyse 
progress, detect constraints and take measures for accelerating the implementation of their 
national strategies. 

Nevertheless, the Board had noted that 146 Member States had had the courage to share 

openly the information they had about their strategies, and it urged other Member States 
which had not yet done so to undertake that effort in the spirit of mutual cooperation. A 
full knowledge of the state of the world's health and of the various factors affecting it was 

of benefit to all Member States equally, so that they could both identify their place within 
the global framework as well as taking the necessary measures both individually and in 

cooperation with one another in the accomplishment of their firm resolve to improve the state 
of the world's health. 

It might be useful to draw the Assembly's attention to some of the highlights contained 
in the report in terms of progress or lack of progress in the national strategies for health 
for all. During the past decade or so, global economic turbulence had brought much stress to 
bear on the world's social progress. In some parts of the world, particularly in sub -Saharan 
Africa, economic and social conditions had deteriorated considerably. The continuing high 
population -growth rates in many developing countries and the dramatically fast -growing urban 
population, especially in the developing countries, was a cause for great concern, not only 
because of their serious economic implications but also because of the complexity of the 
measures which would be required to satisfy the resulting needs. The growing magnitude and 
complexity of the refugee problems during the decade was also of great concern. 

Some social progress had taken place, especially in respect of literacy, food production 
and the status of women. However, the illiteracy gap between males and females had not 
diminished, and indeed had widened alarmingly in the least developed countries. The slowing 
down of economic growth in the late 1970s and early 1980s had also increased unemployment in 

developing and developed countries, and the social cost of unemployment, especially among 
young people, was high. In vast areas of the developing world, poverty had increased 
dramatically, women and children still constituting the most vulnerable population group. 

Efforts by governments to reorient their health systems based on primary health care had 
yielded important results. Many countries had restructured their ministries of health and 
had established mechanisms leading to improved coordination within the health sector. Some 
countries had made impressive efforts to expand their health services infrastructure, and 
some innovative approaches to reach underserved population groups and to strengthen 
community -based health services were also emerging, as well as trends in mobilizing 
communities for health. The overall progress in producing and making available health 
manpower was encouraging, and intensive efforts had also been made to reorient health workers 
to primary health care. 

Although growing concern existed as to the optimum utilization of available resources 
and their equitable distribution, progress in that regard had been slow. Many countries had 
not been able satisfactorily to balance their distribution, especially that of professional 
health personnel, and ineffective utilization and low productivity of health workers caused 
persistent concern. Among key factors to be further addressed by the Member States were the 
relevance of education programmes and the motivation of health workers. 

Economic constraints had seriously affected the implementation of the policies and 
strategies which had been approved in principle at the highest government levels. It had 
been difficult for most countries to provide adequate information on the financial resources 
available or on trends in public health expenditure. There was some evidence that many 
countries were giving favourable attention to allocation of resources, at least the new ones, 
to primary health care. The Board had stressed the need for Member States to devote greater 
attention to optimum utilization of their available resources, both by searching for new or 
alternative ways of financing the health services and by finding cost -effective ways of 
achieving particular objectives, as well as by mobilizing external resources for their health 
strategies. 

As far as the availability of primary health care was concerned, the report had revealed 
that some improvement had been achieved. Access to some primary health care elements, such 
as immunization, water supply, maternal and child care and essential drugs, had shown some 
increase. However, much more remained to be done, as the Assembly would no doubt note from 
the data provided in the report. Many technical, managerial and financial problems and 
constraints still remained in a large number of countries in the delivery of the eight 
essential elements of primary health care at community level. The Board had stressed the 
need for Member States to take a close look at their particular progress in that regard so as 
to take the necessary steps to improve and strengthen their infrastructure. 

The ultimate impact of the health for all strategy had to be measured in terms of 
improvement in the health status of the population. Although the report showed trends 
towards better health in a majority of countries, when measured in terms of key indicators, 
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such as infant mortality and life expectancy, the Board had also noted that there were wide 
discrepancies between countries; for example, infant mortality in 44 of the 156 countries 
for which data were available was still 100 or more per 1000 live births. Crude death rates 
and maternal mortality rates had also steadily declined in countries of the Americas, 
South -East Asia and the Western Pacific. Some progress was to be noted in the control of 
communicable diseases. 

The changing health picture in the developing countries had also highlighted conditions 
associated with the growing elderly population and with life -styles and health behaviour, 
such as dietary habits, smoking, alcohol and the use of illicit drugs. The Board had also 
noted evidence of a growing number of activities in the countries, notably the developed 
countries, aimed at safeguarding the environment. 

The report revealed encouraging trends in intercountry cooperation. There was evidence 
of increasing political commitment to cooperative action, and the Board had urged that that 
commitment should be further strengthened with a view to increasing national self -reliance 
and mutual support. 

The Board had concluded that the chief obstacles to implementation of the strategy were 
the following: the continued high illiteracy rates in many countries, especially among 
women; the economic climate, which had seriously hindered social progress and had in many 
areas widened the gap between rich and poor; managerial weakness within the health system, 
and notably a lack of sufficient information to support the managerial process; lack of 
understanding of, and inadequate support for, primary health care on the part of professional 
health manpower; and finally, inadequate economic support for the health sector. 

However, the Board stressed that evaluation should be seen not merely as a historic 
exercise, but as a tool for future progress. The challenges facing Member States were 
clearly outlined in chapter 5 of the report; those challenges took the form of an appeal to 

political and technical leadership for a stronger commitment towards framing national policy 
decisions which would permit a more rapid advance in the march towards health for all. In 

that connection, the Board had put forward a resolution for consideration and approval by the 
Assembly. 

In conclusion, the Board had confirmed that Member States had made a positive start in 

their quest for health for all. Evaluation had yielded valid and useful information, which 
had to be fully utilized in order further to strengthen national strategies. Mindful of the 

persistent deficiencies in the information support needed to back up the national managerial 
process, and the consequent need for Member States to have more time for strengthening the 

national monitoring and evaluation process, the Board had accepted the recommendation by the 
Regional Committees that the plan of action for implementing the strategy be modified by 
introducing reporting on monitoring every three years instead of every two. 

The Board had also considered that the results of the evaluation should be disseminated 
to a wide audience, including politicians, senior government officials, teaching and research 
institutions, nongovernmental organizations, and other interested groups. In other words, a 

more popular version of the report should be produced. A further discussion in the Assembly 
could provide a basis for such a report and could also serve to supplement it with further 
information. 

Dr NYAYWA (Zambia) drew attention to paragraphs 180 -196 of the report (Mobilization of 

resources). For countries undergoing periods of financial stringency, the issue of resources 
was critical where implementation of the strategy was concerned. A number of questions 
needed to be answered: what would be the actual cost of extending primary health care to 

more of the population? What help would be available from donors, particularly regarding 
recurrent costs? What procedures had been shown to be cost -effective in the treatment of 

some of the illnesses which persistently haunted the African countries? Given the strong 

emphasis on equity in health status and equal access to health facilities, how fair was it to 

charge for services? Members looked to WHO for help in providing the answers to such 

questions, and in developing systems to provide the financial information needed to plan 

their health services. 
Paragraph 180 stated that only 13 developing countries had reported to the United 

Nations system on both public and private health expenditure from 1977 onwards, while 

Table 16 showed that 84 countries had not reported on expenditures devoted to primary health 
care. That showed that many countries did not have the data that was required. 

Although the report succeeded in highlighting the problems, what the countries now 
needed was help from WHO in gathering the necessary information. For example, paragraph 183 

stated that very few countries had costed their plans for health for all; how did WHO 
propose to remedy that situation? Paragraph 188 indicated that donors continued to prefer 

supporting capital expenditure rather than current costs; was WHO joining with donors in 

investigating the "sustainability" of projects? 
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Paragraph 189 referred to "new sources of finance ", and in particular to a new policy of 
charging users. Was WHO assembling data to assist Members in treading that particular 

political minefield? It would be useful to know which countries had introduced charges, and 
whether those charges were applied to the poorest sectors of the population. Was community 
financing really working anywhere? 

Paragraph 195 mentioned cost -effectiveness; that was an area in which much more needed 
to be known. Such questions as how the design of a health facility affected future operating 
costs, or which technology was most appropriate, were rarely asked or answered, and the 

information was not being assembled by WHO to help in decision -making. 
To sum up, countries needed help in gathering the essential data on such matters as 

recurrent costs, charges for health services, and cost -effective procedures, and for that 
help they looked to WHO, which should be prepared to devote more resources to that very 
necessary aspect of planning health for all. As well as a greater supply of information, 
there was need for a systematic exchange of experience, which would help to show which 
approaches had been successful and which had failed. 

Dr HAJAR (Yemen) endorsed what had already been pointed out by the Director -General: 
health for all could not be achieved merely by outside assistance. An effective health 
infrastructure needed to be set up within countries themselves. His own country had made 
some headway in establishing a primary health care network, but much still remained to be 

done, particularly in the more deprived areas. Collaboration with a number of international 
organizations, as well as with other countries, had made it possible to formulate plans for 
the achievement of health for all within the required time span. In particular, visits from 
a number of expert groups, with the participation of WHO and UNICEF, had been of great 
assistance in the work of evaluation. He wished to thank also the regional office for the 

valuable help provided. 

Dr FIKRI- BENBRAHIM (Morocco) expressed his appreciation of the report, which would be a 
valuable tool for assessing progress achieved towards the attainment of health for all. The 
statistical tables needed to be updated by the addition of further information from the 
countries. 

He pointed out that some indicators were not appropriate where certain countries were 
concerned since the basic data was not available to them, and hence simpler methods and 
procedures were needed, in particular the trends in life -styles were difficult to evaluate. 
It would be helpful if, in future, information briefings could be held both at regional and 
national level, to assist those responsible for completing the evaluation questionnaires. 

Dr KHALID BIN SAP.AN (Malaysia) thanked the Director -General for the comprehensive 
analysis of the world health situation contained in the report. 

The current economic recession would be bound to slow down efforts to implement the 
strategy in some countries, or even set the clock back for others. The present time was a 

challenge for managerial expertise, since certain bold decisions would need to be made both 
politically and professionally. The goal should be to attain higher productivity both of man 
and machine, and greater effectiveness in the allocation of resources. For that to be 

achieved there should be improvement in the standard of management at all levels, as well as 
the strengthening of information systems to monitor and evaluate programmes and activities 
and to provide support for decision -making. While it was important to develop new 
technologies, and to undertake research in how to deal with residual or newly emerging 
problems, for many countries the real challenge lay in the field of management: how to 
manage resources, how to monitor activities, how to train staff, how to maximize productivity. 

Where the involvement and participation of the community in health development was 
concerned, the purpose of involving the community more closely was not just a question of 
getting the community more involved not merely to ensure that health services delivery was 
more effective and services more acceptable or more appropriate. The basic issue was that 
the public had become very dependant for their health on medical personnel and medical 
technologies - many had completely surrendered responsibility for their own health or that of 

their dependants to medical personnel, drugs and medical procedures. The trend would have to 

be reversed by inculcating self -reliance and through a more active health education 
programme. The medical profession as a whole should refrain from giving the impression that 
medical technologies had all the answers. Whilst medical sciences could prevent certain 
diseases and alleviate suffering, disease prevention and health promotion would have to start 
in the home, in schools, at places of work and on the roads. 
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The development of health insfrastructures was always expensive and the more complex 
they were, the greater the capital investment and operating costs. Their organization or 
structure was therefore critical in terms of return on investment. The most common strategy 
was to develop a hierarchy of facilities to provide services of increasing complexity and 
sophistication. There might be three or four levels in the hierarchy, ranging from one -man 
health stations providing very basic services to large modern urban hospitals with a range of 

specialization. The assumption was that patients would move in that order - the first point 
of contact being the peripheral health stations closest to their homes, followed by referral 
if necessary to a higher level - an assumption that had been proven wrong in many 
situations. The issue of patients by- passing lower -level facilities and going direct to 

hospitals had been discussed extensively at a recent conference on rural health services held 
in Manila and sponsored by the Asian Development Bank. A number of factors appeared to be 

involved: the low quality of care or limited range of services provided at the lower 
levels; the improvement in road systems and public transport, which had made urban hospitals 
more accessible; the improvement in education and socioeconomic standing, which had 
increased public expection; and the fact that it was patients or their relatives who would 
finally decide where to go. An international comparative study on patterns of health 
infrastructure development might therefore be appropriate, particularly since optimum 
utilization of resources was being emphasized. It was possible to learn from the successes 
and mistakes of one another. 

The report under discussion had identified a number of weaknesses and obstacles to the 
achievement of health -for -all goals. However, he believed that with sufficient resolve they 
could ultimately be overcome. 

Dr Uthai SUDSUКН (Thailand) commended the report, which reflected the considerable 
progress made in national strategies, the problems encountered and the factors that had 
contributed to successes or failures. The report also highlighted in a comprehensive and 
useful manner the global socioeconomic and development trends and related issues of equity, 
and their potential impact on health. He welcomed the style, scope and content of the 

report. Its conclusions and suggestions were valuable; they described challenges for the 
future and included recommendations to Member States and WHO for futher individual and 
collective action. 

The Government of Thailand was taking several initiatives along the lines given in the 
report with the aim of finding new ways of dealing with those challenges. Resources from WHO 
and other international organizations were utilized to fulfil catalytic roles and facilitate 
national endeavours in formulating aid managing health development policy and programmes. It 

was expected that, as the process evolved, the capacity of the health sector to take a 
leading role and to cooperate effectively with related economic and social sectors in taking 
policy decisions would be gradually enhanced. As had already been recognized, it was 

essential for WHO to support the development of national managerial capabilities and to 

provide the necessary support to ensure sustainable health infrastructure, health manpower 
development, community involvement and intersectoral cooperation to an extent that would 
permit successful implementation of health -for -all policies and strategies. 

Dr LIU Xirong (China) welcomed the report and commended the efforts of the 

Director -General, the Executive Board and the regional committees in organizing and 
coordinating the evaluation of health -for -all strategies. It was very important to carry out 
such evaluations regularly - both to enable countries to study the results so as to adjust 
their policies as necessary, and to provide the opportunity for global evaluation and 

exchange of information. 
The Chinese Ministry of Health had prepared its evaluation report in line with the 

common framework and format developed by WHO. The report had been submitted to the Regional 
Committee for the Western Pacific for review in 1985. 

He went on to review briefly the implementation of health -for -all strategies in China. 

Since the adoption of the Global Strategy for Health for All by the Thirty- Fourth World 
Health Assembly in 1981, the Government and health authorities in China had made positive 

efforts to formulate health strategies, targets and policies suited to the conditions 
obtaining in the country. The Constitution stipulated that the state health service should 

develop both modern and traditional medicine, support various health facilities and 

activities, and protect the people's health. Basic national health policy had been confirmed 

by state legislation. 
China was a country that practised a planned economy, and the health plan had always 

been an important part of national economic and social development. In 1985 gratifying 
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progress had been made in fulfilling the sixth five -year plan for health services 
development. The health of the people and the capacity and quality of the work of health 
institutions had been improved. 

In the last five years, while consolidating and adjusting rural and urban organization, 
priority had been given to reform, with the aim of finding methods appropriate to the 

conditions. Those reforms had been focused on the following areas. (1) Second referral 
health institutions were being strengthened at the district level in both rural and urban 
areas. (2) Health services at village level were being diversified to adjust them more 
appropriately to actual conditions. (3) The support of other sectors in the implementation 
of health -for -all strategies was being promoted. (4) Preventive and maternal and child 
health work was being strengthened. In the past five years communicable disease morbidity 
had been greatly reduced, and the national census had shown that infant mortality had been 
reduced to 34 per 1000 live births overall and to 13.6 per 1000 live births in urban areas. 
(5) Traditional medicine was being" vigorously developed, to serve the people better. 
(6) Health legislation was being strengthened. In the past five years the State had 
promulgated laws governing food hygiene and drug management, among others. 

Early in 1986 the Ministry of Health had prepared the seventh five -year plan for health 
development, which was also the second plan for the implementation of national health -for -all 
strategies. China was determined to make consistent efforts to realize the objective, and 
thanked WHO, the Regional Office and other international organizations and countries for the 
support they had already given. 

Many Member States had made progress in formulating health -for -all policies and had 
accumulated considerable experience. He hoped that WHO would provide timely help to Member 
States in the collection and exchange of information so that countries might learn from one 
another. 

Dr KIM Won Ho (Democratic People's Republic of Korea) noted that the report reflected 
the global implementation of the Strategy and the world health situation on the basis of 
evaluation reports from Member States. He supported resolution EB77.R6 adopted by the 
Executive Board in connection with the first evaluation of the Strategy. 

As pointed out in the report, the first evaluation had patently shown that, once freed 
from a phase of doubt, uncertainty and scepticism, most Member States had acted with 
confidence and courage to achieve the Strategy's goals. The Strategy, the fundamental 
principle of which was to remove inequality in the health status of people and to let all 
people enjoy good health, was clearly a just one; its vitality had also been shown in the 
practical struggle for its implementation. For example, since the early 1970s life 
expectancy had risen in 148 of 150 countries considered, in the majority by two to six years 
or more. Further, measles, tetanus and poliomyelitis had considerably and systematically 
decreased since implementation of the strategy had started. 

The Demoocratic People's Republic of Korea had set as its national goal the freeing of 
the people from the fetters of various diseases, enabling them to enjoy an independent and 
creative life, and had taken positive steps to implement the Strategy. As a result, average 
life expectancy had rised to 74 years, the mortality rate had decreased to 4 per 1000 
population and the infant mortality rate to 10 per 1000 live births; the number of doctors 
per 10 000 population had risen to 24 and that of hospital beds to 130. Future development 
of the health services would be focused on the prevention and treatment of diseases causing 
high morbidity and invalidity, including cancer and cardiovascular and metabolic diseases. 

The report on the first evaluation of the Strategy for Health for All showed that 38% of 
the world's population had not yet achieved a life expectancy of 60 years, that 45% had not 
yet achieved a reduction in infant mortality to less than 50 per 1000 live births, and that 
for all the indicators considerable differences still existed between developed and 
developing countries. If the Strategy's goals were to be attained on a worldwide scale 
before the turn of the century, much more work would be needed - in particular, practical and 
effective assistance to the developing countries. His Government would make an active 
contribution to the successful implementation of the Strategy by supporting cooperation in 
the health field. 

Professor BERTAN (Turkey), after expressing appreciation of the report before the Health 
Assembly, provided examples of progress being made in her country towards the goal of Health 
for All by the Year 2000. Institution of the primary health care approach had led to a 

reformulation of her country's strategies, and major activities had been carried out or 
launched during the previous year. As a developing country, Turkey faced major difficulties 
concerning maternal and child health and had paid particular attention to that aspect. A 
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nationwide campaign of immunization against poliomyelitis, diphtheria, pertussis, tetanus and 
measles had aimed at immunizing five million children under six months of age, with special 
emphasis on those less than one year old; 8000 health teams and 45 000 vaccination stations 
had been established throughout the country, and 4.2 million children had been immunized. 
Special attention had been paid to strengthening the primary health care infrastructure. The 
cold -chain had been completed, public awareness of the importance of immunization had been 
enhanced, and intersectoral cooperation had been increased at national and intergovernmental 
levels 

Regarding maternal and child health activities during the current year, in close 

collaboration with the Ministers of Education, of the Interior, and of Religious Affairs, and 
with the media, particular attention would be given to the primary prevention of diarrhoeal 

diseases, including health education regarding personal hygiene and oral rehydration 

therapy; breast -feeding and nutrition; sustaining the level of immunization coverage; 
growth monitoring; family planning; and assisting deliveries by trained health personnel. 

In order to strengthen primary health care at the district level and to make the health 
services more accessible at the regional level, small district hospitals were being 
established. At the same time, efforts were being made to improve the country's data 

information base so as to provide better monitoring. 

Professor HIZA (United Republic of Tanzania) expressed his appreciation of the report 

before the Committee. 
In the United Republic of Tanzania primary health care had been the mainstay of health 

planning and infrastructure since 1967. There were 110 district health units, comprising 

district hospitals and 3000 health centres and dispensaries, serving about 50 000 and 10 000 

persons respectively. In addition, there were village health posts. The infrastructure was, 

therefore, already in place. The district unit was the manageable primary health care unit, 

although not the smallest; the health team there - under the direction of the District 

Medical Officer - consisted of a health officer and his team, the three coordinators for 

maternal and child health, primary health care, and immunization. As a result of the 

country's decentralization programme, the function of the Central Ministry of Health was 

mainly one of policy -making aid supervision. 
Progress so far included an increase in life expectancy to 52 years (from 40 in 1961). 

Infant mortality had dropped from 200 per 1000 live births to 137, and the aim was to reduce 

it to 50 by the year 2000. The country's efforts to attain the prerequisites for health for 

all were being directed towards greater community participation and understanding through 

health education, expanded immunization and the provision of clean water to the rural 

population. Half the latter - who formed 80% of the total population - already had access to 

clean water. Attention was also being paid to increasing literacy, which was now 70 %. 

Emphasis was also being placed on the provision of essential drugs, and during the past year 

33 000 drug kits had been distributed to the 3000 health units. 

The United Republic of Tanzania suffered from the perennial problems of developing 

countries, especially financial constraints, and was grateful for the assistance it had 

received from various donors including missionary bodies, WHO, UNICEF and DANIDA. As regards 

health management, special training institutions had been set up with the assistance of the 

same sympathetic donors. 

Dr QUIJANO NAREZO (Mexico) expressed agreement with the tenor of the report. There was 

need for constant and truly critical review of aims and achievements. The results of that 

evaluation would raise awareness in countries at every level, of the possibilities of 

reaching the goal, as well as eradicate the sense of frustration that certain unmentionable 

interests were intent on spreading. That economic constraints were affecting the health 

sector in practically every country in the world was acknowledged explicity or implicitly 

throughout the report. But that in no way meant failure in the pursuit of WHO's objectives. 

His own country was a case in point. In that connection he wished to thank the 

international community for the material and moral support Mexico had received following the 

earthquake of September 1985, which had led to the destruction of many of the health 

services. In Mexico City, for example, 32% of the hospital beds had been altogether 

destroyed and another 10% rendered temporarily useless. However, reconstruction had begun 

immediately, and two new objectives had been adopted, i.e. in the process of reconstruction 

to rationalize the health services, in order to eliminate the accumulation of deficiencies 

resulting from the enormous growth of Mexico City in the past few decades, and to combine 

reconstruction with the decentralization of health service resources which had already begun 
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before the disaster. So far full responsibility, together with all budget resources, had 
been successfully handed over to 12 of the 32 states of the federation. There were very 

definite plans, rebuilding of some hospitals had been started and new ones were being set up 
to meet immediate needs. But the priority given to reconstruction had not delayed 
decentralization as two examples - diarrhoeal disease control and malaria control - would 
show. 

It had been possible to continue implementation of those two programmes more or less 

according to the original plans. As regards the control of diarrhoeal diseases, a pilot 
project had been completed in which 107 000 households and 91 000 children under five years 
old had been surveyed; he would provide more information on that survey at a more 
appropriate time. As regards the malaria control programme, its budget had been increased by 
100% for 1985 over 1984, and it was intended to increase it again by 65% for the current 
year. Those two programmes were examples of what could be done despite economic difficulties. 

The meeting rose at 12h25. 


