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THIRD MEETING 

Thursday, 8 May 1986, at 14h35 

Chairman: Dr S. D. M. FERNANDO (Sri Lanka) 

GLOBAL STRATEGY FOR HEALTH FOR ALL BY THE YEAR 2000: Item 20 of the Agenda (continued) 

Review of first evaluation report (Seventh Report on the World Health Situation): Item 20.1 

of the Agenda (Resolutions WНАЗ6.35, WHА37.17 and EB77.R6; document А39/3) (continued) 

Dr KLIVAROVA (Czechoslovakia) said that it was noteworthy that 88% of WHO's Member 

States had provided evaluations of the status of health -related factors in their countries. 
From the data provided, however, it was evident that no real equality among countries or 
regions had yet been achieved. Nevertheless all countries were anxious to establish health 
infrastructures and health services, and to train manpower, in order to reduce mortality and 
morbidity and increase life expectancy by the year 2000. That was a goal shared by both 
developing and developed countries, among them Czechoslovakia. 

Three decades had elapsed since Czechoslovakia had set up its health care and health 
manpower training systems; protection of the living and working environment was a central 
concern of the health authorities and of intersectoral government bodies. Czechoslovakia had 
been unaffected by the economic crisis, and the amount of resources it devoted to the health 

sector continued to increase. A network of health care establishments provided the basis for 
the implementation of health programmes in many fields. However, although comprehensive care 
was provided for cardiovascular patients, cardiovascular mortality had not declined over the 
past decade (as shown in Table 24 of the report), indicating that despite a high level of 
medical and surgical care the, question of lifestyle also had to be taken into account, with 
attention to be focused on exercise, eating habits, consumption of alcohol and smoking. 
Czechoslovakia was tackling the problem through widespread health education efforts directed 
at children and young people as well as adults. The combination of informed participation by 
the population, promotion of healthy lifestyles and availability of a high quality of medical 
care should lead to a decrease in morbidity and mortality from cardiovascular disease and 
cancer and improve the health status of the population. 

Dr PANDEY (Nepal), commending the report, said it was very encouraging to note that 146 
Member States had contributed to it. Only 14 years remained in which to achieve the goal of 
health for all by the year 2000; the report was thus very timely and would help countries in 
assessing what they had achieved, what their shortcomings were, and what their future plans 
of action should be. 

Nepal was a landlocked country and its terrain made communications difficult. Being one 
of the world's least developed countries, it had a low socioeconomic status and literacy 
rate. Community life was bound by many social taboos and traditional beliefs. In an attempt 
to overcome those constraints by means of an intersectoral approach, a health -for -all 
steering committee had been set up in January 1980 under the direction of the national 
planning commission and with the participation of many ministries, including the Ministry of 
Health, and local development bodies. An Act passed in 1982 to provide for decentralization 
and for wider participation by the people in the national development programme was being 
progressively implemented. 

Nepal had encountered a number of problems in evaluation. Monitoring and evaluation 
were not yet an integral part of the existing managerial process, which was also short of 
trained manpower. The health infrastructure was inadequate, maldistributed, short of 
manpower, and suffered from poor communications. Integration had proved a more difficult 
process than had been anticipated at the outset. The monitoring and evaluation mechanisms 
for individual sectors and for overall sectoral activities related to health for all were 
inadequate. In addition there was a lack of coordination between sectors. 

The country had, however, one very important asset; it had a strong political will and 
a firm commitment to health for all by the year 2000. The Nepalese people were also very 
flexible and receptive to new ideas. Those were factors that would make it possible to cope 
not only with the traditional health problems of the least developed countries - communicable 
diseases and malnutrition - but also with the increasing incidence of noncommunicable 
diseases, which would have to be controlled by the promotion of healthy lifestyles. 
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Dr VAN WEST- CHARLES (Guyana) welcomed the report, which provided an overview of the 

health status of mankind throughout the world. In the present economic environment it was 
vital for countries like Guyana, which were experiencing severe economic difficulties and had 
to import nearly all the resources needed to implement health programmes, to make management 
an important part of the health care delivery system. Assistance was required in introducing 
the managerial process; as decentralization progressed, the need to manage the limited 
resources available as efficiently as possible in order to deliver health care throughout the 
country was becoming increasingly apparent. Community participation was not posing a problem 
in rural areas, but some difficulties were being experienced with communities in the urban 
environment; assistance in that respect would be welcome. 

With reference to paragraphs 367 -381 of the report, he noted that smoking, alcohol abuse 
and abuse of drugs were dealt with under separate headings. Guyana on the other hand 

considered the three topics to be covered by the single term "drug abuse ". There seemed to be 

a need for a standardized definition. 
In conclusion, the evaluation process served to inform all countries of the need to 

introduce mechanisms to provide for continuous evaluation of health systems at both national 
and regional levels. 

Dr HABIB (Afghanistan) commended the comprehensive review of the world health situation 
contained in the report. One point to which he wished to draw attention was the matter of the 
accuracy of the data provided by Member States' evaluations, which formed the main basis of 
the global report. Owing to insufficient capabilities in some developing countries and the 
difficulties they experienced in processing and analysing data, the accuracy of the 
extrapolation of such data to regional and global levels was questionable. During the first 
evaluation in Afghanistan, for example, estimated up -dates of out -of -date information on 

immunization had been used in the absence of more recent figures. However, when the joint 
Government /WHO /UNICEF immunization campaign had completed its first 18 months in November 
1984, it became apparent that immunization coverage had increased to 75% in some target areas, 
whereas the figure given in the report had been 10 %. More attention should therefore be given 
to the need to strengthen the capabilities of some countries for preparing, collecting and 
analysing data. 

A second point to which he wished to draw attention was intercountry cooperation 
(paragraph 209 of the report). Outstanding examples of such cooperation in the Eastern 
Mediterranean Region were the Council of Ministers of Health of Arab Countries, the 
collaboration of countries in the collective purchasing of drugs, and the establishment of a 
training centre in Cyprus. The Regional Director and the Regional Office were to be commended 
for their efforts in that context. Such cooperation was, however, still generally restricted 
to activities between certain countries; WHO should thus seek new approaches to facilitate 
the inclusion of all Member States in such intercountry cooperation, particularly in the 
Eastern Mediterranean Region. 

Dr TORO ALAYON (Venezuela), welcoming the report, said that it was the general practice 
for health programmes in Venezuela to be oriented towards health for all. Furthermore, the 
Ministry of Health, considering epidemiology to be the backbone of every health programme, 
had, with the assistance of the Regional Office, reviewed the teaching, practice and 
development of epidemiology in order to meet the need for basic minimum uniform criteria for 
the teaching of epidemiology in public health schools and in the various faculties of 
medicine, for a dynamic and productive approach to epidemiology at all levels of the health 
service, and for the principles of epidemiology in the traditional field of communicable 
diseases to be extended to cover other groups of diseases. 

The subregional groups for mutual support and cooperation on health among neighbouring 
countries aid among the Contadora group in Central America provided encouragement to countries 
to fulfil their commitment to health for all by the year 2000. 

Dr HEDAYETULLAH (Bangladesh), welcoming the report, noted that it made some reference to 
improvements in the literacy rate, food production and the status of women. On the other 
hand, wide regional disparities still existed between the developed and developing countries. 
The infant mortality rate was still above 100 per thousand live births in 44 countries out of 
a total of 146, the main causes being diarrhoeal diseases, acute respiratory infection, 
malnutrition and the target diseases of the Expanded Programme on Immunization. 
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The high rate of population growth in developing countries gnawed away at the fruits of 

development, so that the quality of life of the teeming millions in those countries could not 
be improved. Economic factors were a serious impediment to the developing countries' efforts 

to attain the objective of health for all by the year 2000. As a result of rapid inflation 
and an unfavourable balance -of- payments position, they were facing acute problems in' 
infrastructural development and provision of drugs, transport, etc. There had been no marked 
increase in the flow of external assistance. 

With a population of 100 million and an area of 140 000 km2, Bangladesh was among the 
countries with the highest population density and lowest per capita income. It had given top 
priority to the primary health care approach for attaining health for all, and had begun to 
set up the necessary infrastructure, starting from the grass roots level at which 90% of the 
people lived. There was to be one health and family welfare centre to provide primary health 
care services, including family planning, to about 20 000 people in each administrative unit 
(known as a union), of which there were 4500 in the country; 2493 such centres had so far 
been set up, aid the remainder would be established by 1990. 

The Government had decentralized planning and administration at upajilla (sub -district) 
level. The upajilla, covering an average population of 200 000, was headed by a chairman, who 

was an elected representative of the people. Each upajilla had its own health complex to 
serve as a first referral centre and to provide all elements of primary health care to the 
people. The health complex had a 31 -bed hospital, 9 doctors (including one specialist in 
internal medicine, one in surgery and one in obstetric gynaecology) and a dental surgeon. 

At the district level, covering a population of approximately 2 million, there was a 
district hospital with 100 beds and all the necessary specialities to provide a referral 

service for cases referred from the sub -districts. There were also some 36 000 domiciliary 
workers to provide primary health care and family planning services at the grass -roots level. 

Bangladesh had attached top priority to all the eight elements of primary health care, 
with particular emphasis on health education, maternal and child health and family planning, 

and control of such endemic diseases as diarrhoeal diseases, malaria, tuberculosis aid leprosy 
through the primary health care infrastructure. 

Mothers aid children - 65% of the population of Bangladesh - constituted the most 
vulnerable group, and every effort was being made to reduce their high mortality and morbidity 

rates. The main causes of the high infant mortality rate (125 per thousand live births) were 

diarrhoeal diseases and such vaccine -preventable diseases as diphtheria, pertussis, tetanus, 

measles, poliomyelitis, tuberculosis and acute respiratory infection. A well -conceived 

diarrhoea) disease control programme had been launched, and the extensive use of oral 

rehydration therapy had reduced the mortality rate to below 1 %. Under a universal child 
immunization programme 85% of children under one year of age were to be protected against six 
vaccine-preventable diseases by the year 1990. Mothers of child- bearing age were also to be 

protected against tetanus. 
The Government had promulgated a successful essential drug policy in 1982 in conformity 

with the WHO action programme - a policy that had made his country almost self -reliant in the 
production of essential drugs, whose prices had fallen, enabling the funds thus saved to be 

invested in other essential items for the health care delivery system. 

Natural disasters - which were regular features in some countries, including Bangladesh - 

had the effect of disrupting the development infrastructure, including the health delivery 

system, and causing dangerous epidemics which posed a challenge for poor countries like his 

own. The support provided by WHO in the form of supplies to fight such epidemics was highly 

appreciated. 

Dr ROEMER (Suriname) said that, although his country had not been successful in 

completing its evaluation of progress in implementing the health -for -all strategy, his 

delegation had a few comments to make. It welcomed the report before the Committee and had 

taken good note of the Director -General's address to the second plenary meeting. It was very 

familiar with the problems to which the Director -General had referred, but it appeared that 

some progress was nevertheless being accomplished. 
When the subject of cooperation with nongovernmental organizations had been under 

discussion at the last Health Assembly, his delegation had described the success achieved by 

his country in developing primary health care systems in cooperation with a nongovernmental 

organization in the interior of the country and the improvement thereby brought about in the 

vertical malaria control programme. Substantial improvements had now been made in his 

country's expanded programme of immunization, coverage having improved within a year from 

about 50% to 85% of the target population, as confirmed by an independent РАНО consultancy 

mission, which had also verified that tuberculosis had become almost non -existent and that 

leprosy was rapidly disappearing. 
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A list of essential drugs established during the past year was in full force throughout 
the country and would shortly be placed on a legal basis, allowing prescribers and consumers 
only the 590 drugs listed. 

There were still many problems, however. The reorientation of the medical profession and 
the integration of hospitals into the primary health care system were still far from being 
achieved and there were still some problems in the procurement of essential drugs. What 

little progress had been accomplished, however, would provide some firmer ground for 
proceeding to the year 2000. 

Dr GONCALVES (Guinea Bissau) expressed appreciation of the report before the Committee. 
His country's political authorities had been firmly committed to the health -for -all 

strategies from the outset. The country had a coherent health system and its people had 
satisfactory access to health care. He nevertheless wished to voice some concern. Firstly, 
the impact of the economic situation in the area raised substantial obstacles to the 
implementation of health plans and programmes. The maintenance of the cold chain, the 
constant monitoring of health activities, the health infrastructure and health programmes, and 
the improved supply of equipment and spare parts, for instance, were frequently hampered by 

financial difficulties caused primarily by a shortage of convertible currency. 
Secondly, in paragraph 142 of the report it was stated that only a few of the more 

developed countries had strengthened national capacities in information support for the 
managerial process to the extent needed to provide systematic and analytical information for 
continuous assessment of the health situation. That aspect should be given special attention 
if it was really desired to achieve the goal of health for all by the year 2000. Managerial 
capacity should be strengthened to cover human and material resources and the scant material 
resources available. The optimum use of available resources should be regarded in all 
countries as a prerequisite for the success of the health- for -all strategy. 

Dr NTABA (Malawi), commending the report before the Committee, said that Malawi's 
endorsement of the concept of achieving the goal of health for all by the year 2000 through 
the primary health care approach had been made against its background of national 
socioeconomic development, morbidity and mortality patterns, current health infrastructure, 
manpower logistics and financial constraints; primary health care involved the active 
participation of local communities in meeting their health needs, with the use of currently 
affordable and appropriate technologies. 

Malawi had over 5000 traditional birth attendants compared with far fewer trained 
midwives, and 5000 traditional medicine practitioners compared with 150 trained doctors. The 
Ministry of Health was therefore seeking ways of improving the skills of those workers, 
increasing their efficiency and generally improving their role in primary health care. It 

intended to step up the training of medical assistants, clinical officers and nurses in order 
to sustain its contribution to the primary health care process. Its primary health care 
network started with the village health committee, the village health worker, traditional 
birth attendants and health surveillance assistants in the village communities. Then there 
was a dispensary or a maternity unit manned by medical assistants or midwives. Next came the 
health centres, run by clinical officers or registered nurses aid midwives. Finally, there 
was a district hospital supervised by a district medical officer, who also supervised all the 
primary health care activities in the district, backing up all the health facilities in the 
district, with the necessary hospital services, and being supported by three general or 
central hospitals in the country. He welcomed the Director -General's reference to the fact 
that hospitals were necessary for primary health care and his warning against anti -hospital 
public health theorists. 

His country placed emphasis on intersectoral cooperation in its primary health care. The 
village health teams, as well as the primary health care teams at the regional, district and 
local levels had multisectoral representation. Workshops and seminars on primary health care 
had been conducted for people from all government sectors and had included a recent seminar 
for all principal or permanent secretaries in the Government. 

Malawi had strengthened it's programme in malaria, diarrhoeal diseases and 
schistosomiasis control and it aimed to improve its coverage under the Expanded Programme on 
Immunization by immunizing every child at every point of contact within the primary health 
care network. It hoped its current analysis of coverage figures would show some improvement 
over the earlier figure of 55% full immunization. Its target was for 80% coverage by 1990. 
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His country's main constraints in achieving the health -for -all goal were limited 
financial resources, weak managerial skills, and manpower shortages. The Ministry of Health's 
share of about 7% of the national budget was a substantial increase over that for earlier 
years, but was still insufficient to meet all the needs. The situation was aggravated by 
wasteful spending due to lack of cost -effective management skills among the health service 
managers. Various workshops were being conducted with WHO assistance to increase cost 
awareness and improve the managerial skills of health workers. 

It was planned to expand the training programmes for frontline and intermediate -level 
health personnel, and it was hoped in September 1986 to begin to set up the country's own 
medical school, proceeding in stages. That plan had been furthered by the need for manpower 
to carry out the ambitious 10 -year national health plan which was intended to bring the 
country closer to the health -for -all goal. The implementation document for the first half of 

the plan had recently been completed and was under consideration by the World Bank. 
Despite all the constraints to which he had referred, his country was making satisfactory 

progress in its health efforts. It appreciated the continued help given by WHO and other 
donors, and was confident that, with their further assistance, it would be able to attain the 
goal of health for all by the year 2000. 

Mr LUNA (Colombia) said that his delegation wished once again to express its appreciation 
to WHO and the countries represented in the Committee for the generous and timely assistance 
rendered to Colombia after the recent volcanic disaster of Nevado del Ruiz, the terrible 

consequences of which were being only just met by a vigorous reconstruction programme, 

including measures to improve the health of survivors. 

The Seventh Report on the World Health Situation, which was also an evaluation of the 

strategy, was an important tool to guide national health authorities in taking their basic 
decisions and evaluating their own position in relation to the goals of the strategy. He 

welcomed that report, as also the provisional report on the economic dimension of the Global 
Strategy (document А39/5). 

Being aware of the close interdependence of all countries, Colombia welcomed the progress 
made but was concerned about the problems described in the report on the world health 
situation and by preceding speakers. 

Three weeks earlier, on the occasion of a presentation by UNICEF of a prize to Colombia 
for its vaccination and child survival programmes, President Belisario Betancur had pointed 
out that 75% of all human beings lived in 100 developing countries, and that there were thus 

3000 million people who ought to enjoy a higher standard of wellbeing. Of that number, 
1200 million were minors of under 15 years of age whose physical and mental growth would be a 

decisive factor for their countries. For that reason, and in the context of health for all by 
the year 2000, Colombia had attached great importance to its immunization programme within its 
national child survival plan, and was mentioned in document А39/3 as one of the countries in 
which impressive progress had been achieved in that regard. In 1984 and 1985, national 

vaccination campaigns had taken place, preceded by the mobilization of all the community 
forces, in order to channel resources towards the target groups. That had been made possible 
only by a sustained political will on the part of the Government. The incidence of 
poliomyelitis had thus been reduced by the end of 1985 to 0.07 per 100 000, compared with 2.7 
per 100 000 in 1980. In other words, the annual number of cases had been reduced from some 
500 to 600 at the beginning of the decade to some 50 to 60 in 1984 and 1985. An immunization 
coverage of over 95% had been achieved in children of over one year of age and 80% in infants 

of under one year. The remaining 20% of infants formed the target of the current campaign, 

begun early in 1986, in which efforts were being made to reach the more isolated groups in 

areas difficult of access. 
Infant mortality had been reduced to 44 per 1000 with the help of other activities, such 

as the intensive programme for the distribution and use of oral rehydration salts. Children 

with diarrhoea had been dealt with as emergency paediatric cases on an outpatient basis. 

During the past four years a so- called "kangaroo mothers" programme had been in operation 
under the maternal and child health programme, whereby premature infants above a certain 

minimum weight and with stable respiratory functions and temperature regulation were kept in 

close and permanent contact with the mother's body heat by means of bandages which allowed for 
some movement and for breastfeeding. Useful results had been achieved through that programme, 

similar to those obtained at far higher cost with the use of incubators and intensive care 
units. 

Energetic steps were also being taken to strengthen preventive care programmes and 
socially profitable programmes; to increase drinking -water supplies and finance environmental 
sanitation programmes; to strengthen nutrition education and dissemination of basic health 

information; and to strengthen the national health system through a programme financed by the 
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World Bank. Colombia was convinced that primary health care activities were not exclusive of 
but a complement to those of the highest quality scientific medicine. It must therefore 

continue to support basic or clinical research, in which connection significant steps had been 
taken, for example, in the immunological aspects of parasitic diseases, synthetic vaccines, 
and the hydrodynamics of the cephalorrhachidian fluid. 

On the international level, being aware of the complementarity of peace and health for 
all and the need for cooperation among countries, including TCDC, Colombia had initiated and 
supported efforts, such as those of the countries of the Contadora Group and of the so- called 
Support Group, which were working for peace and development in Central America and had 
initiated the Contadora health action, in cooperation with Spain, as mentioned by the Minister 
of Health of that country. 

Colombia deplored the persistence of factors that were threatening the world and 
particularly the developing countries and endangering the goals of the Strategy, such as the 
arms race and wars, and the unjust international economic order - particularly external 
indebtedness - together with other factors mentioned in the report. It was confident, 
however, that the scourges aggravating the health problems could be solved through far -sighted 
aid bold national and international policies. 

Professor COLOMBINI (Italy) said that Italy had adopted a new health system in 1978 

corresponding to the principles of the health -for -all strategy, and was in the process of 
approving a new national health plan based on the 38 regional targets adopted by the WHO 
European Region. Despite the economic constraints it was facing, his country was anxious to 
help developing countries improve their health services by giving the highest possible 
priority to primary health care programmes. 

Dr ABBAS (Comoros) said that, of the many important subjects raised in the report, one 
which particularly concerned the Government of his country was that of community participation 
in health activities at the national level. He himself had been instrumental, with the 
valuable assistance of the International Red Cross, in establishing the Comoran Red Crescent; 
since the Alma -Ata Declaration, that had appeared to him a good way of mobilizing the masses, 
especially young people, who were already becoming community health workers somewhat similar 
to the barefoot doctors of China. Red Crescent workers were volunteering by the hundred to 
work with voluntary nursing staff, a contribution since they 
already had a certain amount of training, although under inadequate conditions. He therefore 
wondered if some countries would not see their way to granting the Comoros fellowships for 
public health and first aid training staff, in pursuance of the recommendations on health 
manpower development (paragraphs 168 -179 of the report) and intercountry cooperation 
(paragraphs 209 -217). Such action would also comply with the Director -General's appeal on 
behalf of the developing countries. 

He further pointed out that the pessimism that prevailed in some quarters, as outlined by 
the Director -General, was partly justified. In planning or launching vast, ambitious 
programmes, it was desirable first to address the most urgent day -to -day problems. His 

country had undertaken some large -scale projects, with the help of loans and international 
assistance, both multilateral and bilateral, in order to keep abreast of the community of 
nations; at the same time, it was going through a period of severe economic crisis and now 
lacked the most elementary items such as X -ray film, dressings and laboratory equipment. It 

might be said that it was putting the cart before the horse; in any case, its people were 
only too likely to confuse primary health care with elementary health care. In such urgent 
cases, any assistance from organizations, countries or individuals would be welcome, and he 
was prepared to provide more detailed information on that subject. 

Dr BROTO WASISTO (Indonesia) said that, although there were some minor weaknesses in the 
report, the evaluation of the health for all strategy reflected a significant step in the 
achievement of the common goal. While it was heartening to see that nearly 90% of Member 
States had participated in the evaluation, it would be useful if the Secretariat could explain 
the low coverage in the South -East Asia Region as shown in Table 1 of the report: it was 
important to understand the reasons for that situation, in order to improve the method and 
approach in future evaluations. 

If three -dose DPT immunization could be taken as a measure of the efficacy of the 
immunization programme, it would seem that more attention needed to be paid to that 
programme. Table 9 indicated that only some 35% of countries had achieved a satisfactory 
immunization level, and also that only two of the six regions showed a relatively good 
performance in that area. 
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Although it was obviously difficult to evaluate resource mobilization, perhaps a simpler 
methodology should be developed, with clear standards of definition so that more valid figures 
could be presented in the future. 

Like other countries, Indonesia was facing economic difficulties in funding development 
projects, including those related to health. Since its development budget had decreased for 
the first time in the past 15 years, it had no alternative but to be more realistic and to 
reallocate resources and optimize their use with a view to attaining the most important 
targets: some of the resources for medical care had thus been reallocated to more important 
activities, such as immunization, nutrition and manpower development. With that policy of 
adaptation, Indonesia believe that the planned targets could be attained. 

Professor RANSOME -KUTI (Nigeria) agreed with the Director -General that primary health 
care systems should be associated with local and district government and resources. Nigeria 
was trying to effect such decentralization and had realized the importance of developing the 
necessary skills for setting up systems which affected the lives of the whole population. 
Skills were required to collect information, to plan, implement, manage and evaluate primary 
health care, and to set up the necessary additional services. Such skills were being 

developed in many different Nigerian institutions; for example, the assistance of 
universities was being enlisted for setting up primary health care systems in local government 

areas with local resources. That would surely produce pragmatic ways of providing primary 
health care and, since there were 304 local government areas in the country, a large number of 

innovations could be expected. Machinery was also being set up for integrating other sectors 
into primary health care. 

The Expanded Programme on Immunization and the oral rehydration therapy programme were 
actively being pursued actively in Nigeria, but he had to question the statement that those 
programmes were intended to lead on to primary health care. Surely the objectives of those 
programmes were stated in terms of numbers of children immunized, whereas the objective of 
setting up primary health care systems was stated in completely different terms. It was 

important to have clear objectives and evaluate programmes very carefully, avoiding conflict 
with national goals to achieve health for all by the year 2000. 

Dr DLAMINI (Swaziland), commending the very comprehensive report, also noted with 
pleasure the high overall response rate of 88% for the evaluation, and particularly the rate 
of 95.5% for Africa. The health situation on that continent showed unacceptable levels. 

Africa was plagued with diarrhoea) diseases, childhood diseases preventable by immunization, 
parasitic diseases, malnutrition and respiratory infections. Swaziland was no exception, and 
those conditions were responsible for the high infant mortality rate of over 100 per 1000 live 
births. Nevertheless, progress had been made in many African States since the adoption of the 

Declaration of Alma -Ata. 
Swaziland had shown its political will in establishing a national health policy with 

emphasis on primary health care. Thus, whereas in the past few years the health system had 
had an urban and curative bias, a special effort was now being made to provide services for 
the underserved rural majority, which comprised 85% of the population. The Ministry of Health 
had also moved away from the idea that it could, by itself, provide adequate health services 
for the nation and also from considering itself to be in a unique position to determine the 

health needs of communities. To that end, the Ministry was encouraging the involvement of 

other government sectors, nongovernmental organizations, and, of course, the communities 
themselves in taking responsibility for the health of each individual, family and community. 

Health was being regarded from the holistic point of view defined in the Alma -Ata Declaration, 
in contrast to the biomedical approach that had formerly prevailed and had only benefited a 
small élite. 

The Ministry of Health had recently begun to decentralize the delivery of health services 
to the district or regional level. Regional health departments had been established in each 
of the four regions of Swaziland and regional health administrators were being assigned to all 
the regions. That process had of course given rise to many activities, including the 
reorientation and strengthening of health infrastructures at all levels and the reorientation 
of all health workers, particularly nurses, who formed the backbone of modern health service 
delivery in the country. Traditional practitioners and other workers involved in health and 
related activities from other sectors were also being integrated in the primary health care 
strategy and in the new process of decentralization. The Ministry was trying to bridge the 
gap between so called modern and traditional medicine. 

One of the constraints in implementing primary health care, raised by the delegate of the 

Gambia at the previous meeting, related to community health workers and the prevailing 
confusion on whether they should be community based or clinic based and the question of their 



A39 /A /SR /3 
page 9 

supervision and remuneration. Following country review of primary health care, an 
inter -country workshop on the subject had been held in Swaziland in October 1985. Country 

delegates had reported on the progress they had made in implementing primary health care and 
had pointed out the constraints, one of those being the question of community health workers, 

which had been the subject of lengthy deliberations; long debates on the subject have also 

taken place at a similar workshop held in the Gambia earlier in 1985, where another problem 
raised had been the lack of managerial skills at all levels. The subject of community health 

workers was important in the context of generally accepted community involvement in matters 
relating to individual and collective health, since those workers bridged the gap between 
formal health services and the communities. Swaziland had therefore been glad to learn that 
the Regional Director for Africa had made arrangements for a workshop on community health 
workers to be held in Cameroon, in June 1986, at which the countries of the Region would be 
able to share their experiences and problems and, it was hoped, would come up with some 
recommendations and resolutions. In conclusion, WHO and the other collaborating agencies were 
to be thanked for their support to Swaziland's endeavour towards health for all. 

Dr HASSOUN (Iraq) said he wished to reiterate the importance of joint missions between 
WHO regional offices and the ministries of health of Member States. Visits by senior 
officials of the regional offices to the countries of the Eastern Mediterranean Region and 
reciprocal visits by responsible health officials to those offices were extremely useful for 
mutual cooperation and assistance in evaluating the Global Strategy, and should be pursued. 
In his statement to the previous World Health Assembly, the Director -General had announced a 

new initiative for promoting leadership in the field of health in various Member States, and 

that new activity had been greatly promoted as the result of joint missions. Another 
advantage of such visits was that of keeping ministries of health aware and informed of 
various critical issues that had to be faced. 

Professor SAGHER (Libyan Arab Jamahiriya) said that, although making health available to 
every one in the world was a noble goal, it could not be achieved by the health sector alone, 
since the contribution of such other sectors as agriculture, industry and the environment was 
also essential for health for all. Despite the great success achieved by WHO in improving 
health in many parts of the world, there were still many developing countries which suffered 
from disease and famine and health conditions that would prevent the achievement of the goal 
of health for all even after the year 2000. Accordingly, all Member States must intensify 
their efforts to achieve the universal goal. 

His country's health policy was based on long -term plans and took account of the 

prevailing world economic factors which were very important in making health available to 
all. It had therefore concentrated on a campaign to enable women and young people to play an 
effective role in the various sectors contributing to health for all. The number of women 
engaged in nursing and midwifery had greatly increased and emphasis had been placed on health 
education adapted to contemporary health, environmental and economic conditions. The infant 
mortality rate and the rate of deaths from traffic accidents had been greatly decreased and, 
because Libya was an Islamic country, it was faced with no health problems due to alcohol 
abuse 

The health -for -all strategy was of course affected by many factors, such as first and 
foremost, states of war which threatened world security and in which strong countries attacked 
weak ones, resulting in the destruction of individuals, buildings, installations, including 
health establishments; secondly, growth of unemployment; thirdly the absence of equitable 
production bases, as well as the ever -increasing variety of types of environmental pollution. 
He called for a new international understanding to put an end to all those negative factors so 
that the international community could work seriously for the peace and security of all the 
countries of the world and make health for all a reality by the year 2000. 

Dr AL- HASHIMI (United Arab Emirates) expressed his appreciation of the assistance given 
by WHO to his country in helping it to implement the strategy for health for all by the year 
2000. The United Arab Emirates had concentrated on primary health care, which had been 
extended in a coordinated and timely manner. Primary health care centres had been established 
throughout the country and had been equipped with the necessary technical and administrative 
facilities. The main emphasis had been on maternal and child health, the health of the 
elderly, workers' health, and therapeutic installations and services. A special effort had 
been made in the field of training. Emphasis had also been placed on statistical services. 
His Government hoped that the strategy would be implemented and had every confidence in WHO's 
ability to promote health for all by the year 2000, so that life could be both noble and free 
of disease and of other everyday problems. That goal, however, could not be attained without 
the active cooperation of all Member States. 
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Dr STELEA (Romania) expressed his full agreement with the ideas put forward in the 

report before the Committee, which marked an important moment in the history of WHO. The 
close interaction between health and economic development was an irrefutable argument in 
favour of the rapid establishment of a new economic order, in order to reduce the present 
disparities in wealth, and for the need to reallocate military expenditure to social, 

economic, health and cultural activities. Another measure that would have a positive effect 
on the mobilization of resources for health, and therefore on economic and social 

development, would be the cancellation, or at least reduction, of the developing countries' 
debts. 

The Romanian national health system was based on primary health care. Periodically, 

when economic and social development plans were elaborated, comprehensive integrated 
technical and organizational measures were prepared to improve the health of the population. 
Such measures were then adapted and given detailed expression at the local level, in 

accordance with the health needs of each district. There were also mechanisms for securing 

intersectoral cooperation and the participation of the public in decision -making on health 
matters, at both the national and district levels. 

The main priorities in the field of health were the promotion of a preventive approach 
in all health services, in teaching and in medical research, the development of health care 
for the healthy, the structuring of facilities so as to meet the needs of the different age 
groups represented in the population, the extension of life and increasing the span of active 
life. The training of health personnel was firmly based on the health needs and medical and 
social requirements of the population. 

His country's health system was designed to provide health for all. It had to be able 

to cope with new requirements arising out of the increase in life expectancy and, the need 
for environmental sanitation and for the protection of the environment through the control of 

the harmful phenomena which were the immediate outcome of rapid economic and social 
development. There was, of course, a shortage of resources for health care, especially in 

view of the ever -increasing demand for new therapeutic agents, which were often not as 
effective as had been expected. 

Consequently, the sustained efforts being made were designed to produce a rational use 
of resources, to provide primary health care of an adequate quality, to integrate health 
projects into comprehensive programmes whose details would be worked out at the district 

level, to evaluate the efficiency of health services, and to develop the management capacity 
of district health administrations. 

The DEPUTY DIRECTOR -GENERAL said that the debate on the agenda item under consideration 
had been most positive and encouraging. It was obvious that enormous strides had been made 
at the country level. It was equally obvious that much remained to be done. The 

Director -General and the entire Organization would continue to pursue the well- defined 
objectives of the strategy and would continue to give all necessary support - material, 

managerial, technical, scientific and moral - to enable Member States to implement the 

programme with greater confidence and skill. 
At the Thirty- eighth World Health Assembly he had requested delegations to present a 

true picture of events in their countries, including both success and failure stories, so as 

to enable the Organization to make an objective assessment of the situation. He hoped that 

delegates would continue to be frank, so that accurate diagnoses could be made and 
well -defined responses could be given by the Organization. 

Dr KHANNA (Associate Director, Health for All Strategy Coordination) said that the 

incisive observations made show that the report had been subjected to deep and careful study 

and that Member States had taken the evaluation seriously and were aware of the issues 
involved in the implementation of the strategy. Those observations would be carefully 

studied; where necessary they would be reflected in the final version of the report and in 

the reorientation of WHO's relevant technical cooperation programmes. 

In their comments, delegates had displayed genuine concern regarding health disparities 
and inequalities in and among the countries, commenting on the lack of progress in some areas 

and countries, difficulties experienced by Member States in the implementation of their 

national strategies, as well as a number of critical obstacles to progress, such as the lack 

of economic resources and sociopolitical turbulence. They had identified and called for a 

number of specific measures to be taken by governments in the further implementation of their 

strategies. Those measures included the development of a health infrastructure based on 
primary health care, the optimal use of all resources, the promotion of genuine community 

involvement, strengthening of management and informed decision- making, appropriate manpower 

development, health education, intersectoral action for health, enhancement of leadership to 
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enable it to take difficult decisions, the transfer of technology, greater mobilization of 
resources, innovative approaches for the development of primary health care, and action to 
maintain harmony and peace among nations. 

A number of specific areas in which WHO would need to strengthen its capacity and to 
increase its cooperation with Member States had also been touched upon. They included health 
economics and financing, simplification of procedures and strengthening of support for health 
information development, deeper analysis of the status of mobilization of resources and of 
how the flow of resources could be increased, the need for comparative studies of 
infrastructure organization patterns in order to identify successful experiences, approaches 
for the strengthening of management infrastructure for the delivery of primary health care, 
and innovative approaches to intercountry cooperation. All those areas would be further 
analysed, and as necessary WHO's cooperative programmes would be strengthened in the light of 
the needs identified. It was hoped that Member States, when making decisions regarding their 
cooperative programmes with WHO, would also give due consideration to those areas so that the 
Organization's resources could be channelled optimally in support of their national 
strategies. 

Some delegates had drawn attention to certain shortcomings in the report. Those 
shortcomings were acknowledged, but it should be borne in mind that when an attempt was made 
to analyse and synthesize a large volume of information, the question of what to include and 
what to omit had to be faced, as well as that of the degree to which the analysis should be 
taken. In particular, it was difficult to ensure the accuracy of all the data that were 
included in the report. In the global report, the Organization had adopted a pragmatic and 
perhaps somewhat simplistic approach with a view to highlighting progress and developments, 
using, where necessary, country examples to illustrate a point rather than attempting to 
provide comprehensive coverage. That might at times give the appearance of unbalanced 
coverage. However, the regional reports contained more country -specific and detailed 
information. The Seventh Report on the World Health Situation would have seven volumes - a 
global review and six regional volumes, which would include country summaries. She hoped 
that such an arrangement would dispel the concern expressed regarding the relative lack of 
country -specific information in the global report. 

Attention had been drawn to the low response from the Region of the Americas. The 
matter had also been commented on in the Executive Board. In his explanation to the Board, 
the Regional Director for the Americas had mentioned three factors, not to justify the low 
response but to clarify how it had come about. Firstly, there was the way in which health 
planning activities had developed in the Region over the past 25 years. While a great deal 
of experience had been acquired, it appeared that much frustration had also developed on 
account of the difference between what had been planned and what had actually been achieved. 
That might have produced some disenchantment and fatigue, with the result that countries were 
reluctant to adopt measures not included in their normal activities. Secondly, the 
evaluation had coincided with the review of the health conditions in the Americas made every 
four years. There might have been some confusion between the two excercises. Thirdly, 
account had to be taken of the frequent changes in political and administrative leadership 
that had taken place in many countries over the past three years. The Regional Director was 
now taking a number of measures to strengthen the monitoring and evaluation process, 
including the holding of further consultations with Member States in the Region. 

Note had been taken of the observations made regarding descrepancies in some of the 
information provided. That problem was sometimes encountered when different information 
sources - even within the United Nations system - were used. The figures questioned would, 
of course, be carefully checked before the report was finalized. 

Economic issues and constraints were of overriding concern, as had been stressed by a 
number of delegates. Not just limited to lack of resources, they also included inadequate 
information, the complexity of the approaches to information analysis, difficulties in the 
costing of plans, and the transfer of resources. However, as those issues related to the 
economic dimension of the Global Strategy, which would be discussed under item 20.2 of the 
agenda, it would be advisable to wait until the debate on that item had been concluded before 
replying. 

Concern had also been expressed regarding the difficulty in ensuring a sustained 
delivery of primary health care components that would improve the coverage and quality of 
health care. Indeed, the optimization of the functioning and management of health 
infrastructures represented an important challenge for Member States. That further endorsed 
the need for primary health care action programmes to improve health infrastructures for the 
delivery of key primary health care components at the district level, as the Director -General 
had stressed in his address. 
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It was gratifying to note the degree of realism in the comments made by delegates, 
indicating that Member States had accepted the challenges posed by the obstacles to be 
overcome. In line with what the delegate of Poland had said, the best response that Member 
States could give was to continue to accelerate their activities in the search for effective 
and pragmatic solutions in the implementation of their national strategies, and to share 
their experiences with other countries. 

Note had been taken of the acceptance of a three -year cycle of monitoring and of the 
call for a simplification of monitoring and evaluation tools and procedures and for more 
technical support from WHO in that area, as well as for the integration of the evaluation of 
the status of women within that framework. 

Mr UEMURA (Director, Division of Epidemiological Surveillance and Health Situation and 
Trend Assessment), replying to comments and questions relating to indicators, basic data and 
information support mechanisms, noted that while many delegates had pointed out that lack of 
relevant information and deficiencies in national mechanisms for monitoring and evaluation 
represented serious weaknesses in the managerial capacity for implementation of national 
strategies for health for all, others had reported that a start had been made, on the basis 
of the experience gained from the 1985 evaluation of their strategies, on improving health 
systems and managerial processes, including strengthening of information systems in 
countries. It was also encouraging to note that comparative study of information on health 
situations in different countries had led to action in several countries and that encouraging 
new trends were already appearing in some cases, such as the experience reported for Hungary, 
in the reduction of morbidity and mortality from some life -style -related diseases. 

The Organization was actively engaged in close dialogue with countries in various 
regions with a view to taking action to improve national capabilities for monitoring and 
evaluation. In the African Region, for example, as mentioned by the delegates of Mozambique 
and Lesotho, active cooperation between countries and the Regional Office had started to 

improve health systems management and national focal points for monitoring and evaluation 
were being identified. Headquarters was also ready to provide necessary support to the 
regions. 

The delegate of Morocco had emphasized the need for developing simplified methods to 

obtain data for essential indicators and in that respect the Organization had been studying 
methodology on the basis of country experiences in the 1983 monitoring and the 1985 

evaluation of the health- for -all strategy. It was hoped that some improvements would be 
incorporated in the "common framework" for the next monitoring of the health -for -all strategy 
in order to make methods and procedures more realistic and practical. In the Eastern 
Mediterranean Region, the Regional Committee had adopted additional regional indicators, 

including proxy indicators, for use when the data required for some of the global indicators 
were not available. 

Some of the global indicators required adaptation and specifications to suit the 

particular conditions of countries, as did global indicator 5 on equitable distribution of 
resources, was clear from what the delegate of Indonesia had said, and the method of 
disaggregation of global indicator 9 - the infant mortality rate - required for all 
identifiable groups. The main issue was one of equity -related targets and indicators, as had 

been stressed by the delegate of Sweden. Recent development in that area had been taking 
place in Europe, where concrete targets for achieving equity had been included in the 
regional targets adopted by the European Regional Committee in 1984. In general, indicators 
on equity required further development at national level so as to fit the specific needs and 

conditions of each country. The need for disaggregating indicators within a country to 
identify underpriviledged and high -risk population groups was one of the important aspects 

being emphasized by the Organization in its technical cooperation with countries in 

developing adequate information support mechanisms. 

In addition to the information already provided by the organization with respect to 

detailed analysis by region and country, it should be noted that each regional volume would 

contain an annex with tables showing data on indicators pertaining to each country. 

The CHAIRMAN informed delegates that amendments to Executive Board resolution EB77.R6, 
proposed by the German Democratic Republic, the Soviet Union and Botswana would be made 
available in writing for consideration at the next meeting. 
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Economic dimension: Item 20.2 of the Agenda (Resolutions WHA38.20, WHA38.21 and EB77.R11; 

Document А39/4) 

Dr TADESSE (representative of the Executive Board) said that the report (document 

А39/4), which the Thirty-eighth World Health Assembly had requested the Director -General to 

prepare had been discussed at the seventy -seventh session of the Executive Board in January 
1986 and subsequently updated. It was however, still provisional because in many countries 
hard facts were not available on some of the questions on which information was sought, and 

some countries had been unwilling to disclose the full extent to which their health services 

had been disrupted or under -financed. WHO would be in a weak position to make the case for 

health in international forums unless all Member States were prepared to share all their 

information with their Organization. 
Members of the Board had agreed that the deterioration in world economic conditions had 

had a very bad effect on many Member States and the effects had been particularly drastic in 

Latin America, Africa, and the least developed countries of Asia. Among the factors 

detrimental to the living standards and health of the poor were unemployment, adverse 
movements in the terms of trade, removal of food subsidies, emphasis on export crops and - in 

Africa - drought and famine. Many countries had reduced expenditure on the health sector 
because of the cost of debt servicing and the need to cut imports, including imports on drugs 
and medical equipment. All those factors represented setbacks in the pursuit of the 

health- for -all objectives. 
The Board had urged the Director -General to continue the study and to use all available 

information to make clear the effects that the crisis was having on health. Member States 
and WHO must find appropriate ways of reshaping health -for -all strategies, so as to 

accommodate them within the framework of economic constraints. Planning the finances for 
health must take much higher priority, and include different options, such as community 

financing and alternative ways of mobilizing additional resources. Better use of existing 
resources required strengthening of training in organization and management generally, and in 
health economics and financing specifically. WHO should further develop its activities in 

that area together with Member States. One way of economizing in health care programmes was 
to ensure proper coordination between various government bodies dealing with different 
aspects of health programmes, particularly agencies which had different, and sometimes 
conflicting, roles. 

The economic picture was not a bright one, but that must not prevent countries from 
continuing to progress towards health for all. On the contrary, Member States would do well 
to re- examine their health systems in a context of financial and economic realism. The Board 
had adopted a resolution (resolution EB77.R11) on the matter aid had requested the 
Director -General to continue to study the repercussions of the widespread economic crisis, 
monitor trends in external cooperation and support countries in their financial planning for 
health. 

Mr TETTAMANTI (Argentina) said that the report effectively reflected the seriousness of 
the international economic crisis and its repercussions on the Global Strategy for Health for 
All by the Year 2000. Certain conclusions were of particular importance: the crisis had 

indeed brought about serious unemployment, devaluations of national currencies and strict 
austerity policies leading to a general increase in poverty and hunger and imposing 
substantial shrinking of health service budgets; part V, paragraph 52 contained overwhelming 
testimony that the economic crisis had very seriously affected the poorest and those whose 
health was most vulnerable and that in countries most seriously affected progress towards 
health for all had been halted or even reversed. 

Having heard the explanations of the representative of the Executive Board concerning 
the difficulties in obtaining information for the report, his delegation wished to make some 
points which, it hoped would help to improve the final version. His delegation agreed that, 
if certain more specific information, such as that mentioned in paragraph 2 of the report, 
were made available by country, the report could be more definite about repercussions of the 
international crisis in the field of health. It also considered that information available 
internationally should permit a more in -depth study and show more conclusively the gravity of 
those repercussions. Firstly, the problem of the external debt, particularly for Latin 
American countries, should be given greater attention in a report of that kind in view of the 
effect of that indebtedness on the national budgets of the countries concerned. Little 
mention was made in the report of the adjustment policies imposed by international financial 
bodies on countries with serious debt problems. Such bodies were imposing programmes aimed 
at increasing debt -servicing capacity through drastic decreases in public spending and 
investment which led to high unemployment and a sharp decrease in real earnings. The social 
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repercussions and the human dimensions of such policies could not be ignored. While the 
studies and analyses by those bodies totally disregarded the social effects of such 
programmes, a growing number of studies by institutions, such as the United Nations 
University, UNICEF, UNCTAD, ECLAC, the Inter -American Development Bank and the regional 
offices of ILO, were bringing their enormous social costs into increasing evidence. 
Secondly, trends in multilateral assistance might be treated in greater depth in that context 
although the question of external cooperation was covered separately in part IV. 

His delegation could not endorse the statement contained in paragraph 53 to the effect 
that the economic situation in Latin America was improving. While some overall economic 
indicators in some Latin American countries appeared to reflect a certain improvement, social 
indicators for the same countries belied such a trend. 

The economic dimension was of fundamental importance and WHO must continue following 
closely the world economic crisis which was endangering the achievement of the health -for -all 
goal. His delegation, together with the delegations of Cuba, Yugoslavia, India and others, 

would be sponsoring a draft resolution on the subject. 

The meeting rose at 17h20. 


