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SECOND MEETING 

Monday. 9 January 1989. at 14h30 

Chairman: Dr M. QUIJANO NAREZO 

GLOBAL STRATEGY FOR HEALTH FOR ALL BY THE YEAR 2000 (MONITORING AND EVALUATION): Item 5 
of the Agenda (Resolutions WHA39.7, WHA39.20, WHA41.28; Documents EB83/2, EB83/2 Add.l, 
EB83/2 Add.l, Corr.l, EB83/3, EB83/4 and EB83/INF.DOC./1) (continued) 

Section 4 - Health policies and strategies 

Dr NTABA, welcoming the report and its presentation said that the question of the 
appropriateness of policies and strategies for the attainment of health for all, although 
often discussed elsewhere, had rightly been dealt with in the monitoring report (document 
EB83/2 Add.l). Citing paragraphs 52 and 55, he particularly welcomed the reference to 
the impact of economic trends and resource constraints on the health policies and 
strategies of the least developed countries. 

Although prevention was certainly better than cure, it was often forgotten that once 
one was faced with a disease, cure was always more urgent than prevention. It was very 
difficult Tor the least developed countries, with their very limited human and material 
resources, to put off disease eradication programmes and curative activities in favour of 
disease prevention and health promotion. If the necessary resources were available, it 
might be possible both to take disease eradication measures and to give priority to 
disease prevention and health promotion. There was also a question of the relative 
proportion of resources to be devoted to primary health care and to other activities in 
the health sector. It was difficult to determine where primary health care began and 
ended; for instance whether the treatment of severe measles complication in a central 
hospital was less of a primary health care activity than vaccination against measles. 
The allocation of resources to primary health care in the poor countries was more often a 
matter of how willing the donors were to help them with their health resources than of 
piority setting by the ministry of health. Donors were more reluctant to give financial 
assistance for curative and non-primary health care programmes than to support a wide 
range of primary health care activiies. The poor countries would therefore allocate more 
of their own limited resources to the curative sector in the hope of receiving assistance 
and funds for their primary health care activities. For that reason health policies and 
strategies in the poor countries might sometimes appear not to be properly balanced or 
even, to be in some cases, non-existent. He hoped that his observations would be seen in 
the context of the harsh economic and health realities and their impact on the health 
policies and strategies of the poor countries. 

Mr SONG Yunfu, expressing his appreciation of the report, reiterated the views he 
had expressed in the Programme Committee. The report not only reflected the willingness 
of Member States to develop their health policies arid stategies in order to promote 
health for all by the year 2000 but also showed the difficulties and obstacles 
encountered in reaching that goal. 

The main challenge was to develop the right kind of health policies, in which health 
manpower development at the central and local government levels was extremely important. 
Considerable efforts had been made in his country to promote work in that direction. 
Conferences for the establishment of health policies had been organized for the governors 
of the various provinces and a new and more comprehensive concept for the integration of 
health development into the country's overall economic development had been proposed. He 
hoped that steps would be taken to promote exchange of experience among Member States, as 
referred to in paragraph 57 of the report. 
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Section 5 - Development of health systems 

Dr RODRIGUES CABRAL, referring to some selected topics concerning the functioning of 
integrated health delivery systems, said that the report showed that there was still much 
to be done in the coordination of the various activities at the primary health care 
level； there was, for example, only a low coverage of pregnant women with anti-tetanus 
vaccination. The strengthening of delivery of care at the first level of contact in such 
areas had become more urgent with the likely development during the coming years of 
programming for reduction of disease among risk groups, which would undoubtedly take the 
form of individually defined packages. In order to secure rentability and social 
acceptance, the primary health care inf ras truc ture needed to be further strengthened. A 
further and possibly deeper area of concern, where the strategy was still lagging 
dangerously behind expectations, was the integration of primary health care with the 
referral levels, particularly specialist medical care in hospitals. That primary health 
care should not be considered as primitive or second-class health care - a concern 
expressed at the International Conference on Primary Health Care, held at Alma-Ata in 
1978, was still a valid preoccupation. New ways of linking levels must be found, 
particulary in countries where no unified national health system existed. Unless such 
integration could be reached, he doubted whether the rentability of resources at the 
various levels, called for by the World Bank, could be achieved. He also doubted whether 
genuine improvements in equity could be brought about. In the field of ante-natal care 
and child care, for example, the low-income groups were more exposed to risk and required 
more medical attention, including hospital attention, than the more affluent, but 
non-integrated delivery systems could hardly display the kind of positive discrimination 
needed for the low-income groups. He hoped that aid agencies could be convinced that, at 
least where integrated health systems existed, there was also a need to invest in the 
referral levels. 

Turning to section 5.2 (Intersectoral action for health), paragraph 77, he said that 
information generated from health services, for example growth faltering in infants, 
needed to be used by other sectors responsible for providing support services. Such 
problems should be urgently addressed because of the increasing urbanization in the Third 
World, and new epidemiological assessment capacities had to be created at the local 
level. 

On section 5.4 (Managerial process and mechanisms), he generally agreed with the 
suggestions in the report but wished to sound a note of caution with respect to 
decentralization. Although indispensable for improved management, economic rentability 
and social awareness, the decentralization taking place in some least developed countries 
was escaping the control" of the health authorities, partly because of the disintegrating 
effects of multiple aid projects and partly because of cuts in government budgets for the 
social sectors. There were risks of non-compliance with the norms of control programmes, 
such as the therapeutic norms for endemic diseases, of incorrect use of locally 
controlled resources and of imbalances developing between geographical areas with 
different levels of tax collection. Governments, aid agencies and WHO should work 
carefully and speedily in that regard. 

The monitoring report (document EB83/2 Add.l) and the global review of the economic 
situation (document EB83/INF.DOC./1) stated that progress had been achieved in all areas 
of strategy implementation, and tremendous efforts had been deployed, particularly in 
developing countries, but the global economic situation posed the main threat to those 
achievements, which was already to be seen in a deterioration of health strategies and 
decreased use of health services by the low-income groups. Ironically, those who paid 
the greatest share of the bill were those at the bottom. The global review stated that 
health expenditures were still increasing in developed countries, while the contrary was 
the case in the developing countries, and the gap continued to widen. Deterioration of 
the health status of low-income groups made it difficult to correct the situation by 
preventive health intervention. The new cost-recovery initiatives in health services, 
mainly where the primary level was not integrated with the referral hospital level, made 
it yet more difficult to narrow the gap between social groups, particularly in developing 
countries. Increased advertising of the advantages of private medical care posed 
additional threats, some of which were mentioned in the global review. Too rapid a move 
in that direction would not help governemnt authorities to meet their commitments towards 
the working people who provided the wealth to finance health care for the better off, and 
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would weaken the political commitment needed to build up an appropriate management of 
integrated health delivery systems, which were a prerequisite for the success of the 
indispensable specific programmes directed towards particular population groups or 
geographical areas by national health authorities and WHO. 

Dr KLIVAROVA (alternate to Professor Prokopec) said that, although not all countries 
had provided information on the most important global indicators, the report was highly 
valuable and could benefit the World Health Assembly. The basic purpose of the health 
systems in all countries was to improve the health status of the population as a whole 
through various policies and plans. The health-for-all strategy was therefore 
concentrated on the most effective measures for reducing maternal and child mortality and 
the incidence of communicable diseases, improving living and working conditions and the 
working environment and providing increased access to health services, particularly 
through primary health care. A document on the basic prospects for the development of 
social health, adopted at the twenty-seventh conference of socialist ministers of health, 
was highly relevant to section 4 of the report. The necessary conditions should be 
provided for ensuring equity and social justice in relation to health, but the meagreness 
of resources, at both the global and regional levels, made those objectives extremely 
difficut to achieve, and more were therefore needed. 

The health-for-all Strategy was extremely important for encouraging those efforts in 
developing and developed countries alike. There was still room for improvement even in 
the European Region with its highly developed infrastructure. Although access was good 
in that Region, the monitoring exercise could be extremely useful in highlighting areas 
requiring improvement in the health infrastructure with a view to improving the overall 
health status of the population, in which connection use should be made of the experience 
of other countries and of WHO. 

Dr AASHI joined previous speakers in expressing appreciation o€ the report and its 
presentation: the report dealt with health programmes and health systems development in 
a manner that was conducive to health for all. The measures to monitor the various 
activities were such as could lead to the attainment of the desired goal, particularly if 
monitoring was aimed at promoting the efficiency of the programme as a whole rather than 
certain limited health activities. There were certain shortcomings in the implementation 
of programmes within existing health systems at the central, intermediate and local 
levels, all of which were interdependent in terms of planning, decision-making and 
implementation of programmes. Further restructuring or readjustment of health systems 
was needed, since the restructuring carried out by certain countries had been only on a 
limited scale. Such restructuring raised a number of complicated managerial and 
administrative problems whose solution called for courageous decisions. The responsible 
authorities should give priority to the development of health systems at the central 
level. All those considerations had to be taken into account if the desired standards of 
health care were to be attained. 

Mr SONG Yunfu said that the analysis of achievements in primary health care should 
be strengthened. The existing primary health care system was very important, 
particularly for the developing countries. The district health system should be the 
focal point and should be strengthened and further supported and the results of 
experience should be further disseminated. His country had had to face new problems in 
its basic health systems and it had been necessary to restructure the primary levels of 
health care, with WHO cooperation. A meeting had been held at which participants from 
over a hundred districts had shared their experience, and the results had been highly 
encouraging. 

The term "primary health care" had already been in use at the time of the 
Alma-Ata Conference, but certain French doctor friends of his had recently expressed a 
dislike of the term "primaire". since, in their opinion, it detracted from the regard in 
which such care should be held. He wondered whether the problem was that the meaning of 
the word "primary" was not well known to the public at large, or that the term "primary 
health care" itself had not been well chosen. 

The CHAIRMAN said that, in many languages, the term "primary health care" could 
possibly be thought by some to imply inferior services. Other Board members might wish 
to express their views on the term at a later stage. 
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Mr SRINIVASAN said that more resources were clearly needed for improving health 
systems. There were inherent obstacles to the development of health systems in 
developing countries, some of which had been brought out in the report. 

The main questions when establishing the health care system were whether it was 
available, whether people had access to it and, if so, whether they made use of it. The 
answers varied in various countries according to the context, but unless more resources 
were available to the primary health care system, problems of access and use would 
remain. It was also important to remember that access, even within a country, was often 
determined by the nature of disadvantage which some social groups experienced, and in 
building up such a primary health care system, countries were often unable to make the 
necessary decisions because positive discrimination was necessarily involved. Any 
informed support from outside the country should take account of the special needs of 
disadvantaged groups. 

In most developing countries, there was the tremendous difficulty of competing 
demands for resources between tertiary and primary care. Any investment that had already 
been made in tertiary care would take a long time to tail off, because it involved a 
slipstream cost continuing in the following time period. Unless there was a deliberate 
diversion of resources, primary health care, was not likely to emerge effectively even 
over succeeding time periods. If the national planning process was unable to provide 
sufficient resources, they should be augmented; otherwise the concept of a primary 
health care system backed by a hospital system and a referral system could not work. 
Rather than to integrate the primary health care delivery system with the hospital 
system, the answer was to provide the services of a person to work on an outreach basis. 
The development of persons with the necessary skill and the necessary degree of humility 
to learn from the community in order to work with it involved very costly training and 
so, unless specific resources were provided for establishing primary health care, merely 
linking it up with the existing systems might not produce the desired results. His own 
experience had shown that a district health system with a hospital of sufficient 
competence and capacity backed by outreaching primary health care centres, was the only 
viable system, and that it could only work if the district health system had a degree of 
autonomy, which was not evident in the decision-making of most developing countries, 
where the relevant unit was usually a delegated unit of a centralized planning system 
rather than one able to make its own decisions. 

A district health system with community participation and responsible for its own 
decision-making could have access to community resources. In establishing health 
systems, the degree to which people could help each other in terms of health care was not 
sufficiently understood or considered. There were numerous examples where, in an 
emergency or a disaster, there had been an enormous degree of mutual help even in terms 
of first-level care of patients. He would include in that area the promotion of 
indigenous systems of medicine wherever they could provide any necessary help. In 
establishing primary health care systems unit costs were currently extremely high and the 
population at risk was enormous. Low-cost solutions had to be examined and use had to be 
made of all the available strength in the community. 

A number of points had been made in the section under review and he hoped that those 
to which he had drawn attention could be kept in mind. Donors should help the least 
developed countries, and the international financial and assistance systems should 
consider how resources could be made available to the primary health care system at a 
time when competing demands for resources were being made elsewhere in the health care 
system. 

Dr LIEBESWAR noted that paragraph 60 drew attention to the partial lack of a full 
commitment to the implementation of primary health care principles among health 
professionals and certain influential community members. WHO might assist in overcoming 
those difficulties by developing a concept of primary health care that was a little less 
dogmatic and more open to new developments in medicine. As had already been said, the 
primary health care approach should not be seen as the development of low-grade medical 
care. Less should be made of the economic advantages and more of the human aspects of 
primary health care. He agreed that training for primary health care was expensive as 
was the equipment needed. For example, he would not consider first-level care for 
traumatology adequate unless a computerized tomograph was available - just as primary 
military defence would be unthinkable unless aircraft were available and they were more 
costly than computer tomographs. 
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Professor MEDINA SANDINO said that section 5.1 (Organization of health systems based 
on primary health care) raised four important points. The developing countries were 
giving emphasis to the development of local institutions with decentralized management 
and programming activities. The report indicated that progress was being made in 
coordination within the health sector in a number of countries. Mention was also made of 
the need to improve the quality of the health services and care provided, and to improve 
the definition, implementation and functioning of referral mechanisms between the 
different levels. Over the years, considerable progress had been made in those four 
areas of primary health care. It was worth noting that progress and pursuing efforts to 
ensure its continuation. The comments of Mr Song Yunfu and Dr Liebeswar on the nature of 
primary health care should be viewed in that context. Appropriate referral services and 
appropriate staffing, skills and technologies were needed at each level of care and 
primary health care should not be regarded as a synonym for a low-grade or second-class 
service. Better definitions were needed for the complex resources required at each level 
and the relationships between levels, in order to carry out more fully the concept of 
primary health care. 

In Nicaragua, a regional system of primary health care had been instituted in 1979. 
Considerable progress had been made over the past year in the decentralization of 
services. The first step had been financial decentralization to the regional level, with 
the aim of increasing flexibility. The task had not been easy and the work done had not 
yet been evaluated. The country was divided into a number of health areas, and efforts 
were being made to subdivide those areas further. The aim for the current year was to 
develop local programming facilities and methods for maximizing services, preventive and 
self-care activities and the necessary support services, as well as medical and curative 
services. Attempts were also being made to coordinate the activities of all the bodies, 
in both the health and other sectors, participating in health care, particularly those 
concerned with community participation. She agreed with other speakers that it would be 
a good idea to share the experiences of other countries in order that everyone could work 
together for development. 

Efforts should be made to improve the quality of health care by upgrading technology 
and resources. Human resources were the most important resources available to health 
care services and activities should therefore be focused in that direction. The 
upgrading of referral services was one of the most difficult areas for improvement since 
there were practical problems with technical, communication and transport aspects as well 
as with the will to make referral mechanisms work. But primary health care would only be 
effective if referral mechanisms could be improved. 

Dr BLACKMAN welcomed the report. 
With reference to section 5.5 (Health manpower), he said that, although a number of 

systems had been developed for training health manpower in the developing countries, 
there were still problems in keeping people in the system after training, particularly in 
the least developed countries. Such countries had unstable economies, which resulted in 
trained individuals leaving to seek better conditions elsewhere. The problem would 
continue unless ways were found to stabilize those economies. Some countries had 
developed programmes for restructuring their economies and had approached funding 
institutions such as the International Monetary Fund for support. He urged WHO to give 
whatever support possible, in an active rather than in a passive manner, to such 
countries. 

Professor COLOMBINI said that the area covered by section 5.6 (Research and 
technology) was most important since there must be a proper basis for any actions taken. 
Research was not only undertaken by scientists in laboratories. Research in the field 
was equally important, and nurses and primary health care personnel could undertake 
research and provide useful indications regarding difficult areas, such as the commitment 
of populations. Such areas involved psychological and sociological factors and so the 
cooperation of sectors other than health should be sought. 

There had been rapid and often marvellous progress in the development of 
technology. WHO should study ways of setting standards for certain essential equipment. 
The development of such standards would not prevent further progress. Such standards 
should also include standards and methods for maintenance and repair of equipment, which 
could simplify the supply of spares, which was a major problem for developing countries. 
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Mr SONG Yunfu reiterated that he considered it important for the Executive Board to 
consider the interpretation of the term "primary health care", although he was not sure 
what would be an appropriate point for such a discussion. 

As far as research and technology were concerned, there was a considerable gap 
between the developed and the developing countries. Research in such subjects as 
environmental health, noncommunicable, tropical and endemic diseases, nutrition and 
family planning was very important for the developing countries. However such countries 
did not have the resources to undertake it adequately and the developed countries, which 
had the resources, were far away. WHO should therefore promote global coordination to 
ensure that field research could be undertaken in the developing countries with technical 
and manpower resources provided by the developed countries in a way that was acceptable 
to all parties. 

The CHAIRMAN recalled that during 1988 the tenth anniversary of the Declaration of 
Alma-Ata had been celebrated. It was at Alma-Ata that it had been decided that the goal 
of health for all by the year 2000 was to be achieved through primary health care. The 
term "primary health care" had therefore become familiar in many languages. 

Section 6 - International action 

Dr RODRIGUES CABRAL said the final sentence of paragraph 148 referred to an 
unfortunate side-effect of the most commendable manifestations of international 
solidarity - the designation of areas for global initiatives often resulted in an 
overemphasis on certain aspects of primary health care. Resources far in excess of local 
needs were channelled to certain activities by donors and national health 
administrations : imbalances were created, and the authority of national institutions was 
reduced. One example of a large-scale initiative that could have differing impacts in 
different regions was the campaign to eradicate poliomyelitis. While the goal might be a 
priority in Latin America, measles control was much more important in Africa. He would 
urge WHO to focus its efforts on ensuring that the worthwhile expressions of 
international solidarity were as effective as possible. 

Dr ТАРА said the major contributors to WHO's regular budget deserved every country's 
gratitude, as the health benefits derived from those contributions were truly immense. 

It was gratifying to note, from paragraph 148, the greater attention being given, in 
this case through specific multilateral global initiatives, to child survival, safe 
motherhood, family planning, immunization, and prevention and control of AIDS. 

As regards health for all by the year 2000, he was still an optimist. In that 
connection he had already referred to peace-making efforts. The "Health as a bridge for 
peace" initiative mentioned in paragraph 147 was an important example of how WHO could 
contribute to those efforts. Resources were being made available by nongovernmental 
organizations, such as Rotary International, which was supporting the poliomyelitis 
eradication effort, as mentioned in paragraph 149. When WHO adopted the target of health 
for all by the year 2000, no-one had suspected that AIDS would one day pose such a huge 
obstacle to the achievement of that objective, but he was optimistic about the prospects 
for conquering AIDS and achieving the health-for-all goal, especially in the light of the 
response from the international donor community. 

In connection with primary health care, on which interpretations differed and were 
outside the current agenda item, and the global goal, he wished to confirm his belief in 
the importance of human development issues, which received welcome emphasis in 
paragraph 144, as distinct from social and economic development matters. 

The CHAIRMAN, speaking as a member of the Board, said the Central American 
initiative described in paragraph 147 was a good example of how WHO could carry out its 
fundamental mission, which was to provide technical cooperation which was not to be 
confused with financial assistance. 

Professor RAKOTOMANGA said that in order to achieve optimal use of external 
resources, WHO should investigate ways of helping countries to improve their long-term 
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planning. Projects which had yielded good and even brilliant results at the 
implementation stage often ran into setbacks in what might be termed the 
post-implementation stage. In his country, failure to follow up a very successful 
project had resulted in the resurgence of the disease whose eradication had been 
targeted. While each country must, of course, use its own know-how which will be suited 
to its own needs, WHO and the intercountry cooperative mechanisms could contribute much 
to the longer-term post-project follow-up. 

Professor MEDINA SANDINO said the transfer of resources was both a necessity and an 
ethical obligation in the light of the massive efforts made by developing countries to 
overcome their economic plight and external debt servicing problems. International 
solidarity based on the priorities established by each recipient country must be 
promoted. To achieve that goal, WHO must play a catalytic role, as it had in the Central 
American initiatives "Health as a bridge for peace" and the Plan of Priority Health Needs 
for Central America and Panama. Health proj ects carried out in accordance with those 
initiatives had greatly benefited the countries of Central America, which had been able 
to decide how resources mobilized and channelled by WHO were to be used. Such a model 
for cooperation should be followed more often. The priorities established by individual 
countries had to be respected in the actual allocation of resources, but WHO had an 
essential role to play in support of major projects and initiatives, in mobilizing 
resources and ensuring that they were channelled towards those priorities. 

International solidarity was a necessity, but regional cooperation should also be 
pursued: in Latin America, in addition to the Central American initiative just 
mentioned, cooperation proj ects were being carried out among the Andean and Caribbean 
countries, with very productive results. 

Dr BLACKMAN said that intercountry cooperation was an absolute necessity if the goal 
of health for all by the year 2000 was to be realized. Many countries, including his 
own, had greatly benefited from that type of cooperation, the fruits of which were not 
only economic progress but also improvements in social and cultural well-being. WHO had 
been doing excellent work in that domain in the Americas and elsewhere and the effort 
should be continued. 

Mr SONG Yunfu expressed his satisfaction that the efforts of Member States and the 
organizations and bodies of the United Nations system had resulted in international 
programmes of great benefit to the developing countries. Member States should optimize 
the use of WHO'S resources, and WHO should continue to promote intercountry cooperation 
and take active measures to attract extrabudgetary resources from those organizations and 
bodies and from nongovernmental organizations and bilateral agencies. International 
resources should be transferred to the neediest areas. Adjustments should be made in 
managerial processes. He agreed with the statement in paragraph 155 that cooperation 
among Member States must be initiated by Member States themselves, but WHO should promote 
the interregional aspects of such activities. 

Dr LIEBESWAR said the "Healthy cities" project was a good example of how 
intercountry cooperation could promote intersectoral cooperation at the national level. 
In his country, the impetus from abroad had sparked a marvellous display of cooperation 
among the political leaders involved in the project. 

Mr SRINIVASAN said that aid from developed countries was most welcome and should be 
optimized, but TCDC, mentioned in paragraph 168, was an important process as well, and 
WHO could and should play a catalytic role in it. 

Dr ТАРА expressed his gratitude to all agencies, whether in the United Nations 
family or outside it, that were taking part, in a spirit of partnership, in international 
cooperation. Without such cooperation, the killer disease of AIDS could never be 
overcome. He endorsed Mr Srinivasan's comment on TCDC, which was a great manifestation 
of the true spirit of international cooperation: generosity from the strong to the weak 
and from the poor to the poorest. 
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Dr AASHI, referring to the activities of other international organizations involved 
in the health field, particularly in relation to maternal and child health, said that it 
was difficult to draw a clear line between the activities of the various bodies； 
competition and overlapping did occur which adversely affected budgets and programmes. 
Closer, well-designed and well-planned coordination was required in order to ensure 
optimum use of all resources. The Secretariat should therefore continue to examine the 
utilization of resources. 

Dr NTABA, referring to manpower resources in the context of international 
cooperation, stressed the need to pay adequate attention to manpower as well as to the 
financial and material constraints in the poorer countries. The problems of recruiting 
and retaining trained manpower, together with the brain drain, greatly aggravated the 
basic problem of appropriately trained manpower. Manpower resources were a crucial 
requirement both for the success of national health programmes and for achieving health 
for all. The donor community had in many cases responded to manpower shortages at the 
professional level in developing countries by providing technical assistance personnel； 
that was commendable and should be continued. However, at the same time, there was still 
what might be described as the undesirable transfer of professional manpower from the 
poorer to the richer countries, which the former were unable to prevent. Could the 
Organization perhaps consider the matter? In that connection, the concerted efforts 
mentioned in the second and third sentences of paragraph 168 of document EB83/2 Add.1 
might include an assessment of external aid policies to determine whether, in addition to 
existing activities, professionals from the poorer countries could not be funded in their 
own countries and thus be dissuaded from leaving. In addition, it seemed that some 
bilateral agencies were already amenable to funding a professional from one developing 
country to work in an externally funded project in another one. Those crucial issues 
needed to be reconsidered ând policy changes made with the help of WHO. 

Dr TALL agreed with previous speakers that, for the poorer countries, many of which 
were affected both by natural disaster and by the world economic crisis, international 
cooperation provided very valuable support. WHO played a valuable role in channelling 
the necessary resources and in collaborating with the other specialized agencies, whose 
activities generally contributed to national programmes, as did those of nongovernmental 
organizations. Thus, despite the difficulties they were facing, some developing 
countries were able to keep up with the others in achieving the objectives of health for 
all by the year 2000. 

Section 7 - Availability of health care 

Dr RODRIGUES CABRAL said that his comments were concerned with the question of how 
to use the evaluation for future programmes, in accordance with the recommendations of 
the Programme Committee, rather than with specific sections of the document. Referring 
to the problem of insufficient information on progress towards social equity in terms of 
the indicators presented in the tables in Section 7, he noted the lack of comparative 
information for urban and rural areas； he therefore endorsed the suggestion of the 
Programme Committee that the Secretariat might study ways of improving such information 
for future reports. He was, however, pleased to note from the tables the improvements in 
the coverage of maternal and child health activities； it was unfortunate that economic 
constraints were already eroding such advances. 

Of even greater concern was the situation of the adult population in developing 
countries, where, for example, there had been no maj or developments in the control of 
endemic diseases and where few new technical tools had been developed for that purpose. 
The control of diseases such as malaria and schistosomiasis could be achieved only 
through large-scale economic investment in the areas concerned, but such investment was 
rare with the current low prices for agricultural commodities from the Third World. The 
health prospects of the working population of the developing countries were therefore 
grim. 

Referring to paragraph 177, he asked the Secretariat whether the data on coverage 
represented all contacts of any nature with the health services or whether they related 
to a more specific integrated package for the control of infants‘ health; without a 
clear prior definition, there was a risk that different countries might report different 
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activities under the same heading. Referring to the final sentence of paragraph 192, he 
said that, in the developing countries, the problem of quality of service already 
existed, particularly as a result of the growth of the urban population and the 
increasing percentage of the health budget being allocated to that population. The 
evaluation of the quality of medical care at primary level was a matter of concern, as 
repeated consultations resulting in poor diagnoses would mean that considerable 
quantities of essential drugs would be wasted and referral hospitals would be full of 
disillusioned patients. This would inevitably lead to alarming increases in the overall 
costs of health systems. 

Professor MEDINA SANDINO, referring to the main elements of the primary health care 
strategy, emphasized that much still remained to be done in order to achieve the goal of 
safe water supply and sanitation. In many developing countries the majority of the 
diseases affecting the child population were the consequence of deficiencies in that 
area, to overcome which a major effort involving the promotion of technology appropriate 
for each country was necessary. Maternal and child health was also of great importance. 
It was not possible to consider child health in isolation since the health of children 
under one year of age was inevitably linked with prenatal care. It was unfortunately not 
uncommon in developing countries for progress to be made in increasing the immunization 
coverage in children while at the same time little was being done to achieve increased 
coverage among pregnant women. Health education must be aimed at the population as a 
whole； it was not something for health professionals and health workers alone. 

Referring to the third sentence of paragraph 178, she said that the provision of 
essential drugs in the right quantities and at affordable prices raised the question of 
the s trengthening of national production and the availability of finance as part of a 
series of measures aimed at ensuring that such drugs were available to the population as 
a whole. Those were some of the most important matters to which attention should be 
drawn under Section 7. Much remained to be done to provide health care coverage for the 
whole population. While progress was being made in rural areas, the alarming increase in 
the shanty towns around cities in the developing countries was a matter of major concern. 

Dr ТАРА, referring to paragraph 169, requested that his congratulations to all 
Member States having made improvements in coverage relating to the eight essential 
elements of primary health care should be placed on record and hoped that further 
improvements would be made where necessary. He was also pleased to note that major 
emphasis had been given in Section 7 to maternal and child health as an indivisible 
whole； when a child needed to be immunized, the mother was the one who had to be 
persuaded and motivated to bring the child for immunization. Likewise, when a child was 
suffering from diarrhoeal disease, the mother was the one who had to administer the oral 
rehydration salts. 

No specific mention had been made in Section 7 of the elderly; their inclusion 
among the disadvantaged groups was questionable, although they were certainly vulnerable. 

Dr AASHI observed that focusing on immunization as a comprehensive measure in all 
countries was very expensive. While there was a general consensus in favour of the 
immunization of children, was it necessary to immunize all children against the six basic 
diseases or to immunize all pregnant mothers against tetanus? Some points of principle 
of the Declaration of Alma-Ata required further definition in order to avoid unnecessary 
wastage of financial resources and in the light of the possibility that immunization 
against viral hepatitis В or, eventually, AIDS, might be added to the list in the 
future. In each case it was necessary to consider whether the aim should be prevention 
or the more long-term one of eradication. A decision must be taken at the global level 
as to who should be immunized against which diseases, in which areas, and at what age. 

Mr SRINIVASAN endorsed the comments made by Professor Medina Sandino. He would have 
preferred the section under consideration to have preceded Section 6 (International 
action), as paragraph 192 was one of the most disquieting of all, stating as it did that 
so much had not been achieved. Such a statement should be a spur to action and whatever 
international resources were available should be directed towards the very basic problems 
which had been raised. What was being stated in effect in Section 7 was that, with 
regard to maternal and child health, communicable diseases and rioncommunicable diseases, 
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efforts had been made but information on the results achieved was not available. That 
was a serious matter which called for consideration of the availability and optimum use 
of resources. 

He suggested that WHO might consider committing itself to ensuring that appropriate 
resources were allocated to maternal and child health care, as in many respects, health 
for all could be achieved only if a very well informed body of women and mothers 
existed. Health education among women and mothers of children under the age of two and a 
half years must be made an important focus of activity. If that was accompanied by the 
public commitment of the Organization, it would at one and the same time achieve the 
objectives of providing health care at first contact (primary health care), as well as of 
population planning and health-related activities in areas such as rural water supply, 
all of which were of direct concern to women. It was important to mobilize women so as to 
ensure that their problems had priority attention. Generally speaking, the matters 
raised in paragraphs 175-191, primarily concerned women and their ability to deal with 
the environment which surrounded them. A more explicit commitment might therefore be a 
tactic to be adopted. 

Referring to the comment made by Dr Aashi concerning the costs involved in universal 
immunization programmes, he said that the best possible should be made of both technology 
and research and development but that efforts should also be made to determine whether 
there was a scientifically valid means whereby immunization and total care costs could be 
reduced. In the developing world, vector-borne diseases among the labour force were 
costly to both the economies of those countries and the world as a whole. In his 
country, for example, Japanese encephalitis was a problem where little headway had been 
made； health professionals were faced with the problem referred to by Dr Aashi, i.e., of 
whether to immunize the child population as a whole or whether to undertake a programme 
of environmental sanitation. The sums involved in either case were huge. It was not 
possible to speak of health for all in the years to come and at the same time to have 
strategies which appeared to be totally impractical from the point of view of financial 
resources and to neglect the potential of that member of the family who could best 
promote health and environmental education. He hoped that it would be possible to make a 
more positive statement when the programme budget was discussed than that contained in 
paragraph 192. 

Dr BLACKMAN said that availability and accessibility of health care was a priority 
in the context of health for all by the year 2000. Although progress had been made in 
some areas, such as maternal and child health and the Expanded Programme on Immunization, 
the question of the infrastructure needed for providing pure water supplies and 
appropriate sanitation,"which were lacking in both rural and urban areas of many 
developing countries, had not been adequately addressed. In view of the impact such 
provision would have in reducing the cost of health care, attention should be paid to the 
problem when the programme budget was being considered. Since the water supply and 
sanitation situation was deteriorating in developing countries with fragile economies, he 
endorsed Professor Kallings‘ proposal that a special task force should be established to 
consider the problems caused by economic difficulties in some developing countries. 

Section 8 - Environmental health 

Section 9 - Health status 

Section 10 - Conclusions 

Dr ROGRIGUES CABRAL said that the final section of the report was extremely 
important； what it said and what it implied deserved very careful consideration. Work 
for health for all should continue with the strengthening of primary health care as its 
operational basis. That strategy had proved its worth and had led to many innovations in 
Member States. However, new issues needed to be addressed if the present gloomy outlook 
was to be improved. The Programme Committee in its report had recommended extensive 
action by WHO to mobilize additional funds for health programmes, particularly in the 
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least developed countries. In that action, the developed countries should be alerted to 
the need to reverse the current negative trends in the economies of the developing 
countries, for some of which they themselves were responsible. The developing countries, 
for their part, had to decide programme priorities in the light of the cost-benefit ratio 
in terms of health, the protection of low-income groups and the management and overall 
economics of the health system. To that end, Member States needed new forms of advice 
and support from WHO, for example, on the strengthening of local capabilities in 
epidemiology and health economics, an area in which WHO was currently lagging somewhat 
behind the World Bank. He endorsed the four critical challenges set out in the 
conclusions. Integrated health systems continued to be the indispensable framework for 
the delivery of disease or group specific control programmes and to be the best assurance 
of the appropriateness of those programmes. 

Professor MEDINA SANDINO endorsed the statement in the second critical challenge 
that policy decisions should be based on valid information. Such information was not 
always available from countries and some achievements had as a result perhaps gone 
unreported. Timely and appropriate information was thus essential in order to determine 
priorities, channel resources in productive directions and evaluate impact. It was also 
important to strengthen capabilities for epidemiological evaluation and the analysis of 
socioeconomic aspects related to health. Those were challenges which the Organization 
had to meet if it was to advance towards the goal of health for all by the year 2000. 

Sir Donald ACHESON suggested that a fifth critical challenge, one referred to by 
many speakers, should be added to the four set out in the report, namely the 
strengthening of the infrastructure, with particular reference to primary health care. 

Dr KHANNA (Adviser to the Director-General), replying to questions raised in the 
course of the discussion, agreed that there was a need for continuous and further 
in-depth analysis of the available data. Such analysis could be made more precise but 
that would require more time. By the time of the second evaluation of the health-for-all 
strategy in 1992, it was hoped that trends could be demonstrated more clearly than 
appeared in the present monitoring report. Consideration would also be given to the 
wider dissemination of the global review and the report and the provision of its 
information in other forms. The 25 Member States mentioned by Dr Bart that had not 
provided information for the report represented less than 10% of the world population; 
the reasons for their failure to report varied from country to country and were not 
always easy to assess. There was thus a need to alert policy- and decision-makers to the 
importance of monitoring the evaluation, and also for greater consultation at regional 
levels. There was also a need for technical support to be given to countries 
experiencing difficulties in gathering information. Efforts would be made to meet these 
needs as the evaluation process continued in the future. 

Dr Rodrigues Cabrai had referred, under Global Indicator 7, to the sub-indicator on 
the health care provided by trained health personnel to children up to one year of age. 
The definitions of trained health personnel and the standards of care to be provided were 
decided by the countries themselves and generally referred to the care being provided by 
their health systems. Inevitably, as in the case of other indicators too, the 
information provided varied from country to country in accordance with the definitions 
adopted. 

There was, as pointed out by Dr Тара, no information in the report on the elderly. 
No global indicator existed on that subject and specific information had not been 
requested from Member States for the monitoring exercise, except in the European Region, 
where specific targets existed. Information on the subject was, however, available and 
would be considered during the review of the programme budget. It would also form part 
of the second evaluation of the health status of the world population to be carried out 
in 1992 and be considered in the eighth report on the world health situation at the same 
time as other subjects not covered in depth in the present report. 

A number of comments had been made on the reliability or quality of information 
provided to support the managerial process and the lack of information on source-related 
indicators. The Programme Committee, the Board and the regional committees had all 
indicated the need for a review of indicators in order to improve information quality. 
Such a review was due to be carried out in 1989. 



EB83/SR/1 
page 13 

Funds for improving national capabilities for rationalizing financing policies and 
for estimating health care costs, as well as other aspects, such as strengthening 
national epidemiological capabilities, would be discussed during the review of the 
proposed programme budget. Dr Bart and others had mentioned the need for in-depth study 
of the adverse effects of the economic situation on the least developed countries and on 
vulnerable groups. A start on an analysis of that sort had already been made and could 
well be continued. 

Dr JARDEL said that many speakers had mentioned their difficulties in analysing 
national situations and using the information for international comparisons. The 
fundamental problem was that of the indicators compiled at the national, regional and 
international levels. WHO was making every effort to simplify them and make them more 
relevant, particularly for the assessment of progress towards equity, but the primary 
simplification must take place at the country and regional levels. Some continuity with 
past indicators must also be conserved if long-term trends were to be studied. The 
Division of Epidemiological Surveillance and Health Situation and Trend Assessment would 
be making every effort to improve the collection and use of information at the national 
level. 

With regard to the need to strengthen national epidemiological capacities, he drew 
attention to document EB83/11, which discussed ways of enhancing the role of epidemiology 
in attaining health for all. 

Turning to prospects for the future, he said that the next evaluation cycle was 
already under way. In January 1990, the Board would have before it a proposal for the 
revision of global indicators and suggestions on the evaluation procedure. In 
September 1991, the regional committees would consider reports on regional strategy 
evaluation, and in January 1992, the Board would discuss the report on worldwide strategy 
evaluation to be submitted to the Health Assembly in May 1992. 

Dr ABDELMOUMENE (Deputy Director-General) said that it was ten years since the 
commitment had been made to the movement for health for all by the year 2000 based on the 
primary health care approach. However, doubts were still being raised. It was true that 
there were certain shortcomings in know-how and methodology and that better utilization 
of existing technologies might have enabled more rapid progress, but he did not believe 
that such questions arose from a lack of political conviction. The initial phase, during 
which the spiritual and political aspects of the concept had been defined and introduced 
and sensitization at the country level had taken place, had been followed by a second 
phase with programmes being established during 1982-1983, some five years after the 
Declaration of Alma-Ata, recognizing the need to coordinate activities for health for 
all. The report under discussion was the result of the j oint efforts of all programmes, 
and the analyses made cut across a number of technical activities which would be 
considered in greater detail during discussion of the proposed programme budget. There 
was a general component or spirit which was common to other programme activities not 
mentioned, for example the programme on aging. That programme had been placed in Europe 
where it had been considered a priority. However, since it was evident that it was a 
global priority, the Director-General, as he would himself indicate at a later stage, had 
taken the initiative to give a global dimension to that programme. 

It was apparent from all the questions put by members of the Board that there was an 
imbalance between the capacity for analyses at headquarters and in the regions and the 
ability to gather the actual data at the country level, in other words the 
infrastructural aspects of the gathering and generation of such information, as well as 
the actions called for to achieve the goals. However, WHO's task was not just to produce 
reports but to take actions in accordance with the priorities evolving in the 
health-for-all movement which had started ten years earlier. 

The strategy now appeared to be entering a third phase, on the basis of recent 
decisions of the Executive Board and the Health Assembly, calling for the strengthening 
of health systems and greater attention to epidemiological questions. That third phase 
would lead to a restructuring of the Organization and its programmes, a restructuring 
that would be undertaken in as gradual a manner as possible. In that context, in reply 
to the question raised by Dr Bart on reorganization, he said that certain units which had 
in the last few years seen a gradual reduction in the number of professional posts had in 
fact been incorporated into new structures which cut across the major axes of WHO's 
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activities. For example, he was encouraged by the move towards greater emphasis, in a 
programmed way, on health economics. That move was also relevant to the crucial question 
of debt, raised by Professor Kallings. The functions of the unit of coordination of 
health for all would be redistributed among other programmes already involved in 
different aspects of its activities, mainly the Division of Epidemiological Surveillance 
and Health Situation and Trend Assessment and the Division of Strengthening Health 
Services, the programme dealing with the managerial process for national health 
development. All those units and programmes would contribute to a new programme. The 
economic aspects would be made more specific through the establishment of an 
international cooperation programme, soon to be implemented, which would be discussed in 
greater detail during consideration of the proposed programme budget. 

With reference to the proposal made by Professor Kallings, and taken up by others, 
regarding the establishment of a task force to look at economic aspects, he said that a 
group already existed, the Coordination Group, involving five programmes. The Group had, 
inter alia, contributed to the report under consideration. It was not structured 
precisely in the way proposed but it was following developments very closely and would 
consider the ideas put forward. 

The Board would have the opportunity to hear the views of the Director-General and 
of the regional directors, particularly regarding the regional issues raised. There 
would be a meeting in February in Riyadh dealing with the problems of economic strategies 
and various other activities concerning training and research in health economics and 
relating to recurrent expenditure and the financing of training courses in various 
regions, particularly in Africa. The meeting was an example of the way in which WHO was 
moving towards a more practical era, trying to be as rigorous and quantitative as 
possible, while not forgetting the qualitative aspects required in all programmes. As an 
example of other regional activities, he drew attention to a report produced by the 
Western Pacific Region, which was in accordance with Professor Kallings‘ suggestion, and 
which had arisen from the recent Technical Discussions held on economic activities within 
national strategies for health for all. Those Technical Discussions, held during the 
World Health Assembly in 1987, had given rise to many of the initiatives now being 
developed at the global, regional and country levels. 

Professor FIGUEIRA SANTOS, referring to the future work of WHO and to 
Sir Donald Acheson's comment on infrastructure, said that it was possible that in the 
light of experience gained some changes might be introduced to make primary health care 
more effective, without, however, discarding existing traditional structures. 

Mention had been made in the discussion of the possibility that WHO might circulate 
to other specialized agencies information relating to the impact of the current economic 
crisis on health. From the tenor of the discussion it was clear that the 
Director-General and staff of WHO would have the full support of the Board should the 
subject be brought up in those agencies, and especially those involved in economic 
matters. 

Much of the discussion had centred on the political aspects of health matters in the 
context of primary health care. Although administrative, managerial and economic 
problems were important, the strictly medical aspects of primary health care should 
continue to be given great attention when considering the renewal of infrastructure. 

WHO'S prestige throughout the world should be used to combat any impression that 
primary health care was low-quality medicine and to endorse action essential to the 
improvement of health everywhere. 

The CHAIRMAN requested Professor Figueira Santos together with the two rapporteurs 
to prepare a draft resolution in the light of the discussion for submission to the Board 
at a later meeting. 

The meeting rose at 18hl5. 


