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THIRD MEETING 

Thursday, 7 May 1987, at 14h30 

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

PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1988-1989: Item 18 of the Agenda 
(Documents РВ /88 -89 and ЕВ79 /1987 /REC /1, Part II) (continued) 

Programme policy matters: Item 18.2 of the Agenda (Documents PB /88 -89 and ЕВ79 /1987 /REC /1, 
Part II, Chapter II) (continued) 

Professor FORGACS (representative of the Executive Board) said that he would respond 
first to questions raised by various delegations, including those of Brazil, Chile and 
Venezuela, at the previous meeting as to how the proposed programme budget for 1988-1989 was 
affected both by the reduction in the Appropriation Resolution by an amount of US$ 2 920 000 
and the programme budget implementation reductions outlined in Annex I of the Executive 
Board's report (document ЕВ79 /1987 /REC /l). It would be noted that the Appropriation 
Resolution proposed by the Board was contained in resolution EB79.R4, which proposed an 
effective working budget of US$ 633 980 000, i.e. US$ 2 920 000 less than the proposal of 
US$ 636 900 000 on page 27 of document PB /88 -89. That reduction reflected reduced statutory 
costs resulting from measures taken by the United Nations General Assembly in December 1986 
and was calculated on an overall basis by appropriation section and not on a 
programme-by-programme basis. It would have the effect of reducing each programme 
proportionately in respect of cost increases, but those reductions did not affect the 
programme proposals as such. 

With regard to the second set of questions as to the expected shortfall in income for 
the regular budget for 1986-1987 and possibly 1988-1989 because of the anticipated nonreceipt 
of a large proportion of assessed contributions, he said that the Director -General had been 
compelled to take provisional and contingency measures for 1986-1987 in an amount of 
US$ 35 million, and to plan such measures for 1988-1989 in an amount of US$ 50 million, in 

order to avoid a situation in which the Organization would not be able to meet its financial 
obligations. Those measures were described in Annex 1 of Part II of document 
ЕВ79 /1987 /REC /1. While delegates might wish to comment on the planned contingency 
reductions, the programme budget proposals were as contained in document PB /88 -89. 

HEALTH SYSTEM INFRASTRUCTURE (Appropriation Section 2: Documents PB /88 -89, pages 67 -104 and 
ЕB /79/1987/REC/1, Part II, Chapter II, paragraphs 22 -32) (continued) 

Organization of health systems based on primary health care (programme 4) 

Professor FORGACS (representative of the Executive Board) said that the Board welcomed 

the emphasis given to the role of intersectoral collaboration and to the role in the 
attainment of the goal of health for all by the year 2000 of sectors outside the health 
sector. The Board strongly endorsed the Organization's activities in support of national 
efforts to strengthen the district health system, inter alia, through good managerial and 
operational procedures, such as administrative aid financial decentralization, and the 
identification and training of intermediate -level leaders aid managers. The Board believed 
that increased attention to primary health care in urban districts was needed and that the 

role of hospitals required reappraisal in order to determine how they could provide more 
effective support to all levels of the health care system within the context of primary 
health care. 

Dr LIU Hailin (China) expressed support for programme 4, which saw the organization of 
the district health system as an essential component of primary health care. The emphasis on 
strengthening essential health manpower was welcome. Primary health care was a very 
important means of achieving the objective of health for all by the year 2000. The concept 
of primary health care had always been strongly supported by the Chinese Government and 
served as a basis for health services in his country. Out of a population of one billion, 
800 million were peasant farmers, and it was accordingly only with a sound urban and, 
particularly, rural health infrastructure that preventive and curative health care - 
including maternal and child care, family planning and other health services - could be 
provided to the whole population. In China there were thousands of district hospitals, over 
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4000 health centres at the commune level and some 625 000 health posts at village level, all 

of which had helped the country to combat disease and move towards the goal of health for all 
by the year 2000. 

While China was progressing in the provision of health services, it was nonetheless a 

developing country and could not as yet satisfy all the needs of the population. His 

delegation appreciated the proposal of the Executive Board to strengthen international 

cooperation in the field of primary health care and felt that there was a need for greater 

efforts in training primary health care personnel at the local level and in the distribution 
and rational use of such personnel. China intended to pursue and strengthen its cooperation 
with WHO in the organization of health systems based on primary health care. 

Dr KHALID BIN SARAN (Malaysia) expressed support for the budget proposals for 

programme 4, welcoming the real, though small, increase in the budget allocation. He also 

noted the increase in country -level allocations, and believed that continuing support to the 

programme was crucial to the health for all strategy. 
He wished to make special reference to the question of economic support for the 

strategy, firstly, because of the current economic recession and shrinking national 

resources, which might adversely affect its implementation, secondly and because the 
Technical Discussions on economic support for national health for all strategies were 

currently taking place. The four extremely important areas covered in the Technical 
Discussions had led to useful and informative exchanges in the working groups, and he felt 
sure that a number of important and valuable recommendations would emerge from the 
Discussions. The Health Assembly might wish to consider and adopt a resolution based on 
those recommendations, and he wished to place on record his delegation's intention to table 
the draft of such a resolution in due course. 

Professor WESTERHOLM (Sweden) said that the factors producing and reducing inequities in 
health were usually related to general economic strategies and specific policies in other 
health -related sectors, and that, consequently, intersectoral actions for health often 

constituted the only realistic and certainly the most cost -effective approach for improving 
the health status of disadvantaged groups in rich and poor countries alike. Resolution 

WHA39.22 recalled the importance of those socioeconomic determinants of health. Pending the 
report of the Director -General to the next World Health Assembly on the implementation of the 

activities recommended by that resolution, she wished to underline the importance of certain 
activities presented under programme 4. 

Firstly, WHO should promote the formulation of specific equity targets expressed in 

terms of improved health among disadvantaged groups, such as the rural poor, the inhabitants 
of urban slums, and those engaged in hazardous occupations. The health status of those 
groups and its changes over time should then be used as an indicator for assessing the 
quality of development. Secondly, greater efforts must be made to support specific 
equity -oriented intersectoral actions for health at national and district levels as related 
to education, agriculture, food and nutrition, working conditions and community -based 
environmental hygiene and sanitation. In order to facilitate that type of technical 
cooperation, it was of the utmost importance further to develop appropriate methods for 

health impact analyses. Thirdly, high priority must be given to the promotion of 
multidisciplinary research focusing on the socioeconomic and environmental determinants of 
health. Priority should be given to action -oriented research focusing on country -specific 
causes of inequities in health and possible ways of combating those inequities. Finally, WHO 
must carry out those activities in close cooperation with other United Nations agencies such 
as FAO, UNESCO, UNEP and ILO. The United Nations family must be in the forefront in 
developing equity -oriented health policies within the context of their own sectoral policies 
at the global and regional levels. 

Dr MAGANU (Botswana) said that programme 4 was one of WHO's most important programmes 

and must be given the priority it deserved, concerned as it was with the operationalization 
of primary health care and the attainment of equity. In Botswana the programme had been used 
to strengthen management capability, including structures for community involvement. In 

collaboration with WHO's Division of Strengthening of Health Services, training workshops had 
been organized for district health teams. Also with support from the Division, Botswana had 

embarked on a programme to improve the contribution of community health workers, known as 
family welfare educators, to health care delivery at village level. 

His delegation was pleased to note that the programme would continue to support national 
authorities in health policy and strategy analysis and in monitoring and evaluation, aid also 
that WHO was documenting experience gained by countries and disseminating the data 
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collected. Within the context of the development of district health systems, Botswana was 
also building up such documentation so that its experience might benefit other countries, 
while enabling it to remain open to criticism with a view to improving its own health 
services. 

Botswana's experience with the delivery of integrated services, especially in the area 
of maternal and child health, had been very positive. With WHO's encouragement many 

successful pilot projects had been carried out and the integrated approach was now being 
implemented in all districts, for the greater benefit both of health staff and the people 
they served. 

His delegation noted with some misgivings that the budgetary allocation for the African 
Region under programme 4 showed a decrease, it hoped that that reduction would in no way 
jeopardize the important activities undertaken under the programme, and that extrabudgetary 
funds would be available for those countries wishing to expand their activities further. 

Dr SEКERAMAYI (Zimbabwe) expressed support for the proposed programme, since the 
implementation of primary health care in countries such as his was the key to the attainment 
of the goal of health for all by the year 2000. While economic constraints should be borne 
in mind, the implementation of primary health care was one of the most cost -effective ways of 
attaining the health for all goal. The question had been discussed by the member countries 

of the Non- aligned Movement and other developing countries, and a resolution had been drafted 
for submission to the Health Assembly; they hoped that it would be supported by all 
delegations. 

Professor BERTAN (Turkey) supported the proposed budget allocation for the programme on 
the organization of health systems based on primary health care for 1988 -1989. However, the 

small increase in the regular budget indicated on page 91 of document РВ /88 '89 should perhaps 
have been greater in view of the poor primary health care infrastructure of many African 
countries. WHO should continue to support health systems based on primary health care at all 
levels. 

A new draft health law had recently been submitted to the Turkish National Assembly for 
approval, with a view to providing better economic support to health services, and thereby 
strengthening primary health care. The law provided for equal health care for all, with 
special emphasis on preventive health services. Moreover, if enacted, it would contribute 
significantly to human resource development, and provide for the integration of the health 

services offered by various sectors under the Ministry of Health and Social Assistance for 

the creation of a more effective referral system that would prevent the overcrowding of 
hospitals; and for a new form of health financial management whereby curative services would 
be largely self -financing on the basis of a unified,health insurance scheme, which would 
cover 90% of the population by 1990, and make persons not so covered ineligible for 
assistance from the Government's solidarity funds. 

Professor ВORGOÑO (Chile) said that the programme under consideration was one of crucial 
importance for the attainment of health for all by the year 2000, and expressed concern at 
the decline in bugetary allocations for that programme in recent years, especially since the 
reduction was even greater in the budget for 1988-1989. That trend was not in line with the 
targets set and agreements reached at the Health Assembly, and action should be taken to 
reverse it. 

The organization of health services at the district level was essential not only for the 
integration of health services, but also in increasing coverage and community participation. 
In the final restructuring of health services, therefore, that point was of the greatest 

importance. His delegation fully shared the views expressed earlier by the delegate of 
Sweden. The technical discussions that had been held during the past few years had been 

devoted to issues related to the programme under consideration, such as intersectoral 
cooperation, economic support for health services and the role of universities in health for 
all by the year 2000. The recommendations approved in the past on those matters, as well as 
those that would now be approved, must be fully incorporated in programming, and the 
importance of the various issues must be reflected in the programme budget. 

Dr HABIB (Afghanistan) said that his country had taken many measures aimed at developing 
an equitable health system based on primary health care, including the organization of 
workshops, seminars and training courses for health personnel at various levels. Cooperation 
with other sectors involved in health care, especially education, had been increased and a 

national intersectoral committee was being established to coordinate intersectoral 

collaboration. The mechanisms that had been established to promote community participation 
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had proved useful, particularly during the recent immunization campaign, where coverage had 
exceeded 85% in the target areas. The information -gathering system had still to be improved, 
but as a result of the financial problems confronting the country and of the undeclared war 
imposed on it, some 200 health centres and hospitals had been destroyed or damaged, thereby 
seriously impeding progress. The Organization was urgently requested to make extrabudgetary 
resources available for the programme on the organization of health systems based on primary 
health care and to provide more support to countries in greater need. 

Professor HIZA (United Republic of Tanzania) supported the programme under consideration 
since it was very important for the health system in his country. Indeed, the organization 
of a health system based on primary health care had been under way in Tanzania since 1983. 

Most of the country's programmes had subsequently been coordinated at the district level, for 
it was at that level that efforts were being made to strengthen manpower and managerial 
capabilities. The country had embarked upon training programmes for district medical 
officers, and primary health care and maternal and child care coordinators. District medical 
officers were expected to be good managers because they were actually responsible for the 
management of the primary health care system. They were therefore being trained to work out 
a district profile aimed at improving planning and community participation. The district 
primary health care committees were the main functional bodies at the district level, but 

committees had also been set up at the regional level, and programming planning and 
supervision was being carried out by the Primary Health Care Steering Committee of the 
Ministry of Health and Social Welfare. Four workshops had been organized in the past two 
years to train district and regional medical officers, who then returned to their respective 
field posts to train others. Emphasis had thereby been placed on teacher training under a 
programme that had been substantially financed by WHO. Despite the very small increase in 
the budget, it was hoped that the programme under consideration would facilitate progress 
towards the attainment of health for all by the year 2000. 

Mr GHACHEM (Tunisia) drew special attention to the importance of organizing health 
systems based on primary health care in the framework of an integrated and multisectoral 
approach, and to the efforts made by the Regional Office for the Eastern Meditteranean to 
promote primary health care systems. If budgetary reductions were necessary, every effort 
should be made to spare the funds allocated to the organization of health systems based on 
primary health care. 

Dr WASISTO (Indonesia) expressed strong support for the programme, particularly with 
regard to the strengthening of district health systems based on primary health care. The 
district level was of crucial importance because it could serve to supervise and strengthen 
the implementation of primary health care activities in subdistricts and rural areas. 
Indonesia was collaborating closely with WHO in that respect, and pilot projects at the 
district level were being launched with the view to improving management. Such work was also 
being facilitated by the recent enactment of new legislation providing for decentralization. 
It was gratifying to note the increase in budgetary allocations for activities at country 
level, but the decrease in funds from other sources for South East Asia and the fact that 
there were none for Africa was disappointing and called for an explanation. 

Mr RAKCHEEV (Union of Soviet Socialist Republics) expressed his agreement with the 
previous speakers and supported the programme under consideration, whose objectives followed 
logically from the situation analysis and were based on the results of the first evaluation 
of the Global Strategy for Health for All by the Year 2000. The strengthening of the role of 
institutions and authorities at the local and district levels was very important, as stressed 
at the Thirty -ninth World Health Assembly, because their work had a direct bearing on the 
quality of the medical services provided. The programme must emphasize the importance of 
developing primary health care services at the district level. The decentralization of the 
management of primary health care while at the same time strengthening the coordinating role 
of the ministry of health, were essential, as demonstrated by the experience of a number of 
countries, where all problems concerning the planning and organization of primary health care 
were dealt with by the district authorities. 

The success of the programme in the attainment of health for all by the year 2000, in 
which primary health care was an essential component, would depend largely on intersectoral 
cooperation and the contributions of other ministries and organizations. The Executive Board 
had quite rightly drawn attention to the importance of strengthening the role of hospitals in 
providing primary health care at all levels of the health system and improving referral 
arrangements. He was happy to note that funds to finance activities under the programme at 
the country level had been made available from a wide range of other sources. 
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Dr AL -JABER (Qatar) supported the programme on the organization of health systems based 

on primary health care, especially since his country had adopted that approach in its own 
health system. Thus centres providing primary health care, including maternal and child 
care, immunization, drinking-water, sanitation, occupational health, etc., had been 
established with a view to integrating primary health care services. However, Qatar still 
lacked training programmes capable of developing its own human resources in the area of 
primary health care, and it was hoped that the Regional Office for the Eastern Mediterranean 
would be able to assist it in that respect. 

Mr INFANTE (Spain) supported programme 4 because it benefited all Member States, 
irrespective of their health and social systems. Moreover, it facilitated an equitable 
distribution of health resources and was aimed both at eliminating the main causes of disease 

throughout the world and at increasing the responsibility of social groups and individuals 
for their own health. The programme was also in an area in which resources could be used 
most efficiently. In fact, Spain was in the process of restructuring its own system on the 
basis of that approach. Primary health care districts and regional hospitals were being 
integrated into "health areas ", as defined by the General Health Law of 1986, with a view to 
improving the distribution of resources within each area. Furthermore, Spain's technical 
cooperation programmes with many countries were essentially aimed at supporting those 
countries' efforts to implement the primary health care strategy. It was essential to 

emphasize the importance of intersectoral cooperation because responsibility for health 
administration far exceeded that of the ministry of health alone and involved government 
policy as a whole. 

It was important to link primary health care with the promotion of health education, and 
to continue the efforts to make people aware of the new approach to health initiated at the 
Alma -Ata Conference. Indeed, primary health care was intended, inter alia, to promote 

greater individual and collective responsibility, not only within the government and the 
administration, but also among the population and community organizations. His delegation 
believed that the budgetary allocations for programme 4 should be appropriate to its 
objectives and should not be reduced, even though reductions might be necessary in other 
activities. 

Dr GLYNN (Canada), noting that paragraph 38 of the programme statement for programme 4 

referred to the inclusion of provision for research and development on the concept and 
implementation of health promotion, drew attention to the conclusions of the first 

International Conference on Health Promotion, held in Ottawa in November 1986, and thanked 
WHO for co- sponsoring it. That conference had produced the "Ottawa Charter for Health 
Promotion ", which defined health promotion as the process of enabling people to increase 
control over, and improve, their health. Health promotion focused on achieving equity in 
health by enabling all people to achieve their fullest health potential, and provided for 
mediation between divergent interests in society in matters pertaining to health care. The 

Charter stated that health promotion strategy and programmes must be adapted to the different 
social, cultural and economic systems of Member States. Health promotion could therefore be 

used in developed and developing countries alike. Furthermore, it was geared to the 

elaboration of a public health policy and therefore went further than health care since it 

involved policy- making in all sectors and at all levels, by making decision - makers aware of 
the health consequences of their decisions and of their responsibility for health. The 

concept also provided for supportive mechanisms, the strengthening of community action, the 
development of human skills and the reorientation of health services. The Secretariat should 
therefore be encouraged to continue to follow up the Ottawa Charter for Health Promotion, and 
participants were urged to commit themselves to health promotion by making "a concerted and 
integrative move beyond health care" to achieve health for all by the year 2000, as called 
for at the International Conference by the Director -General. 

Mrs POOLE (United Kingdom of Great Britain and Northern Ireland) said that her 

delegation considered the programme under discussion, which formed the foundation of the 

health for all movement, to be one of the most important programmes in the entire programme 
budget. The situation analysis showed that much progress had yet to be made. Her delegation 
was concerned that the programme did not appear to have received sufficient priority in 
country allocations in regional programme budgets, possibly because of continuing 
reservations about the primary health care approach particularly since the programmes 
concerned competed with the ever -increasing demands for money and manpower in many countries' 
secondary and tertiary services. Everything possible must be done to redress the balance. 
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Her delegation welcomed the emphasis placed on the need for the appropriate 

organization, management and training of personnel, which must be translated into practical 

results. Attention had rightly been drawn to the need to provide services in a 
cost -effective and efficient mánner. Such endeavours deserved every support, not only in 
primary health care but also in all aspects of health care delivery. The increasing 
attention being paid by WHO to intersectoral cooperation at the district level was to be 
welcomed. There were encouraging signs in her country that that philosophy was beginning to 
bear fruit. Activities were being initiated at the city level, thus reinforcing the message 

that primary health care was as relevant in an urban as in a rural context. Her delegation 
welcomed the innovative healthy cities' approach launched by the Regional Office for Europe 

and would watch its progress with great interest. 

Mr MECHE (Ethiopia) strongly supported the organization of health systems based on 

primary health care and the increased attention given to strengthening district management. 

That concept was directed not merely towards the structural organization of health systems at 
the intermediate or local levels but was an important innovation for bringing services closer 
to the people. That, however, called for a genuine decentralization of management, including 
financial management, if it was not to remain merely theoretical. 

A start had been made in Ethiopia in training physicians in district level management. 
The theoretical aspect of the training had been completed and field training had begun. It 

was hoped that the physicians concerned would demonstrate leadership ability at that level. 

Professor KHAN (Pakistan), welcoming the primary health care activities being carried 
out in other countries, said that, with the help of WHO, his country had also devised a 
primary health care programme designed mainly to cover rural areas. The focal point was a 

basic health unit for a population of about 10 000 in a rural area, staffed by a doctor and 

three paramedical staff, who were providing both curative and preventive services linked with 
rural health centres. For every five basic health centres there was a rural health centre, 
with three doctors and provision for all preventive and curative aspects of care, including 

maternal and child care. 
His Government had given priority to rural health, and particularly to the primary 

health care system. There were some 4000 union councils, each of which was to have a basic 
health unit, of which 3500 had already been established. The country was thus approaching 
the goal of health for all by the year 2000. 

Professor HUYOFF (German Democratic Republic) said that programme 4 deserved particular 

attention. The primary health care approach provided the only means whereby many countries 
could implement the principal aims of the strategy and, as the current year's Technical 
Discussions had shown, the philosophy behind it might be helpful in overcoming some social, 
economic or even geographical obstacles. 

The translation of ideas and concepts into practical recommendations and measures, in 

particular social, economic and cultural situations and circumstances was, however, far from 

easy and in most cases required additional and sophisticated situation analyses, as shown by 
the vast number of fully justified priority items enumerated in the subsequent programme 
section. 

His delegation therefore wished to stress the central importance of the programme area 
under discussion, which should be linked more closely with other programmes, both in the same 
section and in other sections, such as maternal and child health, workers' health, etc. The 
programme should also be supported more strongly by research activities and given high 
priority within the context of health systems infrastructure. That was difficult, however, 

in view of the modest nature of the allocations, or even drastic reductions, proposed in that 
key area. In considering improved efficiency of services and management and the saving of 
funds, it was essential to understand the importance of research and of an uninterrupted flow 
of knowledge and experience. 

Referring to programme 6 (Public information and education for health), he said that 
renewed stress was being placed in his country on health education and information, 
individual health counselling provided by physicians and other health personnel and maximum 
community involvement. All experience gained in that field was channelled to the WHO 
collaborating centre, the German Hygiene Museum in Dresden, which had celebrated the 

seventy -fifth anniversary of its foundation in April 1986. The staff of that institution and 
their partners in all counties of the German Democratic Republic had welcomed the encouraging 
assessment of their work made by the Regional Director for Europe on World Health Day in 1987 
and were prepared to assume further tasks. 
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Professor MIGUEZ BARON (Uruguay) said that the programme under discussion was one of the 
most important in the proposed programme budget for 1988 -1989. In common with all other 
signatories of the Alma -Ata Declaration, Uruguay intended to do everything possible to 
develop its strategy under that programme. Ever since the restoration of democratic 
government in March 1985, the Ministry of Public Health had been progressively planning, 

coordinating, and integrating both public and private institutions so as to establish a 
national health system based on primary health care. It had defined and begun to implement 
strategies for achieving universal coverage by improving economic, cultural and geographical 
accessibility and above all by promoting public awareness of the need for a change of 

attitudes leading to a healthier lifestyle. 
Despite its very limited health resources, his country had succeeded in disseminating 

the basic concept of primary health care in the community. It had proved to be far easier to 
induce communities to engage in self -help activities than to change the social welfare 
attitudes of physicians. It had been possible to persuade rural communities to form 
themselves into groups together with various institutions in establishing regional and 
district health objectives and working jointly to achieve them. Intersectoral coordination 
at the local community and district levels had been more easily achieved than at the central 
level, and efforts should therefore be made to work with communities, to achieve 
institutional coordination at district level and to develop a spirit of self -responsibility 

and thus ensure greater efficiency in health care. Equity, universality and solidarity in 
the provision of resources for health care were based on primary health care and were of 
fundamental importance in achieving health for all by the year 2000. 

Professor RAKOTOMANGA (Madagascar) said that the universally accepted primary health 
care approach could and must be introduced at all levels of the health system in all 
countries. It was an approach involving a range of activities which, though costly, would 
prove rewarding. The key to success would depend on many factors, but in developing 
countries, essentially on the basic training and continuing education of health teams, the 
provision of drugs and vaccines, logistic support in the information and transport sectors, 
coordination and, above all, monitoring of programmed activities. In short, success in 

primary health care lay in the national will at the highest level and in WHO's efforts to 

support programmes envisaged or already in hand. His delegation therefore fully supported 
the proposed programme for the biennium. 

Dr DA COSTA DELGADO (Cape Verde), supporting the programme for 1988-1989 on the 

organization of health systems based on primary health care, said that statements by previous 
speakers had clearly shown the results of that approach. His country was following that 
course and had based its health activities on primary health care. Its health system was 

• based on the decentralization of services, prevention and community participation. A public 
health coordination office had been established at the central level which, in addition to 
coordinating activities at that level, was concerned with the training of physicians and 
other basic health personnel. Efforts were being made tó change from vertical to horizontal 
programmes in such areas as leprosy, malaria, diarrhoeal diseases, etc., with a view to 
reducing costs and making the best use of the scarce resources available. To assess the 
accessibility of the health services, a national survey had been conducted which would make 
it possible to improve coverage. His delegation supported the programme, since it was 
convinced that health care could best be developed through the primary health care approach. 

Mr DIANOA (India) said that his country fully endorsed and had adopted a health system 

based on primary health care. Under the national health policy approved by Parliament and 

the Central Council of Health, the goal of health for all by the year 2000 was to be achieved 
through the primary health care approach. Health was the primary responsibility of the state 
and union territory governments, but the central Government had been playing a leadership 
role, initiating and financing programmes and providing training facilities, particularly for 
primary health care. Some 17 000 primary health care centres had been established, with some 
90 000 subcentres, each manned by an auxiliary nurse, a midwife and a basic health worker. 

There were many problems arising from the highly varied character of the country, from 
limited resources, and from the fact that the primary health care approach was a basic 
departure from health care as traditionally understood. The country had a core of physicians 
trained for health care in hospitals, and there were problems in implementing the policy of 
preventive medicine and health promotion through professionals trained in different 
disciplines. A scheme had been adopted for the reorientation of medical education. It was 

essential that the same prestige should come to be attached to those working successfully in 

the delivery of primary health care as was attached to clinicians. Unless that could be 
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done, people would regard primary health care as some kind of low -level health care. His 

country was aware of the problem and hoped that, with assistance and support from WHO, it 

would be possible to achieve the target that had been established. 

Dr BARAL (Nepal) said that his delegation endorsed the proposed programme budget for 

1988 -1989, and believed that the primary health care approach was the only way to attain 
health for all by the year 2000. The King of Nepal had called for the provision of the basic 
minimum needs to all the people of the country in all areas including health, and the health 
system had been restructured and reorganized accordingly. 

The curriculum of the Institute of Medicine had been revised with a view to training 
community doctors. Doctors in the district, general and national hospitals were now being 

trained to work in the community to deal, e.g., with diarrhoeal diseases, and work in various 
other primary health care -related activities. Steps were being taken towards integration, 
regionalization and decentralization. That was the only course to be followed by such 
countries as Nepal, with their limited manpower. Some nongovernmental organizations were 
working actively in the country. The Queen was patron of the Social Services National 
Coordination Council and social workers were encouraged to engage in primary health care 
activities. 

Dr HASSOUN (Iraq) said that measures to improve health administration and increase the 
output of health programmes based on primary health care had been taken in his country in all 
sectors of the health field despite the present difficult situation. Efforts were being 
concentrated on the primary health care approach, based on modern and scientifically sound 
knowledge adapted to the specific conditions prevailing in the country. Particular 

importance was attached to the most vulnerable groups and efforts were being made to increase 
the rational use of resources. High priority was accorded to field work. A balance was 
maintained as far as possible between physical and mental efforts and endeavours were being 
made to mobilize all human and material resources, to eliminate bureaucracy and to implement 
useful and cost -effective activities. Emphasis was placed on maternal and child care, 
control of the six target diseases, protection of workers' health, and sanitation and 
hygiene. His delegation strongly supported the priority accorded to the activities provided 
for in the programme under discussion for 1988-1989. 

Dr HOUENASSAOU HOUANGBE (Togo) said that the programme was a particularly important one 
and the fundamental basis for all activities. His country was of the opinion that it would 
be fitting in 1988 to celebrate the fortieth anniversary of the Organization not only in the 
usual manner but also by ensuring that primary health care policies were made better known. 
Other international governmental and nongovernmental organizations should be invited to 
participate in activities. Young people, women and workers must be shown the importance of 
the primary health care approach adopted at Alma -Ata. 

His country was putting its faith in the restructuring of the health system, adopted 
under its national health programme and elaborated in collaboration with WHO. The World Bank 
and USAID had agreed to assist Togo to establish a system of primary health care and enable 
it to implement related activities. At district and prefectural level, health leaders had 
been instructed on the introduction of the primary health care system and were currently 
being asked to collect information and carry out surveys to determine priority needs in order 
to see how, together with the local population concerned, problems were to be tackled. The 

strengthening of the role of district health workers in the socioeconomic development of 
villages and communities called for the prior collection of information for such workers and 
their assistants in order to carry out work at district level and coordinate it at 
prefectural level. Emphasis must be placed on the urgent problems requiring urgent 

solutions. At the same time, effective intersectoral action was required in order to 
facilitate collaboration with the officials and nongovernmental organizations working in the 
field. Much remained to be done in relation to information about primary health care to 

dispel the idea that health was not so much the basis of social and economic development as a 
field where expenditure failed to produce results. 

There was a great need to train health leaders in view of decentralization and the new 
methods of work so that they could become skilled in management, planning and other areas 
necessary to achieve the objective of health for all through primary health care. While 

there was general agreement that a primary health care system must be introduced, it was not 
certain that everyone would have the courage and strength of will to change existing 
structures. Such a decision gave rise to many problems, among both those in authority and 
technical staff, who were not always in favour of change. Assistance would have to be 

provided for some time to those countries which wished to reorient their health systems but 
had been unable to do so. That price would have to be paid if the objective of health for 
all by the year 2000 was to be achieved. 
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Dr TARIMO (Director, Division of Strengthening of Health Services) said that the number 

of delegates' questions and comments was a clear indication of the importance and relevance 
of programme activities being proposed in response to the current needs of countries. In 

response to comments from the delegates of China, Ethiopia, Indonesia, Togo and the Union of 
Soviet Socialist Republics, relating to activities at district level and the strengthening of 

district health systems, he said that it had been rightly pointed out that support at the 
district level must be seen as supporting overall national health systems. Within WHO, 
particular emphasis had been placed on supporting countries in activities for strengthening 
district health systems, particularly after the Director -General's statement on that aspect 
at the Thirty -ninth World Health Assembly. In almost all regions, series of activities had 
been developed in coordination with a steering committee at headquarters, bringing together 
programmes to ensure that their activities were coordinated and provided more effective 
support to regions and countries. Activities related to support and training in countries, 
including provision of training materials, as a number of delegates had mentioned, as well as 
support and participation in research and development in countries were under way. 

Referring to intersectoral action and with particular reference to the follow -up of 
technical discussions in 1986, he thanked the Swedish delegate for her suggestions for 

strengthening activities in that area. The suggestions made by the delegates from Canada, 
the Union of Soviet Socialist Republics, the United Kingdom and Uruguay had also been noted. 

The delegate from the United Kingdom had referred to primary health care in urban 
areas. Reference to district health systems in the programmes also included primary health 
care in urban areas, taking into account increasing migration trends from rural to urban 
areas which meant that almost every country was having to find better ways of organizing 
health care in urban areas. In addition to the European Region, other regions were 
implementing a number of activities involving the collection and exchange of innovative 
experiences in organizing primary health care in urban areas. 

The delegate from the German Democratic Republic had rightly referred to the importance 
of linking the activities presented under the current programme with those of other 
programmes. That was being done, for example, in the context of primary health care reviews, 
where several programmes were collaborating to support countries in the development of 
methodology for reviewing progress in primary health care, and as a result of the concept of 

the district health system itself, whose very nature implied contributions from several 
programmes in the development of training materials or actually in support to countries. The 
headquarters steering committee was facilitating all such efforts. 

Referring to the level of resources, he said that, in the table on page 91 of document 
РВ/88 -89, provision from other sources for the African and South -East Asia regions was shown 
as less in 1988 -1989 than in 1986 -1987 because the figures were based on estimates made at 
the time of preparation of the programme budget. As the period of the programme budget 
approached, it was to be expected that amounts from other sources would increase to stand at 
the same amount, or more, as the 1986 -1987 figures. In reply to questions concerning 
contingency cuts, he said that, while it was hoped that the situation could be rectified so 
that such cuts would not be implemented or could be absorbed elsewhere, it was planned to 

make every effort to obtain extrabudgetary resources so as to ensure that activities were 
implemented as planned. 

Health manpower (programme 5) 

The CHAIRMAN drew the attention of delegations to the highlights of the Acapulco 
Conference on Health manpower out of balance: conflicts and prospects,1 presented by the 
Executive Board to the Health Assembly through resolution EB79.R16. 

Professor FORGACS (representative of the Executive Board) said that the Executive Board 
had endorsed the strengthening of WHO activities in the integration of health systems and 
manpower development under programme 5. It had further urged support to national efforts to 
increase the focus on primary health care in undergraduate and postgraduate training. 
Although some countries were still facing an acute shortage of health manpower, the Board had 
emphasized the need to support countries in redressing present imbalances and preventing 

further imbalances in numbers, categories and quality of health personnel. 

1 Bankowski, Z. and Füldp, T., ed. Health manpower out of balance: conflicts and 
prospects. Highlights of the XXth CIOMS Conference, Acapulco, Mexico, 7-12 September 1986. 
Geneva, Council for International Organizations of Medical Sciences, 1987. 
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Professor BADALIK (Czechoslovakia), referring to the role of scientific research in 

improving the development of health manpower, said that the optimum qualitative and 

quantitative development of health manpower was a very complex process. Experience gained by 

a number of countries clearly showed that the approach to effective management of the process 

was often not sufficiently pragmatic. Decisions made by health leaders should be based on 
the results of operational research in various areas in order to avoid serious errors having 

serious and long -term effects on the development of health manpower. In an attempt to 
provide favourable conditions for appropriate research projects, Czechoslovakia, within the 
framework of its health research programme, had established a committee on health manpower 
training in order to concentrate executive potential on the most important problems relating 

to the development of health manpower and to manage, supervise and guide research in that 
area. In the light of the experience thus acquired Czechoslovakia had hosted a meeting of 
WHO experts, in Prague in 1981, on the problems of research on health manpower training. 

One of the main obstacles to the implementation of such research in some countries was 
the low standard of training of research workers and in order to overcome that obstacle his 
country had suggested to the Regional Office for Europe that courses for young research 

workers should be held periodically. 
The first international travelling seminar on the methodology of research on health 

manpower training had been held in 1986 in Warsaw, Prague, Bratislava and Budapest. On the 
basis of an evaluation of the preliminary experience, his delegation proposed that the next 

such course should enable a larger circle of interested specialists from a number of 
countries to be involved in related research activities, thereby providing an opportunity to 
lay the scientific foundation for decision -making in the management of health manpower 
developement. 

Miss BELMONT (United States of America) said that health manpower development was of 
critical importance to effective health care delivery and to the achievement of the goal of 
health for all. There was growing concern in industrialized and developing countries alike 
about the increasing imbalance in health manpower. In some areas, there was a surplus of 
health personnel - particularly medical aid dental graduates, many of whom were unemployed or 

facing unemployment - while in others there was a severe shortage, causing populations to be 

without even the most rudimentary of health care providers. It was evident that a balance 
had to be reached whereby health care providers were produced and used in terms of the health 
needs and health systems that those providers were to serve. She commended CIOMS for its 
foresight in organizing the Acapulco Conference. 

She supported the excellent resolution that the Executive Board had recommended to the 
Health Assembly, but had a few minor amendments to suggest, which would be handed in to the 
Secretariat. 

Dr AL -SAIF (Kuwait) said that health manpower was a programme of major importance to 
which due attention should be given by the Organization. In many countries faculties of 
medicine were unaware of the manpower requirements of ministries of health and were content 
merely to produce graduates without any concern for their future responsibilities. Thus, not 

only the provision of health services but also determination of the numbers and types of 

health manpower required fell to the ministries of health. It was therefore imperative that 
WHO seek a way to bridge that gap between the faculties of medicine and the ministries of 
health. 

He requested information from the Secretariat on the World Federation for Medical 
Education, which he believed was a body concerned with medical education throughout the world 
and with the organizing of international conferences on the matter. 

Mrs KADANDARA (Zimbabwe) said that health manpower had been widely discussed in WHO and 
in many other forums over the years. Research on the subject had already been carried out in 
Zimbabwe and, as a result, a detailed picture had been achieved of what manpower the country 
had, what it needed in the future and what its present output from its training institutions 
was. Consequently, it had been expected that the needed manpower - as far as nursing, for 
example, was concerned - could be provided and planned effectively. However, many areas of 

concern had arisen. Accurate planning of future nursing manpower had been rendered uncertain 
by the high mobility of nurses and the low salaries prevailing in the profession, which 
resulted in a high rate of attrition and slowed down provision of the many important services 
carried out by nurses, especially in primary health care. It should be remembered that in 

many developing countries nurses were often the sole health manpower resource. In Zimbabwe, 
a large proportion of the national budget had had to be set aside for training to compensate 
for the high rate of attrition and to maintain a certain minimum level of effectiveness. The 
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present position of nursing was like that of health services management and financial 
planning, where training had been neglected in the past but which was now the very sector 
expected to provide the health manpower information and primary health care data required to 
plan the health services. She therefore appealed to WHO to consider carefully whether major 
training resources should go to the training of medical personnel or should be directed to 
that of nurses, who - in Zimbabwe, for example, where there were few doctors - carried out 
98% of health activities in all areas, and particularly in rural areas. The nursing 
profession had not received adequate recognition of its priority role from WHO, which ought 
to provide more resources for nursing training. 

Mr VOIGTLAENDER (Federal Republic of Germany) said that the health manpower programme 

could in general be supported. The significance of optimal use of the right kind of trained 
personnel in health infrastructures could not be overemphasized. Cooperation between all 
those concerned in the entire health system would be welcome. However, the importance of 
private initiatives should not be neglected. 

He had a number of reservations regarding health manpower planning. The programme 
stemmed from the assumption that detailed health manpower planning could be carried out by 
individual countries, but that was not possible in the Federal Republic of Germany or in a 
number of other federal States. The basic right of vocational freedom and constitutional 
constraints did not allow direct control of health manpower training in order to meet 
demand. The programme statement thus appeared to be too narrow, since, as confirmed by the 
results of a working group held in the European Region, it did not apply to countries, such 
as the Federal Republic of Germany and a number of others, which had federal structures. He 
reserved the right to return to the subject when the resolution proposed by the Executive 
Board was under discussion, since that text reflected the same basic idea of a central 
national planning mechanism and a national health service, which obviously did not exist in 
many countries. 

Dr VARET (France) said that in view of the widely differing situations throughout the 
world, her delegation would support the resolution proposed by the Executive Board and wished 
to stress, in particular, the importance of the exchange of information recommended in 
paragraphs 23 and 24 of the programme statement in order to facilitate the planning of 
international action. It was also important, given the decline in resources, to ensure a 
high quality of training by improving evaluation methods and introducing more effective 
technologies in order to concentrate efforts and improve efficiency. Lastly, she recalled 
the Board's discussion at its seventy -first session on the policies of the Organization in 
respect of fellowships.) The principles worked out on that occasion were still relevant 
and she hoped that they were now generally applied., 

Dr HOSEIN (Trinidad and Tobago) said that the new Government of Trinidad and Tobago had 
recognized the failures in the areas of manpower planning in the past; it also recognized the 
imbalance in the country's present manpower and the need to reorient it towards primary 

health care. The excellent analysis of and suggested solutions to health manpower problems 
contained in the programme statement failed to mention one constraint that affected his 
country, if not others: that was the legal structure whereby the practice of many of the 
health professions was governed by independent legal bodies, such as the dental, nursing and 
other councils. The suggestions made would in such circumstances be a little difficult to 
implement. Those independent legal bodies controlling the health professions were also very 
resistant to change, which would hamper the creation of new categories of health 
professionals. He would be interested to know if other countries were experiencing similar 
constraints. 

The medical faculty of the University of the West Indies (1WI), located in the Caribbean 
subregion, had concentrated on producing doctors and nurses but had so far paid little 
attention to training in subjects allied to medicine, such as physiotherapy, dietetics, 
radiography and others. The new Government of Trinidad and Tobago had requested that an 
appropriate adjustment be made to the medical education programme at UWI and especially at 
the new medical sciences complex, a teaching and research hospital, to be built in Trinidad 

1 Document ЕВ71 /1983 /RЕС /2, pp. 138 -148. 
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and Tobago as part of the UWI medical faculty. Unfortunately, owing to its economic problems, 
Trinidad and Tobago was unable to meet the full cost of commissioning and running that 
institution and had requested assistance from РАНО. He was therefore concerned to note from 
paragraph 35 of the programme statement that there was to be a substantial decrease in 

provisions for health manpower in the Region of the Americas and feared that PAHO's ability to 
meet his country's request might be affected. 

Dr HABIB (Afghanistan) said that in Afghanistan a national health manpower policy and 

plan had been drawn up in 1980 and was reshaped from time to time to meet the country's 
needs. The plan emphasized not only the quantitative but also the qualitative projection of 

health and manpower. The Government, in attempting to extend health care to the under served 
population in rural areas, had adopted new legislation which provided reasonable incentives 
for all health workers working in hardship areas. Furthermore, all new graduates from medical 
education institutions had been exempted from military service provided they worked in rural 
areas. A continuing education programme had been devised with WHO assistance. Its 

implementation had led to reorientation of health personnel to primary health care. However, 

many problems still remained to be solved, among them the building up of national capabilities 
in the preparation and use of teaching and learning materials suitable for local needs. He 

appealed to WHO to give more emphasis to that area. The brain drain was another serious 
problem related to the health manpower programme that still prevailed in a number of 
countries, including Afghanistan, where it was intentionally encouraged by certain countries. 
He was confident, however, that WHO could play a major role in taking international measures 
to help solve the problem. 

Dr BANКOWSКI (Council for International Organizations of Medical Sciences), speaking at 

the invitation of the Chairman, said that for several years health leaders from both 
industrialized and developing countries had been expressing a deep concern about an 
unprecedented level of unemployment, particularly among medical and dental graduates in 
several countries. The number of unemployed physicians was poorly documented, but some data 
were available to illustrate that disturbing phenomenon. For example, 45 000 physicians were 
unemployed in Italy, 40 000 in India, 23 000 in Spain and 2500 in the Netherlands. The United 
States of America forecasted an excess of 70 000 physicians in 1990 and 150 000 in the year 
2000. In Mexico in 1984 there had been about 40 000 unemployed physicians and in Bangladesh 
more than 5000. Pakistan reported 6000 and Egypt 4000 unemployed physicians. According to 
present trends, the world faced the prospect of having 250 000 or more unemployed physicians 

by the year 2000. That would be a wasteful mockery in the year targeted to celebrate health 
for all, as was stated by one of the outstanding participants at the Acapulco Conference. 
Associations of unemployed physicians had been founded in Argentina, Bolivia, Chile, Mexico 
and the Netherlands. It should be underlined, however, that the shortage of certain 

categories of health workers remained, and would probably remain for a long time, a major 
problem in many developing countries. 

At the Acapulco Conference, the working documents were based on country studies, 
representing diverse economic, cultural and sociopolitical conditions which illustrated their 
respective health and manpower imbalances. In addition, several "issue papers" had been 
prepared concerned with the nature, scale, natural history, demography and economics of health 
manpower imbalances, covering not only physicians but also dentists, nurses and pharmacists. 
All those documents had been published in book form, and were available to delegates, as were 
the highlights of the Conference. 

After five days of deliberations, conducted in small working groups as well as in plenary 
sessions, the Conference had concluded that oversupply was only one manifestation of health 
manpower imbalance, since imbalances also occurred in the types, functions, distribution and 
quality of health workers. Very few countries, if any, were exempt from all such imbalances, 
and thus the need for action, both preventive and curative, was worldwide. The Conference had 
formulated a set of recommendations dealing with both preventive action and with interventions 
proposed to solve acute qualitative, as well as quantitative manpower imbalances. Among the 
preventive action, the Conference recommended a regular exchange of information between 
countries and urgent studies on that fast growing problem. Among radical action that might be 
taken to reduce the surplus of physicians, the Conference suggested limiting the intake into 
medical schools and /or restricting the number of foreign graduates licensed, postponing 
opening medical schools or considering closing existing ones, imposing a compulsory retirement 
age for physicians and imposing work -sharing on practising medical doctors. Those radical 
actions might prove politically sensitive and unpalatable to the professional groups 
involved. However, they might be necessary in the presence of severe complications. 
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The gist of the recommendations could be summarized by the following statement made by 
the Chairman of the Conference: "Concerted action is now imperative. Both quantitative and 
qualitative health manpower imbalance has serious implications for the attainment of health 
for all. We all agree that imbalances may be predicted and prevented; therefore, the 

necessary interventions have to be initiated now ". One of the important recommendations of 

the Conference was to alert not only health professionals and health policy- makers, but also 
policy- makers and the public at large about the present alarming trends and their forecast 

negative consequences for societies. In the implementation of that recommendation several 
articles were published in the press and radio interviews broadcast. The latest issue of 

World Health magazine had also been devoted to the subject. In addition, UNESCO was to 

distribute the document on the highlights of the Conference to its national committees. 
He was fully convinced that the Health Assembly in its wisdom would take appropriate 

decisions about what needed to be done in order to prevent development of further imbalances 
in health personnel and to treat existing imbalances. He assured the Health Assembly of the 
willingness of the Council to continue to collaborate in finding a solution to the 
pathological social problem under discussion, which would have not only negative social, 
economic and political consequences, but also completely new and extremely important ethical 
aspects. For those reasons there appeared to be a moral responsibility to initiate immediate 
action. 

The meeting rose at 17h20. 


