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THIRD MEETING 

Tuesday, 21 January 1992, at 9h00 

Chairman: Professor O. RANSOME-KUTI 

1. REPORTS OF THE REGIONAL DIRECTORS ON SIGNIFICANT REGIONAL DEVELOPMENTS, 

INCLUDING REGIONAL COMMITTEE MATTERS: Item 4 of the Agenda (continued) (documents 

EB89/3, EB89/4, EB89/5, EB89/6, EB89/7, and EB89/8) 

Dr KANYAMUPIRA said that the reports of the Regional Directors showed that, despite the 

appreciable progress made in 1991, the obstacles to the Organization's work were increasing. Economic 

difficulties had emerged a short while after the adoption of the Strategy for Health for All by the Year 2000, 

followed by a resurgence of communicable diseases, the appearance of the AIDS pandemic, the occurrence of 

many natural disasters, and sociopolitical upheaval in many Member States. 

W H O had so far displayed dynamism and great initiative in coping with those difficulties, and the 

Secretariat was to be congratulated on its efforts. Nevertheless, the difficulties mentioned in the Regional 

Directors' reports had become so substantial that there was now a need to reflect more seriously on the 

measures and strategies to be adopted by the Organization. He therefore supported Dr Mason's proposal for 

the establishment of a subcommittee of the Board. 

He was pleased to note that several initiatives had been taken in the African Region, particularly the 

mobilization of high-level political commitment, as shown by the Abuja declaration and the Bujumbura appeal. 

Their impact, however, might be greatly weakened by the advent of democratization, as a consequence of 

which many leaders were worried for their future. In such a situation, WHO should do all it could to promote 

health at the district level. The Organization's country offices should also be strengthened by the establishment 

of teams to support primary health care at the community level. 

Dr YOOSUF commended the Regional Directors on their reports, particularly the Regional Director for 

South-East Asia. In that Region much progress had been made in moving away from vertical programme 

structures, and comprehensive services, collaborative efforts and managerial problem-solving had come to the 

forefront. However, closer attention needed to be given to the development of managerial capacities and more 

funds had to be allocated for that purpose. 

In the first evaluation of the health-for-all strategy, in 1985, it had become clear that a considerable effort 

had been made to develop health policies related to the primary health care concept, and plans to develop 

primary health care manpower had emerged. Nevertheless, not enough work had yet been done to raise the 

productivity of primary health care workers through better management. The provision of incentives and the 

development of alternative, more cost-effective and more efficient strategies and evaluation procedures were 

needed. While much had been achieved in lowering various morbidity and mortality indicators, the gains had 

not been as great as they should have been because of the shortage of manpower and managerial capacity. In 

the new era of progress in intersectoral collaboration and of movement towards a more people-oriented 

development, the health sector might have to take on a problem-solving role in intersectoral diplomacy, in 

which greater emphasis on the development of health manpower capacities and managerial potential would be 

required. The South-East Asia Region had already taken steps in that direction and was moving towards 

sustainable development in health and other areas. 

Dr GONZALEZ POSSO noted that in the Board's discussion concern had been expressed regarding the 

reduction of the resources available to the Organization, although, as the Regional Director for the Americas 

had observed, the reduction had paradoxically led to an improvement in public health as a result of the efforts 

made by individuals to survive. People wondered whether, over and above the slogan of Health for All by the 

Year 2000, there was any unifying concept in the Organization. In his opinion, the main problem was what to 

do at a time when the world balance of power had been qualitatively changed after the most important events 

since the Second World War. The disappearance of the Soviet Union and other changes in Eastern Europe, 

the Gulf War and new local wars had all affected WHO. Particularly disturbing in the Region of the Americas 

was the fact that health was being pushed into the background by market forces and neoliberal concepts. Even 

the place occupied by health within states was being reviewed. Up to the 1980s health had been universally 

recognised as an essential public service, but that common assessment was now being revised. Certain central 

ideas would have to be examined and some of them revised. They included the insistence on the common goal 
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of health for all and the concept of health as a public service to which the private sector also contributed. 

Solidarity and integration could give unity and meaning to policies. WHO's leadership was the central problem 

at the moment, and the conditions in which it could be exercised should be the major concern of the Executive 

Board. 

Dr PAZ-ZAMORA thanked the Director-General for his statement at the first meeting, in which he had 

provided a picture of the real role to be played by the Executive Board. Given the limited duration of its 

sessions, the statements made by the Director-General and the reports of the Regional Directors were of 

especial importance. He had been particularly struck by the report of the Regional Director for Europe, with 

its references to the extraordinary events in that Region and to the action taken by countries and by the 

Regional Office. 

It was gratifying to note that in the Region of the Americas many governments were taking a greater 

interest in health matters than ever before and that the parliaments in the Region had begun to operate 

dynamically through fiscal monitoring activities and the formulation of specific policies. That approach should 

be followed up. 

Several countries in different regions were obtaining loans for the first time. International credit 

institutions were beginning to invest in health, and national systems and services were being strengthened. It 

was, however, questionable whether the human resources required to be responsible for those services were 

being trained in sufficient numbers. He wondered whether W H O could not convince universities in the Region 

of the Americas that what was needed was human resources geared to reality. He supported Dr Mason's idea 

concerning the establishment of a subcommittee of the Board. 

Dr GRILLO (alternate to Dr Delpiazzo) considered that, if a subcommittee were to be created, it should 

be small, efficient, and of finite duration. 

Dr DAGA recalled that, in 1991, the Director-General had referred to the three dimensions of health: 

the political, the economic, and the social. If any of those dimensions was in disharmony with the others, 

problems arose. A glance around the world, particularly at Africa, showed that all three were in disharmony; 

there was a real crisis, and health had to bear the burden of all the problems that had arisen as a result. 

When a further evaluation was made in a few years' time, there was a real risk that it would be found that 

progress had been reduced because the political dimension was not in harmony with the other two. The crisis 

could not be resolved by a single committee or subcommittee set up to consider the work done by WHO 

together with other United Nations agencies. Such a committee could merely highlight the situation. The 

problem was a very serious one which required analysis, and a document on it would be helpful. 

Dr KO KO (Regional Director for South-East Asia) noted that some of the points raised during the 

discussion were of relevance to his Region, for instance, AIDS, communicable diseases, maternal mortality, 

deafness, the underprivileged, the evaluation of health-for-all strategies and remedial measures. He would 

speak on those matters under the appropriate agenda items. Deafness, however, was unlikely to be discussed 

later in the session. The problem of deafness - like other emerging problems, such as diabetes, allergies, 

genetic diseases, the health of the elderly, and accidents • had always been present but was now being given its 

due recognition. In the South-East Asia Region it had been decided that the initial step in the campaign 

against deafness should be to establish the facts by epidemiological situation analysis and problem 

identification so that the international community could be presented with a case and made aware of the 

problems. In combating the condition, the Regional Office was working in cooperation with the International 

Federation of Oto-Rhino-Laryngological Societies (IFOS), IMPACT (International Initiative against Avoidable 

Disablement), and several national associations inside and outside the region, including a collaborating centre 

in Bangkok which concentrated on training. However, unless more extrabudgetary resources could be 

mobilized, it would be difficult to make much progress. 

Regarding reporting by the Regional Directors, it would be difficult to systematize their reports because 

the regions themselves were so very diverse. Improvements certainly could be made, but it would be necessary 

to know how much detail the Board really wanted. For example, did the Board wish to look into the details of 

what was happening in individual countries, or was that the role of the regional committees, with the Board 

giving overall guidance through the Director-General? Supplementary details could be supplied by the 

Regional Directors if Board members requested them. 

Dr Mason had suggested a review of the question whether WHO was fulfilling its leadership role in 

health matters. The question was a crucial and relevant one, but WHO did not operate in a vacuum and he 

could assure the Board that it did take a leading role in health in many countries of all regions. In any such 
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review it would be necessary to take account of the whole situation, including not only the interactions between 

WHO's different organs (the Health Assembly, the Executive Board, and the Secretariat), but also within them, 

for instance, at headquarters, in the regions, and in countries. The main concern should be to ascertain how 

WHO's leadership role could be improved. 

Dr GUERRA DE MACEDO (Regional Director for the Americas) said that while the reports of the 

Regional Directors were by their nature restricted to certain aspects of the Organization's activities in the 

regions, together they expressed the wealth of experience accumulated in the different regions as a result of 

the their diversity and formed part of a common body. Perhaps decentralization, rather than having been 

carried too far, was still somewhat limited. 

It was important to focus on the political dimension of health in view of the fact that health was an 

outcome of the social process and, in particular, of the exercise of power in societies throughout their historical 

development. The political pressure that health could bring to bear, which was closely related to the 

Organization's ability to respond to health problems, was dependent upon the will of the governments of the 

Member States that made up the Organization. 

Referring to Professor Borgoño's comment concerning cholera, he confirmed that it was believed in the 

Region that cholera would remain endemic in the Region and that it was therefore necessary to undertake a 

long-term effort to improve infrastructure and living standards. 

Regarding Dr Violaki-Paraskeva's remark on women, health and development, he said that the Region 

was very proud of its programme and believed that women had the potential to contribute not only to 

improving their own health but to improving health in general. In the Americas not only was the role of 

women in health and in development one of "strategic orientations'1 of the Organization part of the global 

strategy, but it also formed a specific programme going beyond providing health services in the context of 

maternal and child health care to cover the role of women in development and indeed in society as a whole 

and in relation to women's rights as full citizens. 

Concerning the question of Dr Violaki-Paraskeva about the Pan American Institute for Food Protection 

and Zoonoses, he explained that nine or 10 Pan American centres had been established in the Region to 

develop research and technological advance in different programme areas, as well as to support technical 

cooperation efforts. One of those, the Pan American Zoonoses Centre, in Argentina, had closed in 1991 and 

was being replaced by the new institute, which was of a somewhat broader nature, being concerned not only 

with zoonoses but also with food protection, in order to emphasize the importance of the quality of food 

products in relation both to nutritional value and to defining the standards and quality control needed for the 

development of common markets within the region and for trade with the rest of the world. The new institute 

had started up in La Paz at the beginning of 1992 and was expected to be fully operational by July. 

The DIRECTOR-GENERAL said that the preceding discussion had constituted an interesting 

introductory stage to the very important problem facing the Organization and health systems as a whole. 

Members of the Board had clearly recognized that there was a crisis of transition and mutation as a result of 

the current climate of political change and the health, social and economic issues which it was engendering. 

Indeed, health had become a political matter at all levels - within the United Nations system, in the regions 

and in countries. For that reason he welcomed the suggestion made by Dr Mason to establish a committee or 

working group to work together with the Secretariat to provide a substantive basis for proposals on the future 

action to be taken by W H O and the future of health systems and health services, the implementation of which 

could be monitored and evaluated through the Programme Committee or the Executive Board. Discussion to 

establish precise terms of reference would be appropriate in the context of item 7 of the agenda. 

In relation to discussion about health as a political issue, there had been lengthy debate in the United 

Nations system concerning the right of intervention and how international and intergovernmental organizations 

might proceed, while continuing to respect the sovereignty of their Member States. The role of both 

governments and states had to be taken into account in that respect; WHO, for example, worked with 

governments and recognized states, while being firmly situated politically within the United Nations system. At 

the same time, it should be noted that in the WHO Constitution, one of the functions attributed to the 

Organization was to intervene to provide health assistance in emergency situations; there were in that 

connection growing expectations that W H O should play a role in conjunction with humanitarian assistance 

agencies in both execution and operation at country level. 

Political constraints were accompanied by strict financial constraints, as a result of the dichotomy 

between the perception of W H O and health on the one hand and of humanitarian action and assistance on the 

other. Whereas, at the end of the preceding century, human rights had often been regarded in terms of 
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charity, since the Declaration of Alma-Ata, it had been recognized that human rights in terms of health were a 

matter of social justice and equity. 

It was therefore timely to look closely at the question of health leadership in terms of overall 

development at global and country levels. In that respect, the twofold concern arising from political aspects 

and public information - with their associated economic factors - and from the still strong sense of health 

professionalism and bureaucracy had to be recognized to achieve consensus and harmonization. The Board 

had already identified several issues which the current crisis had generated, which would no doubt be reflected 

in the Ninth General Programme of Work and possibly in the approach to programme implementation even 

before then. 

2. IMPLEMENTATION OF THE GLOBAL STRATEGY FOR HEALTH FOR ALL BY THE YEAR 2000: 

SECOND EVALUATION AND EIGHTH REPORT ON THE WORLD HEALTH SITUATION: Item 6 of 

the Agenda (document EB89/10) 

Dr JARDEL (Assistant Director-General), introducing document EB89/10, said that the second 

evaluation of implementation of the global strategy was based on national reports and on the evaluation 

reports on regional data, as well as information from WHO programmes and other sources. There had been a 

marked improvement since the first evaluation in the quality of the data received; to date 151 out of 168 

countries - representing 96% of the world population - had presented reports. The document before the Board 

should be considered as a draft, since it was to be updated to include the most recently received reports as well 

as supplementary information and any modifications that the Board might wish to make before being issued in 

final version. The document comprised 8 main chapters. Chapter 1 described changes in the political, 

economic, demographic, social and technical environment and their relation to health; Chapters 2-6 described 

general developments in health systems, health coverage (particularly primary health care), and utilization, 

mobilization and development of health resources, health status and the relationship between health and the 

environment; Chapter 7 was a synthesis of the preceding chapters in an effort to evaluate the progress, 

appropriateness, effectiveness and impact of implementation; and Chapter 8 sought to outline the future 

trends and challenges the international community would have to face in order to advance the concept of 

health for all. 

Concerning the most significant results of the evaluation, analysis of socioeconomic factors had revealed 

a trend towards recognizing the importance of health as a basic element of development. Increasing literacy 

and the recognition of the role of women in development were favourable factors in health development, but 

the world economic situation of the 1980s, population trends in developing countries, social and political unrest 

in some countries, and natural and man-made disasters had meant that many countries had not been able to 

sustain their socioeconomic development and that the health sector in particular had suffered. Socioeconomic 

imbalance and its effects on the increase in poverty together with population imbalance and overpopulation in 

cities had had severe consequences on environmental health and on the provision of safe water, hygiene and 

accommodation, particularly in the poorest countries. While commitment to the health-for-ail aims remained, 

the implementation of strategies to achieve them had in many cases slowed down as a result not only of 

economic factors but also of the rigidity of health systems, the difficulty of integrating health activities into an 

often weak infrastructure, the difficulty of achieving real participation among all sectors, and inadequate health 

systems management. At the global level, health status measured in terms of traditional indicators such as life 

expectancy and child mortality was constantly improving and the gap between the industrialized and the 

developing countries was becoming narrower. However, the gap between the least advanced countries and the 

others was widening. There were indications that differences within countries were increasing. In the 

developing countries, the epidemiological shift was continuing: cardiovascular diseases and cancer continued to 

increase, several tropical diseases were showing a disturbing increase, and the AIDS pandemic continued. 

However, as a result of immunization programmes, preventable diseases among children were showing a 

marked decline. While the availability of essential health care was increasing over all, there were marked 

differences in the coverage provided by the different elements of primary health care, suggesting that much 

remained to be done to implement integrated health care. In many cases, differences in coverage between the 

developed and the least developed countries were tending to increase. Per capita health expenditure continued 

to increase in the industrialized countries whereas it was decreasing in most developing countries. Moreover, 

there were few signs of any significant transfer of resources towards peripheral activities, particularly in the 

developing countries. At the same time, new financing approaches were being developed, with increasing 

contributions from the private and the nongovernmental sectors. The imbalance in the distribution of health 



EB89/SR/3 
page 6 

personnel remained a major obstacle to the implementation of strategies. Low productivity as a result of poor 

working conditions and remuneration was an a ating factor in many countries. 

In summary, substantial results had been 5ved. However, while the gap between the developing and 

developed countries appeared to be lessening, that between the least developed countries and the other 

developing countries had grown. Furthermore, there were increasing disparities between certain population 

groups within countries. In addition, while there was a solid political commitment to and a sound base for the 

health-for-all strategy, that had not necessarily led to a more equitable distribution of resources. A major 

problem was the lack of coordination between the various programmes within the health sector and insufficient 

coordination with other sectors. 

The report provided an update of the five challenges for monitoring the progress of the health-for-all 

strategy, as outlined in the previous report. The first challenge was addressed to governments, which should 

sustain their commitment to resolve social inequities, in particular with regard to underserved populations. 

The second challenge concerned the reorientation of health systems, which implied a new definition of the role 

of governments in health care. Increased attention should be given to health promotion and disease prevention, 

the quality of care, decentralization, the development of private and nongovernmental sectors, and 

strengthening the role of the communities. The third challenge was to find better methods for financing health 

programmes, methods which could at once resolve the problems of inequality and inefficiency and control the 

overall level of health budgets. The fourth challenge concerned the expansion of managerial capacities, with an 

emphasis on improved coordination between the various health sectors and on the link between health and 

development. The final challenge involved the need for greater international cooperation in the health field. 

In particular, it was necessary to improve the technical and administrative aspects of W H O collaboration with 

countries and to mobilize more resources for the least developed countries. 

In conclusion, sustainable health development required a new framework, one that was based on the 

principles of equity in health care and equality of access to primary health care and which was designed to 

mobilize resources for priority health needs and population groups. 

Dr KIM WON H O said that the concept of health equity, defined as universal health coverage with care, 

provided according to need, had been recognized as an important element in the health-for-all strategy since it 

served to reduce the gap between countries and between different groups within countries. Yet great 

discrepancies remained between the health situation in the developed and the developing countries, in 

particular the least developed countries, where health problems such as tropical diseases, nutritional 

deficiencies and AIDS posed serious threats to the well-being of the population. That situation was 

unacceptable and led to only one conclusion: priority must be given to improving the situation in the 

developing countries. 

Primary health care was a key element in the overall provision of health care and should be developed 

further. Efforts should be geared towards improving the overall quality, organization, services and 

methodology of primary health care. Special attention should be paid to strengthening district health systems. 

W H O should increase its financial, material and technical support for primary health care in the 

developing countries, in particular the least developed countries. Moreover, it should provide accurate 

evaluations of the effectiveness of its programmes and direct greater efforts towards identifying concrete 

methods of project implementation. 

Dr CARVALHO said that in general the health-for-all movement had produced positive results. 

However, the current economic, social and political difficulties of the developing countries and the somewhat 

bleak economic outlook for the future called into question the viability of the health-for-all strategy. Of course, 

certain countries could point to significant developments in their health situation; at the same time, those 

same countries were far from achieving the goals of health for all by the year 2000. 

While the application of the health-for-all strategy depended essentially on the countries themselves, 

international support was also important. In principle, WHO should be a leader in providing such support; 

yet, he had the impression that, in his own country at least, the Organization was beginning to be 

overshadowed by other agencies, which were carrying out many more activities in the field. 

Perhaps the theme should in future be changed to "All for health" since that was a prerequisite for the 

survival of mankind. He hoped also that there would be a more equitable distribution of resources, thereby 

changing the direction of the health curve. WHO had an important role to play in that respect, particularly 

within the United Nations system. 

In conclusion, he fully agreed with Dr Jardel about the challenges for the future. 
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Dr LU RUSHAN (alternate to Mr Song Yunfu), said that the report offered a comprehensive review of 

political, economic, demographic and social development trends and reflected the current status of the health 

sector. The implementation of the health-for-all strategy had already brought about marked progress in the 

world health situation. 

The report confirmed that there was a global trend away from health services research. The emphasis 

was being placed instead on people as the centre of development, stressing that human beings had a role as 

protagonists in their own development, that each individual was responsible for his own well-being and health. 

Furthermore, good health constituted a dividend for the development of all sectors of society. It was the 

mission of W H O to guarantee a constant renewal of highly productive manpower. 

Socioeconomic development was a prerequisite for health development; however, the current world 

economic situation could not support sustainable development. The conditions in many countries, in particular 

the least developed countries, were so difficult that they were no longer able to develop health systems based 

on primary health care. 

Chapter 8 of the report, Outlook for the Future, pointed out that in identifying future trends in health, 

two kinds of environments had been taken into consideration: external and internal. The external 

environment required that broad support and cooperation be obtained from sectors other than health; the 

internal environment referred to the notion that the health sector should progressively refine its mechanisms 

and should adapt them to specific national situations. 

Chapter 8 also provided analyses of future trends in six different areas, which would serve as concrete 

guidelines for Member States in developing their health systems and in implementing the health-for-all 

strategy. 

Finally, he agreed with the five new challenges outlined by Dr Jardel. 

Mr AL-SAKKAF said that the high country response rate achieved in the second evaluation 

demonstrated the close cooperation between the Organization and its Members. The strengthening of national 

capabilities would lay the foundation for national development. In addition, the participation of all the sectors 

concerned, especially those responsible for sanitation and the provision of drinking-water, was vital to the 

improvement of health conditions at the national and international levels. 

A number of countries had been placing increased emphasis on social participation in health 

development as a means of expanding health care and strengthening cooperation between the various sectors 

of society. Another positive trend was the participation of various sectors in health development. WHO would 

do well to study in detail how those approaches were being used. 

Mr MORTENSEN (alternate to Mr Varder) said that the second evaluation of the health-for-all strategy 

had given Member States a welcome opportunity to present their experiences, to identify problems and to 

suggest actions to be taken by WHO. However, the report might raise doubts about the next step to be taken. 

It was his belief that the Organization's first task should be to update the primary health care strategy. It 

should begin by clarifying its own role as well as that of governments and communities and by seeking 

appropriate financing mechanisms, with special attention to populations in greatest need. Other major 

elements involved in the process were activities to strengthen technical and managerial operations at WHO 

country offices, improve coordination of health activities within the United Nations system, and accelerate 

implementation of health-for-all strategies. 

He wondered how the primary health care concept could be further developed and made more 

operational, and whether there were any plans to intensify efforts to meet the challenge of the alarming health 

crisis in Africa described in the report. 

Mr CARTER said that in his Region, health matters were receiving much greater recognition, with 

governments giving high priority to the concept of health for all. In his opinion, that represented a worldwide 

trend, a fact which should put to rest any concerns as to whether the health sector would receive adequate 

attention in the years to come. 

There was also growing awareness in his Region that marginalization was unacceptable. The Bahamas 

was located between a very rich and a very poor country, a fact relevant to any analysis of health systems. The 

Bahamas could not help but be affected by the difficult health conditions in Haiti, neither could it ignore the 

wide range of health services available in the United States of America - the challenge was to keep its own 

health priorities realistic. 

Despite the wealth of scientific information available, the collective effort of so many high-level 

professionals and all the financial support for health systems development, the world health situation was not 

improving. Preventable diseases were on the rise and the spread of AIDS could not be stopped. In his view, 
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those failures were due to an inability to communicate properly with governments or with the people. That 

was the real challenge confronting WHO over the next few years. The new priority being accorded to health 

provided the perfect opportunity for WHO to revert to its true role of assisting governments and people in 

solving health problems around the world. 

The CHAIRMAN, speaking in his personal capacity, said that he agreed with Mr Carter's observations, 

in particular that health organizations had still not found the best way of communicating with people and 

changing their behaviour. It was true that many changes had to take place before the goal of health for all 

could be attained. Nevertheless, it was important to bear in mind that there had been many innovations over 

the years and that W H O had many successes to its credit. It had tackled a large number of very difficult 

problems, for example, bringing modern health practices to traditional communities. In general, it could be 

said that many health problems had been solved in the 15 years since the Alma-Ata Declaration. 

Professor JABLENSKY said the eighth report on the world health situation came at an important 

juncture and would be of special importance as a reference point. A comprehensive and authoritative 

statement by WHO on the world health situation that was relevant, cogent and contained reliable and in-depth 

analysis was certainly needed. The report aimed to provide a picture of world health, yet that picture was 

made up of a series of puzzle pieces, each from a different part of the globe and produced under widely 

differing circumstances. They varied in their information content, source and processing method and were 

influenced by the unconscious introduction of fixed expectations and selectivity in data gathering. Hence the 

need for a preface or annex giving an honest and critical discussion of the methodology and its constraints. 

In the report's presentation, the intermingling of facts and evaluative statements should be avoided. A 

phrase like "Countries seem to have felt a greater sense of responsibility...", found in the first paragraph of the 

executive summary, was a generalization that did not advance the discussion. Such generalizations were all too 

frequent in WHO documents, and often resulted in inconsistencies. The report should be revised carefully to 

eliminate any contradictions prior to its submission to the Health Assembly. 

Professor BORGONO said the second evaluation of implementation of the strategy for health for all 

represented a significant advance over the first. The collection of information, not only from countries but also 

from WHO and other international organizations, was a useful innovation. Such data were often 

complementary and could only enhance the content of the report. Country response had been excellent, nearly 

90%. Before its submission to the Health Assembly, the report should be shortened. The incorporation of 

material in annexes, as suggested, might facilitate its consideration. It was very important for the evaluation to 

be taken into account in the preparation of the Ninth General Programme of Work. 

One problem identified in the report, and requiring further work, was the growing inequity in the health 

situations of different countries and of different population groups within countries. International and bilateral 

financing agencies had apparently failed to reorient significantly their priorities regarding aid to the least 

developed countries. Another major problem was that, while some progress had been made, a real increase in 

community involvement in primary health care and general health care programmes had yet to be achieved. 

The advances in medical training programmes were noteworthy. Training for all members of health care 

teams - not just physicians and nurses • should be a priority clearly expressed in W H O programmes, 

particularly in the Ninth General Programme of Work. 

The efforts made by W H O and Member States to compile timely and relevant data had yielded more 

valid statistical information, showing that the health situation in most parts of the world had improved. On the 

basis of that information, WHO's future activities at the national, regional and world level must be redefined 

with a view to ensuring rapid and realistic implementation of public health programmes and sustainable 

development. 

Dr KOMBA-KONO, referring to chapter 1 (Global socioeconomic development trends) of the report, 

said the use by the least developed countries of international aid resources for the achievement of health for 

all through primary health care strategies had not always proceeded free of problems. Such aid resources 

reflected the policies and strategies of the donors, which were not always in line with those of the recipients, 

adversely affecting the ability of the latter to implement their own policies. Donors must learn to acknowledge 

local policies and strategies. 

Dr SHAMLAYE said that although there had been a high country response rate, data for many 

indicators were incomplete. That problem should be rectified before the final version of the document was 

submitted to the Health Assembly. Small countries with a population of less than 300 000 had been excluded 
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from coverage under certain indicators. While the statistical arguments for doing so were strong, it meant that 

some 12% of the total membership of W H O were being left out. He did not agree that the length of the 

document should be reduced; it would be useful to include full and specific country data, perhaps as an annex, 

as well as a summary of global indicators. 

Dr CABA-MARTIN warned against undue rejoicing over the situation described in the report. While, 

progress had been made in respect of some targets, notably infant mortality, maternal health and life 

expectancy, in other areas, there had been stagnation or even regression. There had been an alarming overall 

increase in inequity in health; the gap between developed and developing countries had continued to grow. 

Lifestyles and risk factors remained unchanged. 

He believed priority should be given, in the context of the second evaluation, to three areas: inequities 

in health, environmental risks and their effect on health, and lifestyles. Viable data on those problems must be 

sought at the regional and national levels as well as from governmental and nongovernmental organizations. 

Though that would not be easy, it would be worthwhile, for it would contribute to a better knowledge of the 

real situation in each country. In Spain, for example, the health-for-all strategy had first been applied locally 

before its implementation nationally, and that approach had revealed considerable inequities between 

communities. 

It would be useful to evaluate the success of the health-for-all strategy, not only in terms of mortality and 

morbidity, but also in relation to quality of life. The report revealed the need to reduce the emphasis on 

medical matters in the work of WHO; while such matters were of great importance, experience had shown 

that political, economic and social problems had an enormous impact as well. 

Dr KOSENKO said the second evaluation of implementation of WHO's health-for-all strategy had shown 

that important steps had been taken towards achievement of health for all. The evaluation had occurred at a 

time of complex political and socioeconomic transformation in Europe and throughout the world. Further, the 

methodology had been improved. Analysis of its results and comparison of country indicators would give a 

clearer idea of urgent tasks and encouraging prospects. The material in the report was so valuable that it 

should be made widely available to countries, organizations and professional groups. Primary health care, as a 

key element of the health-for-all strategy, should be expanded and strengthened. 

He agreed with previous speakers that the report was rather long, especially the first chapter, and that 

the language used was frequently complex and vague. Further, a clearer correlation should be drawn between 

WHO's efforts and their effects on health, although the difficulty of such a task was evident, given the volume 

of material provided by Member States. 

Dr VIOLAKI-PARASKEVA noted that the second evaluation was based on regional reports derived 

from national contributions; while W H O could be held responsible for the formulation and presentation of the 

document, its thrust was determined solely by the performance of countries. The report revealed a trend in 

health development towards greater involvement of individuals and the community in policy-making. It was 

disappointing to see that health systems based on primary health care had not always been applied adequately 

by countries. An inequitable distribution of health personnel often persisted. In implementing the global 

strategy for health for all, attention should be paid to the economic, social and ethical problems raised by 

advanced technology. The information given in the report was more than satisfactory, but consideration might 

be given to including regional reports as an appendix. 

Dr DAGA said that in reading the document it must be kept in mind that none of the indicators were 

weighted. Taken together, they showed that progress had been made, but if they were reviewed separately, the 

progress appeared less impressive. Moreover, certain problems did not emerge from the overall approach 

taken in the document, and if anything it should be expanded rather than shortened, in order to cover them. 

In his country, for example, distribution of health care personnel between urban and rural areas was 

unsatisfactory, but that did not emerge from the statistics on health care workers trained. He fully agreed with 

Dr Jardel on the five challenges that countries must face in order to secure greater health for all by the year 

2000. 

Mr TAGUIWALO said the report successfully overcame the difficult problem of generalizing in a 

situation of diversity and relative lack of information. It might be useful to try to discern patterns that had 

governed the strategy's implementation in various Member States. W H O continued to have ministries of 

health as its main interlocutors, yet it was increasingly evident that health was affected by issues not solely 

within their mandates. An indication should be given of how far other ministries - of finance and the interior, 



EB89/SR/3 
page 10 

for example - were committed to the health-for-all strategy. He agreed on the importance of the five 

challenges outlined in chapter 8 but thought an attempt must be made to describe the institutional framework 

for dealing with those challenges within WHO, national bureaucracies and agencies involved in health. What 

was the role of government, for example? To what extent did ministries of health have the knowledge and 

capacity to mobilize financial resources? 

Dr YOOSUF said that, despite some internal inconsistencies, the report described well the problems and 

challenges facing countries. Chapter 8 outlined five main challenges, which related largely to managerial 

inadequacy. The implications of those challenges could have been spelt out more clearly. There was a need to 

accelerate policy and programme implementation, to clarify future governmental roles in health, to strengthen 

managerial capability and to raise quality while controlling costs, that is, to increase efficiency and 

effectiveness. While W H O had done much to improve management at country level, especially in health 

planning and evaluation, a focus on the training and employment of health personnel had diverted attention 

from the overall management process. The need to strengthen the management of national programmes and 

their resources remained and a new thrust was required from W H O to develop new management styles. All 

available resources (such as nongovernmental organizations and consultants) should be tapped and more 

attention should be given to country-specific needs - smaller and poorer countries often required extra support. 

Developing managerial capacity not only helped countries to make their programmes more efficient but 

indirectly cut W H O costs, an important consideration in view of the financial constraints faced by the 

Organization. Much management training was currently given in the context of vertical programmes, for 

example, EPI, tuberculosis and leprosy which met the needs of those particular sectors but did not give 

adequate emphasis to the holistic nature of the health system. Bearing in mind the holistic paradigm, with its 

emphasis on intersectorality, it was clear that people increasingly needed to be trained to see the whole world 

as one. Managerial capacities could be developed through a wide range of experience in different health areas, 

ultimately resulting in expertise in looking at the whole system. But such a method was time consuming and 

there was little time left to meet the goal of health for all by the year 2000. Going beyond that goal, the aim 

was to give populations the best health care as quickly as possible, hence the need to find quicker ways of 

developing holistic managerial capacity. WHO should act to speed up such processes at national level. 

Dr MONEKOSSO (Regional Director for Africa) thanked Mr Mortensen for his concern about the 

desperate health situation in Africa. It was worthwhile recalling that, during the 1960s and 1970s, dramatic 

improvements had been made in all areas of health work, but the 1974 oil crisis had resulted in economic, 

social and political destabilization in Africa, with severe consequences for health, particularly affecting life-

style, demographic patterns, environmental management and the health services. The early 1980s had thus 

seen a downturn in the health situation. The Regional Office for Africa had made efforts to deal with the 

problems and had achieved some striking successes, for example in the vaccination of children. Unfortunately, 

such successes were not sufficient to change the overall situation. 

In answer to Mr Mortensen, he said that all the countries in Africa had developed a people-oriented, 

community-based, district-managed framework for primary health care, as well as community health indicators 

that were complementary to the global indicators but could be derived at district level without the need for 

expert assistance. Those organizational changes alone could not eradicate disease; but they provided a 

framework for progress. Reference had been made to the holistic approach: the W H O structure in the 

African Region had been transformed from an essentially bureaucratic presence at regional and country level 

to W H O country teams set up to implement practical activities. A series of seminars and workshops had been 

held for WHO representatives who had now become active partners with governments, rather than playing a 

purely diplomatic role. Professor Ransome-Kuti had referred to the difficulty of changing traditional attitudes. 

In that respect, the possible contribution of traditional practitioners was not being overlooked. The framework 

could be of particular value in the prevention and control of AIDS, since, in the final analysis, such outcomes 

rested on individual, family and group behaviour and decisions. Progress would be made by mobilizing society 

as a whole, as well as the groups within society. The African Region was looking for sympathetic support from 

all concerned, especially the international community. One particular difficulty was that of attracting high 

quality personnel. Not everyone wanted to live and work in Africa, especially as living conditions could be 

difficult. Perhaps the remarks of Mr Mortensen and others could be interpreted as a plea that WHO should 

make Africa its priority for the time being • a breakthrough could be made by mobilizing all resources. The 

African Region was doing its best not to remain the weakest link in the global health chain, but support from 

its sympathetic partners worldwide was needed. 
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Dr JARDEL (Assistant Director-General) said that account would be taken of the various comments in 

drawing up the final version of the report. It might be possible, through the use of annexes, to meet the calls 

for both brevity and greater detail. Tlie methodology would be described more fiilly and every effort would be 

made to correct inconsistencies in the text. It should be recalled, however, that a global synthesis could not 

cover every single question, and that the final report would be accompanied by six regional reports, as for the 

first evaluation. The report set out what should be done and why; those statements should be translated into 

action but the report itself did not indicate how that should be done. The information presented should be 

seen in the context of the guidelines presented by the Director-General in a discussion paper entitled "A 

paradigm for health: a framework for new public health action" (document EB89/11) to be considered under 

item 7.1 of the agenda. The consequences for W H O programmes should be taken into account in the Ninth 

General Programme of Work. 

The DIRECTOR-GENERAL, responding to comments about the inconsistency of data, highlighted the 

problem posed by small countries, those with populations of less than, say, 100 000. To take a hypothetical 

example, two or three accidental deaths of children in a small country could dramatically increase child 

mortality rates, whereas an increase in the export of a single commodity could greatly increase per capita gross 

national product. It could then be erroneously concluded that economic development had an adverse impact 

on child mortality. Data analysis was evidently a complex task. There was no system-wide information system 

within the United Nations. WHO itself was mandated to report on strategy implementation every three years 

and had not yet been able to set up daily, monthly or yearly information systems. Despite the effort and 

investment in health information and statistics and information system development, W H O was not yet able to 

offer an Organization-wide health information service to Member States. But if W H O did not offer such a 

service, Member States would not be encouraged to collaborate by responding to WHO's requests for 

information. The need for greater information from Member States was nevertheless clear. For example, 

some developing countries reported primary health care coverage of around 80% but also stated that about 

60% of the population consulted traditional medical practitioners. It could not be determined from the 

available data whether the traditional practitioners had been retrained to work in primary health care or 

whether primary health care and traditional practitioners constituted two separate systems. Furthermore, an 

estimate of coverage alone was not sufficient; it was important to have information on the accessibility, 

quality, social equity and sustainability of health care. Much work therefore remained to be done in order to 

build a comprehensive information network. Some speakers had commented that the report was too long, 

others felt that it should contain more detailed country-specific information. A compromise had to be reached 

between those two opposing views. The report was prepared in a bureaucratic way, with information flowing 

from country to regional and ultimately to headquarters level. That process allowed for data to be 

consolidated and the report shortened. Evidently, the validity of the report rested on the quality of the data 

bases. Unfortunately, up-to-date information was not available in many cases, thus creating difficulties for 

comparison and analysis. Holistic data collection and continuous monitoring would improve management 

capacity to deal with problems faced in the implementation of health for all. 

Developing human resources for health was only one aspect of providing health care coverage; despite 

decreasing health budgets, salaries had to be paid. It was a waste of investment to produce health manpower 

which the health system could not afford to employ. The Regional Director for the Americas had also 

mentioned wasted resources. It was to be hoped that the Board would take the problem very seriously, in 

redefining the important role of health and of WHO for the future. 

The CHAIRMAN asked the Rapporteurs to prepare a draft resolution reflecting the preceding 

discussion, for consideration by the Board at a later meeting. 

The meeting rose at 12h35. 


