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SECOND MEETING 

Monday, 4 May 1992, at 14h30 

Chairman: Dr C. L. MEAD (Australia) 

IMPLEMENTATION OF THE GLOBAL STRATEGY FOR HEALTH FOR ALL BY THE YEAR 2000: 
SECOND EVALUATION AND EIGHTH REPORT ON THE WORLD HEALTH SITUATION: Item 17 of the 
Agenda (Resolutions WHA42.2 and EB89.R6; Document A45/3) (continued) 

Dr ADAMS (Australia) supported the resolution recommended by the Executive Board. He 
commended the report contained in document A45/3 for its optimism and for its presentation of guidelines 
and challenges for the future; it should be compulsory reading for all public health students. 

The report compelled countries to look both inwards and outwards. Looking inwards meant revising 
their own domestic goals and targets, as Australia was indeed now doing. In the next financial year, it would 
be attempting to link health goals and targets with the entire federal financing system and thus integrate them 
into the arrangements for financing state and area health services. One result would be that areas lagging 
behind on certain targets would be entitled to additional funding. Internal targets must be closely geared to 
the needs of the least favoured population groups. An area of major concern in Australia was the health of 
indigenous peoples, which would be receiving greater attention, as would that of remote populations and the 
unemployed. 

The outward-looking approach was clearly reflected in the fifth challenge, namely, the need for more 
international cooperation in health. He saw a substantial potential role for the regional offices in taking up 
that challenge and coordinating international cooperation within the regions. Australia would be pressing for 
such an approach within the Western Pacific Region and would play a constructive role in sharing expertise 
and health developments. 

Dr NABARRO (United Kingdom of Great Britain and Northern Ireland) agreed that the report, 
perhaps slightly abridged, deserved to be widely disseminated. The analysis of progress and shortcomings was, 
on the whole, fair and objective, and he broadly agreed with the conclusions and the challenges that had to be 
addressed. The report sounded a note of commendable optimism in highlighting the remarkable achievements 
made despite limited resources, particularly in improving health status, as reflected in the lowering of the 
infant mortality rate and the increase in life expectancy. 

Two major challenges remained, however. Many health status indicators, particularly those concerning 
maternal mortality, infectious and parasitic diseases, acute respiratory infections in childhood, malaria and 
noncommunicable diseases, had not improved. There was a resurgence of diseases such as tuberculosis and 
yellow fever, and AIDS and hepatitis В posed an ever-growing threat. Those negative trends were a clear 
warning against any complacency. 

The second challenge related to the patchiness of progress on some of the fundamentals of the health-
for-all strategy and the widening gap between the developing and the least developed countries. Health 
strategies had been difficult to implement not only because of economic factors but also because of the 
practical problems of integrating health activities into an infrastructure that had been starved of investment in 
recent years. The targets and goals must be examined to see if they could indeed be implemented in countries 
in that situation. 

He supported the recommendations made in paragraphs 16-22 of document A45/3, and especially the 
emphasis on the redefinition of the roles of governments in health care and reorientation of health systems, 
taking into account the continuing limits in terms of public resources and management capacity (the second 
challenge) and the call for new styles of collaboration which place technically sound development activities 
under the management of national staff at different levels (the fifth challenge), but he added national staff 
should include private sector staff. 

He suggested that the issues of implementation to which he had referred should be addressed more 
directly in the Ninth General Programme of Work, and supported the recommendations and conclusions 
contained in the report and the resolution recommended by the Executive Board. 

Dr DALLAL (Lebanon) joined in welcoming the report, adding, however, that global indicators could 
not be said fully to reflect individual differences between countries. 



The impact of armed conflicts on health and health activities could not be overemphasized. Obviously, 
WHO could not prevent such conflicts, but international efforts must be made towards adopting and 
implementing a conflict-prevention policy as advocated by the Secretary-General of the United Nations. 
Armed conflicts undermined all the progress made towards the provision of primary health care and the 
implementation of the health-for-all strategy, as could be seen in Lebanon and other Middle Eastern countries 
they eroded the quality of life and destroyed life itself. 

Major environmental hazards such as radiation and the depletion of the ozone layer, against which 
primary health care was powerless, also called for all-out international action. He supported the conclusions of 
the second evaluation and the eighth report on the world health situation. 

Dr MANCIAUX (France) said that the document before the Committee showed the importance of 
evaluation in WHO，s work. The fact that 96% of the world population had been covered by the exercise bore 
witness both to the excellent relations between WHO and countries and to the now universal recognition of the 
need for evaluation in health matters, where countries，own activities should be linked with those of the 
Organization. While some centralization of health information was necessary in a world in flux, rather more 
precisely defined indicators than those currently used were no doubt needed to effect reliable intercountry 
comparisons and discern trends for the future. With the third evaluation in mind, there should be a better 
breakdown of the data by such parameters as age, sex, housing conditions and social status, in order to bring 
into sharper focus the most underprivileged sectors of society - infants, women, the populations of rural and 
peri-urban areas in developing countries, ethnic minorities and other vulnerable population groups. 
Increasingly throughout the world, including the developed countries, a dual-track situation prevailed. The 
principle of equity, at least in regard to access to health care, remained an absolute priority. 

Although the report contained hopeful signs, the findings represented averages and obscured significant 
disparities, as several speakers had pointed out. In addition, it revealed a number of matters of concern to 
which his delegation would return later. Perhaps it would have been more logical to begin the report by 
presenting the various indicators and associated issues and then, in a second part, setting out the actual 
findings in terms of morbidity, mortality and life expectancy, including if possible disability-free life expectancy. 
He unreservedly endorsed the analysis in Chapter 2 regarding primary health care, intersectorality and the 
improvement of the management process; that reflected a global approach to health programmes still sadly 
lacking in studies for the health professions. Moreover, primary health care was still by no means universally 
understood and accepted. It was also difficult to implement fully; the huge burden placed on the shoulders of 
primary health care workers must be shared with other health and development professionals and, especially, 
with communities. 

Regarding Chapter 3 on health care, the progress recorded in some areas such as sanitation, water and 
vaccination - in which the Expanded Programme on Immunization had increased life expectancy - was 
welcome, although it benefited urban more than rural communities. Results were still inadequate, and in some 
instances ground was being lost, for example in maternal and child care and family planning. 

The developing countries now had to confront not only diseases traditionally associated with 
underdevelopment, but also degenerative diseases linked with development, including those related to AIDS. 
One basic problem was that what might be termed the epidemiological and demographic "transitions" were out 
of phase; moreover, uncontrolled population increase constituted a major threat to the environment: a 
comprehensive overview by WHO of the health - development - environment triad would be a fitting 
contribution to the forthcoming United Nations Conference on Environment and Development. 

In many countries, there were increasing demands on the non-formal sector as a result of decreased 
public expenditure on health; enhanced control of health expenditure and optimal use of available resources, 
together with education of the users of health systems, had become crucial issues. 

Chapter 8 on future trends rightly stressed the importance of coordination between the United Nations 
specialized agencies, non-governmental organizations and bilateral and multilateral cooperation programmes: 
WHO's place in that process must be clarified. 

His delegation supported the draft resolution recommended by the Executive Board in resolution 
EB89.R6. 

Dr CHIMIMBA (Malawi) said it was clear that while, globally, health status as measured in terms of 
traditional indicators such as life expectancy or infant and child mortality was improving, the gap between the 
developed and the least developed countries continued to widen. In the LDCs, high rates of infant and 
maternal mortality, the increase in or return of communicable diseases, a shortage of health personnel and 
inadequate health technology for primary health care, set against a background of conflict, disasters and social 
inequality, all constituted obstacles to the achievement of health for all by the year 2000. Notwithstanding 



political will, the implementation of the Global Strategy at local level was giving rise to concern: despite active 
community participation in the improvement of health care, financial and managerial constraints made it 
impossible to meet needs. Observing a certain shift of emphasis in the direction of other parts of the world, he 
urged WHO to reassess its role in ensuring that the goal of health for all was attained everywhere, and called 
more particularly for a thorough review of the entire health and development strategy for his own region and 
subregion, sorely affected by drought. While appreciating the initiatives to find methods of improving 
capabilities for economic analysis and strengthening health financing, he considered that greater emphasis 
should be laid on international cooperation for health, where WHO had an important mobilizing role to play. 
He welcomed the Executive Board's decision to set up a working group to define WHO's new role in the 
Global Strategy for Health for All by the Year 2000, and said that his delegation endorsed the draft resolution 
recommended by the Board. 

Dr MARAMBA (Philippines) welcomed the document before the Committee, which contained a great 
deal of useful material for policy planning and formulation and the projection of future trends in 
socioeconomic development, health status and health care indicators, as well as human and financial resources. 
As the Director-General had remarked, fast-moving global changes were to be expected, for which countries 
must be prepared. In his own country, the outcome of the imminent elections would no doubt have an impact 
on the health sector, while the decentralization of basic health care that had already begun and the new role 
assumed by the Ministry of Health as an instigator and regulator of services financed partly by the public and 
partly by the private sector constituted an important innovation. The aim of such devolution was to achieve 
health programmes better geared to local needs and health services better integrated with social and other 
services. The success of the exercise would depend, however, in great measure, on the policy adopted by the 
local executive and legislative councils and on the degree of community participation in planning and 
implementation. Again, the isolation of health services from other services would have to be tackled, for 
example, by establishing integration machinery, the development of standards and guidelines for health 
programmes as well as training and qualification, and the regulation of health-related institutions. 

The heavy debt burden and the effects of natural disasters in recent years had inevitably imposed 
substantial constraints on public spending in the Philippines. Innovative mechanisms would therefore have to 
be devised for financing health care, especially at the community level, and for extending health insurance 
coverage to the self-employed and the unemployed. In those domains, as elsewhere, WHO had a valuable role 
to play in securing greater cooperation between its Member States, coordinating action and mobilizing 
resources. 

His delegation supported the draft resolution recommended by the Executive Board. 

Dr GEORGE (Gambia) said that，notwithstanding its intrinsic value, the report before the Committee 
could not but distress sub-Saharan Africa, showing as it did that the gap between the least developed countries 
and other developing countries was expanding and that the impact of primary health care on the 32 LDCs to 
be found there had been negligible. The situation was, in fact, worse than described, as those LDCs were 
increasingly subjected to costly chronic diseases such as diabetes, the impact of AIDS and road traffic 
accidents, besides having to cope with perennial problems including malaria, diarrhoea, pneumonia and 
malnutrition. When one took account of their dwindling financial resources, weak management systems, poor 
infrastructures and accelerating brain drain, as well as the social problems caused by war, refugee movements 
and natural disasters including drought, it became clear that a thorough review of health-for-aÜ strategies and 
infrastructures in the least developed countries was called for. There was an urgent need for greater 
coordination of donor interventions, integration of programmes, investment in capacity building and human 
resource development, and for more consolidation of existing projects and fewer innovations and pilot projects. 
Existing information systems should also be strengthened, especially in the area to which he had specifically 
referred, so as to ensure a continnum of reliable data collection, monitoring and evaluation. Good health was 
essential to improved quality of life; the social dimensions of structural adjustment must be duly considered 
and health must be seen as an integral component of socioeconomic development. 

His delegation endorsed the draft resolution recommended by the Executive Board. 

Dr VAN ETTEN (Netherlands) welcomed the report, which illustrated the progress made in recent 
years, but added that the least developed countries, where the pace of improvement had been slowest, gave 
cause for concern. According to indicators such as infant mortality, life expectancy, birth weight, vaccination 
coverage, and distribution of and access to health services, the gap between the LDCs and the other developing 
countries was widening. Although the proportion of national health budgets devoted to primary health care 
had increased in the developed world and remained stationary in the developing countries, it had decreased in 



the LDCs, nearly all of which were situated in sub-Saharan Africa. The absence from the report of any 
information and maternal mortality was to be regretted; there was a need for greater attention to be paid at 
the international and national levels alike, to the subject of safe motherhood. 

In its concluding chapter, the report usefully reviewed future trends in economic and social development, 
in health status, in the development of health systems, in health resources and in health and the environment, 
and discussed such important strategic issues for future health development as the role of government in the 
health sector, the development of efficient financing mechanisms, the promotion of appropriate technology, 
concentration by health systems on priority groups of health problems and the improvement of international 
cooperation. In endorsing the report's conclusions, he once again called for proper attention to the needs of 
LDCs, and long-term financial aid to meet those needs. 

He endorsed the draft resolution recommended by the Executive Board. 

Dr ТАРА (Tonga), submitting that the item was possibly the most important one before the Committee 
at the present session, commended the report. He applauded the advances it recorded, which signified that a 
large number of human beings throughout the world had acquired and experienced health as defined in 
WHO's Constitution. That was a cause for rejoicing. There was, however, another side to the report - news 
that was neither happy nor satisfying. There were still many millions, nay billions，of human beings aboard 
spaceship Earth who through no fault of their own had been denied the optimal level of health of the more 
fortunate. Their plight merited both concern and compassion; every effort should be made to speed up the 
improvement of their lot, so that by the time of the third evaluation of the Global Strategy good health might 
be seen to be more widely shared and that by the year 2000 social justice and equity might be seen to have 
been put into practice, even if health for all proved unattainable until beyond that date. On the manner in 
which those objectives might be attained, he called attention to the special relevance of resolution WHA37.13 
on the spiritual dimension in the Global Strategy. He fully endorsed the draft resolution submitted by the 
Executive Board. 

Dr JIMENEZ (Chile) welcomed and commended the report, which clearly highlighted health inequalities 
throughout the world and demonstrated the value of the Global Strategy. Although that Strategy was complex, 
its implementation was feasible provided countries saw how it should be tackled. Chile had a long experience 
in the development of primary health care; over the past 35 years it had reduced its infant mortality rate from 
200 to 16 per thousand and increased life expectancy from 50 to 72 years as a result. However, certain 
components of primary health care were not always properly developed; in many parts of the world vast 
resources were being invested in health infrastructure without a corresponding increase in human resources. 
That was a main weakness of primary health care strategy. Another was the failure to maintain a proper 
balance between the various health care levels; the former authoritarian regime in Chile had made primary 
health care the excuse for neglecting other health care levels. In many developing countries, the challenge 
after reaching the target for health care coverage was to improve the quality of the health care provided. In 
democratic countries, the perception of such quality by the user was an important political factor encouraging 
governments to provide it. Once the main targets for health and maternal and child care had been achieved, 
efforts would have to be concentrated on other health problems that were best dealt with at primary health 
care level. Similarly, because the level of development varied in different parts of the country, special 
emphasis was being placed on the rural areas. 

As the report noted, there was a need to broaden health coverage; that called for proper policies to 
ensure that such increased coverage was taken into account in programmes so that they were effective in 
practice. Countries and peoples were looking for results within a generation for, although demographic and 
epidemiological progress required decades, families could not wait that long for health improvements. The 
need for a proper mix of effective short-, medium- and long-term strategies should thus be realised by public 
health authorities. Community-based primary health care strategies were the best way of meeting the 
challenges facing all countries at the present time. That was a further reason for commending the document, 
which, like other speakers, he considered should be published in more permanent form for use by academics 
and public health officials in Member States. 

Dr STAMPS (Zimbabwe) said that notwithstanding the precarious situation in southern Africa, he 
himself felt optimistic: the capacity of people to adapt to new challenges was often underrated. The health 
achievements of his own country on a very small budget might be seen as not far short of miraculous and 
demonstrated commitment to the cause of health for all by the year 2000. He paid tribute to the generosity of 
those who had supported that effort on the basis of the nationally-determined objectives. 



At the same time, he felt that some received wisdom, especially where policies on tuberculosis, the 
institutional delivery of women and HIV advocacy were concerned, stood in need of review. Excessive 
emphasis seemed to be laid on secondary prevention, and not enough on sustained efforts to bring about 
cultural and behavioural change. 

Concerning financial resources he noted that scarcity not only stunted development but provoked the 
departure of bright young people for more comfortable environments in the developed countries. 

Communities should be involved in health-care delivery, especially at decision-making levels. There had 
been a tendency in the past to follow a paternalistic line in supporting centralized concepts of health-care 
delivery on the basis of consistency and equity; but effectiveness would not • he submitted - be jeopardized by 
a decision to devolve management and to involve the non-health sector as well as the private sector in the 
matter. That nettle had indeed been grasped and, despite the terrible drought which had struck southern 
Africa, creating new causes of death and hampering both physical and mental development, the countries 
concerned would still face up to the challenges referred to in Chapter 8 of the document, particularly in 
paragraphs 20 and 21，which reflected the fact that Africa had found itself progressively marginalized as a 
result of donor fatigue and the shift of attention towards other parts of the world. 

Equity of access must be matched by appropriate health care; in that connection he singled out safe 
motherhood which, previously underprized, was a high priority for Zimbabwe, where there had been a 
troubling increase in the number of street children and refugees. 

He was constantly impressed by the dedication of health staff who worked under poor conditions and 
with poor promotion prospects; despite that commitment, however, wastage posed a major problem calling for 
urgent attention. 

Finally, he solicited the continuing support of those who had given assistance in the past in an 
atmosphere of mutual respect and common purpose; in that context the leadership of WHO was paramount 
and the commitment of all countries to each others, needs was extremely important. 

Dr GALICIA DE NUÑEZ (Venezuela) noted that there was an increasing tendency to speak of health 
for all but to omit any mention of the year 2000. Although the target of health for all by the year 2000 would 
certainly not be achieved, that date was important and should be retained; it had helped to speed up the 
search for solutions to health problems, and the results could be considered after the deadline had been 
reached, when the necessary changes in approach could be made. 

She commended document A45/3, and agreed that it should be given wide circulation, and fully endorsed 
the resolution recommended by the Executive Board. 

Mrs ODUORI (Kenya) said that she was encouraged to note that good progress had been achieved in 
the health-for-all strategy and urged Member countries to redouble their efforts in addressing the future 
challenges set fourth in document A45/3, which should be widely circulated to demonstrate the progress made. 

Her country was committed to reviewing areas of shortfall identified in the report in order to take 
remedial action and expressed its appreciation for the support received both from WHO and from countries 
and organizations in implementing its primary health care activities. 

It looked forward to continued support and collaboration in its efforts to meet the future challenges 
mentioned in the report and supported the draft resolution recommended by the Executive Board. 

Professor RAKIC (Yugoslavia) said that one of the most important aspects of the report was the way it 
highlighted the link between crucial elements of the strategy and the future development of health services, and 
showed how the strategy could be used to identify possible future trends. Under Chapter 8 (Outlook for the 
future), the indications given as to the role of science and technology in meeting urgent needs for vaccines, 
pharmaceuticals, and medical equipment, as well as the forecasts of likely future trends in health and the 
environment, would provide new and valuable guidelines for future action. 

However, the report should have placed greater emphasis on the need to make the health-for-all strategy 
and philosophy an integral part of the education and training of health personnel at all levels. That would not 
only assist in implementation of the strategy, but would also help to foster future improvements in health. 

Mrs WATTSON (Nicaragua) commended the report, and agreed that it should be made available to all 
those working in the health field, whether they were still in training or qualified practitioners. 

The developing countries, as a result of the recession, were currently suffering from a severe economic 
crisis which had led to a shrinkage of their traditional markets and a widening of the technological gap 
between them and the rest of the world. In such a situation, the impact of economic adjustment policies was 



being felt chiefly in backward areas so that greater efforts were needed to overcome the political problems that 
made the total pacification of the country difficult. 

Despite such difficulties, Nicaragua had maintained and extended its primary health care coverage, and 
had established 19 local health care systems in an effort to achieve greater efficiency and equity. However, 
national goals set with the aim of achieving health for all by the year 2000 would take longer to achieve than 
originally planned: adjustments would therefore have to be made to the system to enable it to deal with new 
problems such as AIDS, cholera, and disabilities caused not by old age, but by violence and war. There was 
also a need to improve Nicaragua's information system, so that it could better monitor and assess the real 
impact of health programmes. The data given in Annex table 1 of the report showed that, for Nicaragua, as 
for many other countries, information on a number of indicators was either nonexistent or not in the expected 
format. Without proper information, there would be no way of knowing whether or not health for all targets 
had been achieved. 

Among the aspects of the strategy outlined in the report, she welcomed in particular the reference to 
technical assistance. Today, more than ever, developing countries such as Nicaragua needed such assistance to 
bridge the technological gap, and to increase the ability to solve health problems. 

Nicaragua also had problems with migrants which could be solved only by a joint approach by the 
countries concerned; frontier health posts, within the framework of local health systems, should be referred to 
explicitly in the resolution recommended by the Executive Board. She fully supported that resolution, and 
expressed Nicaragua's gratitude for the assistance provided by WHO, nongovernmental organizations, and 
friendly countries in finding solutions to its health problems. She hoped that that assistance would be 
increased, since the challenges were great, and the year 2000 was not far off. 

Dr CHUNHARAS (Thailand) said that there was a need to address the issue of inequities in health 
status within a country by including, in country reports disaggregated data for various population groups. 
Although such data had not been available for the current evaluation, he hoped that WHO would provide the 
necessary support to countries, so that inequities within each country could be better analysed. Although a 
global report such as the one under consideration was useful in reflecting inequities between groups of 
countries, an "in-country" evaluation would provide a good basis for future country health development. 

He commended the Secretariat for providing feedback on the reporting of data or information by 
countries (Annex table 1). Clearer and more detailed feedback would help countries to improve their 
information systems. 

While the analysis of future trends given in the final chapter of the report was interesting, such an 
analysis would have been better if it had been initiated at country level, and based on country expertise. 

He was sure that the problems and contraints revealed by the evaluation would help the Organization to 
work more closely with countries in tackling the challenges that lay ahead, challenges which went well beyond 
the year 2000. 

Dr VIOLAKI-PARASKEVA (representative of the Executive Board) thanked all those who had praised 
the document before the Committee and supported the draft resolution recommended by the Executive Board, 
whose members would be duly informed of the discussion when its ninetieth session convened immediately 
after the Health Assembly. 

Dr JARDEL (Assistant Director-General) welcomed on behalf of the Director-General and the 
Secretariat the support expressed for the report by the majority of delegates. The very fact that the report was 
a global one meant that it was bound to have many imperfections: its chief purpose was to supply information, 
and thus to act as a stimulus for further progress. However, the evaluation exercise carried out by countries 
themselves was expected to be directly useful for the reorientation of national strategies. 

Replying to specific points, he said that the final version of the report would contain some indications as 
to why information on Germany was inadequately reflected in the report. Reference would also be made to 
the particular problems faced by countries with federal or pluralist systems, as requested by the delegate of 
Germany. 

He particularly appreciated the support expressed for the ideas outlined in Chapter 8 (Outlook for the 
future): those ideas were already being used in preparing the Ninth General Programme of Work, and the 
comments made by delegates would be reflected in that exercise. He recognized that greater efforts needed to 
be made to assist the least developed countries and vulnerable groups in ail countries, and to mobilize 
resources to that effect. Assessment tools and indicators would need to be further refined in order to help 
countries to assess progress towards equity where health was concerned. 



In response to the wishes expressed by a number of delegates, he said it was WHO's intention to give 
report the widest possible circulation, within the limits set by financial constraints. 

The draft resolution recommended by the Executive Board in resolution EB89.R6 was approved. 

The meeting rose at 17h40, 


