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SIXTH MEETING 

Friday, 11 January 1980， at I4h30 

Chairman： Dr A. M. ABDULHADI 

FCmMULATING STRATEGIES FCR HEALTH FOR ALL BY THE YEAR 2000 (REPŒIT OF THE PROŒAMME COMMITTEE 
OF THE EXECUTIVE BOARD): Item 6 of the Agenda (Document WHA32/l979/REc/l, resolution WHA32.30 
and Annex 2; document EB65/4) (continued) 

The CHAIRMAN said that, in light of the request voiced by a number of members, he would 
invite Dr Venediktov to explain further the proposal he had made at the previous meeting. 

Dr VENEDIKTOV said that the Board's frank discussion on the item under consideration 
attested to its responsible attitude in the matter and was a guarantee of success. 

The purpose of the proposal he had made was to assist delegations at the forthcoming 
Health Assembly in their consideration of the various documents to be submitted under the item. 
Specifically, he would suggest that a working group be appointed to draft a summary report, in 
cooperation with the Secretariat, on the manner in which the strategies for health for all by 
the year 2000 should be elaborated. That report should be based on the Programme Committee's 
report and should reflect the comments made by members during the session. The report should 
be prepared and reviewed at the current session, and the final version referred to the Health 
Assembly. The Health Assembly would, of course, also have before it the booklet on strategies 
for health for all by the year 2000 which the Board had prepared in 1979, amended to take 
account of subsequent developments. 

Regarding the Director-General1 s report (EB65/PC/WP/4) annexed to the report of the 
Programme Committee, he suggested that Annex 4 relating to infant and young child feeding, should 
not be included, and that the questions posed in paragraph 53 should be cast in the form of 
recommendations for referral to the Health Assembly. 

Dr BRYANT said that criticism, provided it was constructive, was to be welcomed. Apathy 
was by far the greater danger. 

While the definition of the concept of health for all obviously required clarification, 
it was important to guard against undue haste in the matter until countries had finalized their 
own ideas• At a time of intense creativity, both for countries and for the Organization, it 
was necessary to bear with a little frustration on that score. In that connexion, he would 
commend to the Board the reflections of the Regional Director for Africa on the issues involved. 

It might be of interest to note the approach of his own country which, with support at 
the highest political level, had taken two major steps. First, at the government level, a 
task force on health for all by the year 2000 had been established for domestic policy purposes 
and, secondly, within the private sector, the National Academy of Sciences had been asked to 
appoint an expert group to determine national health goals with a view to meeting the target 
of health for all. 

It had been accepted that health for all meant access by all to effective health services 
and, in addition, special concern for those at special risk. On that basis, the following 
guiding principles had been evolved. There must be universal access to a minimum level of 
primary health care; there mast be equity in such access, particularly in the case of those 
in need or at risk; the objectives must be measurable by selected indicators; and new 
measures must be found which extended beyond mortality and morbidity, for instance, maintenance 
of function in individuals who suffered from chronic disease, so that prevalence of the disease 
did not change but social usefulness did. The kind of services to which access should be 
available included not only medical care, preventive services and community health services but 
also regulatory protection, particularly in regard to the environment, pharmaceutical products, 
food and worker safety. 



It was paradoxical, in the United States of America with highly advanced technology and 
sophisticated but very expensive medical care, that an estimated 26-30 million of the 
population did not have adequate access to appropriate primary care. The concept of health 
for all was therefore stimulating the policy-makers to remedy that deficiency, as others too, 
although introducing policy changes and making budgetary commitments for new programmes were 
no less difficult for his country than any other. 

The practical steps being taken to define health for all were based primarily on the 
relevant health policies currently being formulated. There were four main priorities, the 
first being to identify activities relating to the prevention of illness and to the promotion 
of health for the entire population. A group of scientists had specified 15 priority areas 
as having the most potential for improving health by preventive measures in the coming decade 
and they fell into three broad groups: health services, health protection and changes in life-
style. Experts had also met recently to draft the national objectives to be achieved annually 
until 1990. Those methods and measures might well be of interest to other countries. A 
second area of policy development was to provide health services to the underserved and the 
unserved, in particular children. A third priority was to define health-related research. 
A research planning document had been prepared which set forth principles for research 
planning and the priorities for research with a view to relating research to the needs in 
terms of health improvement. The aim was to create awareness of the questions relating to 
health for all. A fourth priority area, which concerned mainly the developing countries, 
related to the problem of rapidly increasing costs. Two issues were involved: first, the 
need to develop methods for containing the rise in costs and, secondly, the need to expand 
technological assessment with a view to enabling the less developed countries to determine the 
relevance of the technology to the country as well as to its cost, and the more developed 
countries to control the rapidly expanding technology so as to ensure that it did not inflate 
the already excessive increases in costs• Those four priority programmes, which were being 
formulated as national policy, were first steps towards further measures designed to achieve 
health for all. 

Bearing in mind that equity dictated that those in special need should be dealt with 
quickly and effectively, the strategy being developed also took account of the fact that a 
significant part of the population was still not adequately covered by existing health care 
arrangements. Another point being borne in mind was that new problems, such as teenage 
smoking, working conditions and workers' health, and pregnancy in affluent populations, which 
were not covered by the existing arrangements would inevitably arise. The possibility was 
therefore being explored of developing a surveillance system to examine various sectors of 
society and to create awareness of any new or existing gaps and responsiveness to them. One 
of the most interesting challenges would be to incorporate into programme and budget policy 
the problems of and projections for the future. 

Lastly, his country intended to share its ideas, while gaining from the experience of 
other developed countries. To that end, discussions had already been held with the Regional 
Directors for the Americas and for Europe. 

The CHAIRMAN, speaking as a member of the Board, said that health for all was a 
philosophical concept of great importance which had attracted the attention not only of 
political circles but of people everywhere. A driving force and an incentive for the whole 
world, it had even been the subject of a resolution by the United Nations General Assembly. 
None the less, it still required further clarification to determine exactly what was meant by 
health for all by the year 2000. Did it mean that all disease would have been eradicated by 
then? That the average life expectancy would have been extended? That infant mortality 
would have been reduced? That the doctor/patient ratio would have been increased? Ihose 
were the indicators that individual countries took into account when drawing up their plans 
for future health care. 

As he understood the word "strategy11, it referred to the means whereby specific goals 
were attained. Although the means had been examined, however, no agreement had been reached 
regarding the targets it was hoped to achieve thereby; consequently, if the concept of 
health for all by the year 2000 was not correctly defined, the Organization might well find 
itself in a dilemma. It was therefore essential to establish a list of the indicators which 
would result in the attainment of the target of health for all by the year 2000. Those 



indicators might not be ideally suited to all countries but their very existence would serve 
as a useful tool in drawing up national strategies and in assessing the degree to which a 
given political decision had been implemented in practice. They would also enable countries 
to chart a clear path for the future and to make an effective contribution to a global world 
strategy. 

Dr FLACHE (Assistant Director-General), replying to a point raised during the discussion, 
said that the document analysing United Nations General Assembly resolution 34/58, adopted 
on 29 November 1979 and relating to health as an integral part of development, would be 
circulated to the Board the following day. 

Mrs BRÜGGEMANN (Development of Health Programme Evaluation) said that the Secretariat, 
in close collaboration with Member States, headquarters and regional staff, together with 
outside bodies such as the United Nations Research Institute for Social Development, as well 
as other experts, had been making active attempts to develop a list of selected indicators 
for monitoring progress towards health for all. A brief summary of these activities had 
been presented verbally at the recent meeting of the Programme Committee of the Executive 
Board, and a lively discussion had ensued. The information which she would provide took that 
discussion into account. 

So far, the work carried out had concentrated mainly on two types of indicators 
considered relevant for monitoring progress： first on those indicators for measuring health 
status and factors which could determine health status, such as the physical, social and 
economic environment, matters related to the quality of life, human behaviour, etc.; and 
secondly on those indicators for measuring the provision of and access to health care, namely, 
coverage by primary health care and relevant referral systems. 

The problems encountered were not due to a lack of, but rather to an excess of possible 
indicators. National experience had shown, and it had been forcibly expressed during the 
discussion in the Programme Committee, that attempts to be too comprehensive had been both 
technically and economically self-defeating. The challenge was for each country to decide on 
a restricted list of indicators most relevant for their health and social economic levels of 
development. 

WHO must consequently make available a selected range of indicators to be used when 
countries draw up their own selected list. Selectivity was most important when providing 
information to policy-makers, who required only a few, well chosen health indicators, 
together with a few equally well chosen indicators from other socioeconomic sectors, in order 
to assess progress in attaining health for all, and to decide on any necessary modification 
of their policies. 

Such indicators might cover： infant mortality; child mortality below the age of five 
years； life expectancy at birth; nutritional status; population coverage with the basic 
elements of primary health care; and some indication of financial and other resources 
deployed in the health sector. Those indicators could be correlated with indicators from 
other sectors, concerning for example, the adult literacy rate, gross national product and 
income distribution. In that connexion, she pointed out that the gross national product 
might have considerable limitations as an indicator, while income distribution was a useful 
indicator of the degree of equity in the distribution of resources. 

In addition to that limitative list for use at the general policy and decision level, 
there was a need for a slightly larger number of indicators by which more specific aspects 
of health programmes might be expressed. At the present stage, the work was concentrating 
on indicators relating to each of the indispensable elements of primary health care, such as 
community water supply, nutrition and immunization. Examples of those indicators included 
such positive health indicators - some of which had been mentioned by Dr Bryant - as the 
percentage of a population covered by safe water supply and sanitation; indicators of child 
growth and development and the percentage of children immunized against common infectious 
diseases; and indicators of the capacity to cope with the function of daily life, or of the 
maintenance of functions. Such indicators as age-specific and disease-specific mortality 
and morbidity rates, which were also relevant, would have to take account of the particular 
conditions pertaining in each country and be selected as appropriate by the countries. In 
some countries, accident or suicide rates or measures of drug-addiction and alcoholism could 
also be considered. All of the above might be correlated with certain other social and 
economic indicators related, for example, to housing and employment. 



The indicators referred to would be used more at the technical and managerial levels of 
the health system, and would require adaptation to different organizational levels, to permit 
local, provincial and national evaluation. 

Thus far, she had referred to indicators of health status. As far as measurement of the 
provision of health care was concerned, the need for more specific indicators than coverage 
alone had been recognized. The accessibility, acceptability and proper utilization of health 
care were, for example, crucial issues, and appropriate indicators for these were consequently 
being reviewed. In the final analysis, decision-makers required a single, composite 
indication of the extent to which their population had access to and made use of primary 
health care and related services, which could be supported by an indication of the percentage 
of the gross national product allocated to health as a whole, and the proportion devoted to 
primary health care. 

The document that the Secretariat was in the process of drafting would also include, 
with respect to each indicator, a description of its potential uses together with the 
information-gathering and analysis requirements for both professional and nonprofessional 
health workers. It was intended to stress that before selecting an indicator, no matter how 
relevant and important it might appear in theory, the practical problems of collecting and 
analysing the data required at each of the operational levels would have to be very carefully 
considered. In that context, the document would also provide an indication of the resources 
required for each type of indicator, and would stress the importance of the distribution of 
the quantified values of indicators around the national mean; such a distribution could be 
geographical, or be related to different population groups. In that way, an assessment of 
the equity of distribution of health resources could also be obtained. 

If what she had said appeared to be somewhat conventional, she wished to add that the 
Secretariat had not lost sight of possibly less conventional but certainly no less relevant 
and important indicators of a political, social, behavioural, economic and environmental 
nature. Moreover, she believed that the statement by Dr Bryant and other members of the 
Board should serve as the basis of additions to the list that the Secretariat was endeavouring 
to analyse. For instance, how might countries measure whether they were really taking 
health for all seriously and had translated political commitment into action, whether they 
treated health as a universal human right, and whether they were introducing the necessary 
social, organizational and financial changes? In that respect, it was the intention to seek 
indicators to each of the principles for developing strategies for health for all that were 
defined in the document submitted by the Executive Board to the Health Assembly. For 
example, it would be necessary to arrive at simple ways by which countries could determine 
whether they required and were actually applying the measures highlighted in that document, 
including, for example, legislative and administrative reforms, the introduction and use of 
well-coordinated managerial systems for health development, the appropriateness of training, 
and so on. 

The Secretariat was aware that it must continue to struggle with additional types of 
indicators, bearing in mind, however, the need for a short and manageable list of realistic 
indicators - for example indicators with which to measure the influence, both positive and 
negative, of economic activities on health; or indicators with which to measure the actual 
involvement of communities. As far as the involvement of Member States was concerned, she 
assured the Board that the Secretariat was consulting Member States, and was taking account 
of wide country experience in developing those proposals. In that connexion, she was most 
grateful for Dr Venediktov's suggestion that several decades of experience in the USSR should 
be exploited by the Organization. However, there was a very strict time constraint, because 
the draft document under preparation must be ready by June 1980 for presentation to the 
regional committees. The discussion in the Regional Committees would undoubtedly provide 
useful information, which the Programme Committee of the Executive Board would be able to use, 
when it reviewed these indicators in November 1980. 

Dr VUKMANOVIC (Country Health Programming) replied to questions concerning the status of 
country health programming in relation to the formulation of strategies for health for all by 
the year 2000. 



Thus far, 44 countries - most of them developing countries but more recently including 
an increasing number of economically developed countries - had adopted the concepts and 
principles advocated in the guidelines for country health programming drawn up by the 
Secretariat. In that connexion, he was pleased to report that the European Region now had a 
strategy for the further adaptation and implementation of these concepts and principles； and 
that in the Americas, national programming was similar to that methodology. 

During past years an interregional workshop and an interregional seminar have been held on 
the subject. The latter, held in November 1979，had brought together delegates from 21 
countriesas well as representatives of WHO and other international or bilateral agencies , 
with the aim of assessing the extent to which country health programming was, or could be, 
used for the formulation of national policies, strategies and plans of action for health for 
all by the year 2000. National contributions to the seminar, comprising national case studies 
in that connexion, had helped considerably to clarify the issue, and showed how the principles 
of country health programming had been used in the establishment of medium-term planning and 
management cycles in different countries. About one-third of the countries represented had, 
moreover, gone beyond the medium- term framework, and were developing longer-term plans extending 
over 20 years. He would be happy to provide members of the Board with further details 
concerning the national case studies on country health programming, together with the report 
of the seminar. 

Apart from the 44 countries which he had mentioned, and which had endorsed country health 
programming both in principle and in practice, other countries were engaged in similar 
processes of defining their national policies and strategies and evaluating the allocation of 
resources in their health programmes. It had been encouraging to note that most of the 
principles spelt out in the publication on the formulation of strategies for health for all by 
the year 2000, and the consequent methodological guidance and recommendations, had been well 
received at different levels. Moreover, the reports of the interregional gatherings to which 
he had referred had clearly indicated that the majority of the countries concerned had broken 
the "health sector barrier"， and had secured the participation of relevant sectors in the 
development of plans, mobilizing far broader segments of their communities - including 
politicians and administrators - in the exercise. The Secretariat, particularly those 
responsible for the technical cooperation potentials for development in the field of country 
health programming and management, could be relied upon to continue to provide all possible 
support and encouragement to countries, and to play a catalytic role. 

Dr A C U ^ (Regional Director for the Americas) said that it was his conviction that the 
countries of the Region of the Americas felt that the definition of the objective of health 
for all by the year 2000 should be a national prerogative, exercised with due regard to the 
specific conditions pertaining in each country, and on the basis of individual government's 
understanding of what the foundations of the standard of living of their respective populations 
should be. The criteria and indicators in the United States of America to which Dr Bryant 
had referred , which appeared to be based on factors other than those related to their population, 
were not the same as those adopted in other countries with which he, Dr Acuna， was more 
familiar, where health for all was considered to depend on the creation and maintenance of a 
structure of services which would meet the needs of the entire population, without distinctions 
of economic or social status, geographical location or other factors. 

As far as the definition, or redefinition, of national strategies was concerned, the 
Region of the Americas had already drawn up two ten-year health plans, based on national plans 
but adopted as a joint undertaking; it thus appeared that the countries concerned had 
sufficient experience in the matter to reach their own understanding of how the goal of health 
for all by the year 2000 might be attained. Moreover, those countries were collaborating with 
each other - with or without the assistance of WHO - within the framework of technical 
cooperation among developing countries. 

Furthermore, he felt that the countries of the Region of the Americas believed that any 
strategy in that connexion should be regarded as a flexible instrument, capable of adaptation 
to changing circumstances； none of them believed that modifications would not be required 
between, the present time and the year 2000; all considered that continuous evaluation and 
adjustment of the entire process would be necessary• 



Looking ahead, and on the basis of the time-table and guidelines drawn up by the 
Executive Board and the World Health Assembly, the Regional Committee for the Americas had 
proposed to Member countries that in defining or redefining their national strategies for 
health for all by the year 2000 they should take due account of the regional considerations 
which were also pertinent to their own interests, pointing out to them that wise counsel 
in the regional context might well be forthcoming from outside, and help them to achieve or 
accelerate their own programmes. 

Another important aspect of the matter concerned the functions of the Regional Office, 
which would shortly conduct an analysis of national strategies with the aim of distinguishing 
generally applicable common denominators. 

Finally, the Executive Committee of the Regional Committee for the Americas would - in 
June 1980 - carefully examine both the national and regional aspects of strategy formulation, 
and would report thereon to the Regional Committee. Recommendations concerning a global 
strategy would subsequently be set before the Director-General. 

In conclusion, he reiterated the importance of technical cooperation among developing 
countries, and expressed the hope that national authorities would identify the areas in which 
the implementation of their strategies would require outside assistance - whether from their 
neighbours, or from other sources. At the same time, he pointed out that since the health 
sector alone could not cope with all the problems involved, the understanding and cooperation 
of other development sectors would have to be enlisted in the endeavour to achieve health for 
all by the year 2000. Furthermore, the impact on health, whether positive or negative, of 
progress in those sectors would require investigation; in that connexion the Governing Board 
of the Inter-American Development Bank had approved, in principle, the creation of a fund to 
finance such studies in relation to projects for which the Bank itself would provide 
investment assistance. 

Dr KAPRIO (Regional Director for Europe) informed the Board, in reply to the question 
concerning the planned European Conference of Ministers Responsible for Public Health, that 
the Conference would be held on the initiative of Spain, with the aim of securing a political 
commitment on the part of the 21 States members of the Council of Europe to undertake primary 
health care activities in the spirit of the Alma-Ata Declaration. The question of invitations 
to the Conference was a matter for decision by the Council of Europe； but there was no doubt 
that WHO (which enjoyed a close working relationship with the Council and which - according to 
a formal agreement - was invited to send representatives to its meetings) would be invited to 
put forward its views on the subject during the two preparatory meetings for the Conference, 
the first of which would be held in February 1980. 

WHO would thus be able at that time, to raise the issue of inviting Ministers of Education 
to the Conference. The outcome would probably depend on the extent to which the educational 
and training aspects of health would be examined at the Conference； it could certainly be 
said that in the majority of the Council of Europe countries, the training of health personnel, 
and particularly of physicians, was the responsibility of education, rather than health 
ministries. Without prejudice to the eventual decision, he expressed the view that the 
question could be solved to the mutual satisfaction of all the parties concerned. 

Professor DOGRAMACI， said that the statement by the Secretariat on the indicators for 
monitoring progress of health for all had reinforced his conviction that that concept was not 
an abstract one, and that a start could be made on realistic planning for the attainment of 
that goal. 

Agreeing that strategies would have to be defined and adopted in a different manner in 
different countries, he stressed the overall importance of establishing medium-term targets 
in connexion with each of the selected indicators. In other words, objective attempts should 
be made to determine the extent to which negative factors, such as illiteracy, child mortality 
or drug-addiction, or positive factors, such as immunization coverage, couId be reduced or 
enhanced within specific time-spans； once the targets had been fixed, practical steps should 
be taken to achieve them. In that way, the ultimate goal could be reached on a step-by-step 
basis, with far less risk of disappointment when the balance-sheet was drawn up in the year 
2000. 



The DIRECTOR-GENERAL said that the French writer François Mauriac had once been accused 
of creating illusions born out of dreams and desires, to which Mauriac had in turn asked what 
the purpose of life might be without dreams and how life might be generated without desires. 
When the idea of liberté， fraternité and égalité had been introduced it had changed the world 
in many ways, even before it had been exactly defined # The concept "workers of the world 
unite" had also changed the world and had given rise to social desires and dreams without a 
precise definition as to its meaning. 

He recalled the definition of health given on the first page of the Constitution and 
wondered to what extent the Organization, an international health cooperative, had been loyal 
to what its founding fathers had decided health was all about. 

WHO'S definition of health went very much further than questions of morbidity and 
mortality. The Constitution clearly contained a social ideology and he could only wonder 
that for thirty years, from 1947 to 1977 , Member States had been unable to consolidate their 
understanding of that Constitution to mean something more than fragmented scientific groups 
and technical assistance projects. The first few lines of the first page of the Constitution 
clearly stated what health was in social terms, what were the responsibilities of Member 
States, individually and collectively, and what were the responsibilities of individuals, 
families and communities, provided they were offered the necessary support, to realize the 
highest possible level of health. 

He suggested that the reappraisal of the Organization's activities in 1977 had occurred 
as a result of natural, historic developments in the world. Had the Alma-Ata Conference been 
held in the 1950s, it would have had little impact. The world could only demand from one the 
strength one possessed. WHO had perhaps run away from its constitutional perspectives but 
now was the time to gather strength and face up to the commitment contained in the 
Constitution. 

As shown by their reaction to his contribution in the special number of the WHO magazine 
World Health， that had been devoted to "Health for all by the year 2000"， laymen appeared to 
understand the situation remarkably well. Scientists should also try to understand what WHO'S 
Constitution implied. They should learn to distinguish between WHO'S definition of health 
and the statement of its objective in the Constitution. The two were often confused. The 
definition was an idealized concept of health. WHO'S objective was very clearly the attain-
ment by all people of the highest possible level of health. The goal of health for all by the 
year 2000 embodied that objective. 

Those born to poor families in small villages knew well that even if a small community 
were left alone in the world a member of that community could acquire a remarkable level of 
physical, mental and social equilibrium if the community gave the maximum possible support at 
all stages from birth to death. The question of social equity, the possibility of realizing 
oneself as a fundamental right, was the most important concept in the goal of health for all 
by the year 2000, 

The consensus achieved in Alma-Ata on primary health care as a key strategy in achieving 
the overall goal was a giant step forward. He invited members to read again page 1 of the 
Constitution, the report of the International Conference at Alma Ata and its Declaration. 
If there were no differences between the concepts of basic health services and primary health 
care as crystallized at Alma-Ata then WHO had no further role to play. Primary health care 
expressed the concepts defined in the Constitution in a way that the concept of basic health 
services could never do. Alma-Ata articulated page 1 of the Constitution in such a way that, 
rich or poor, developed or developing, no country could escape the challenge of reexamination, 
an agonizing reappraisal for most, of what it had been doing to fulfil the Constitution. 
There were some grounds for optimism. There were examples of countries which, in a remarkably 
short time, had brought about dramatic changes in the health of their populations at remarkably 
low costs. Despite the limited resources of the world, the stated goal of health for all by 
the year 2000 was no Utopian dream if political commitments were true commitments, reflected 
at all levels. 

The Organization was at a point of no return. History would judge whether the new 
concept had directed WHO along the right path. He did not see how the Organization could 
have faced the coming 20 years in the same way as in the past, for all the excellence of its 



past activities. There was now a new motivation for the understanding of the Constitution 
and for the role of WHO and Member States, individually and collectively, reorienting 
thinking in all aspects - general programmes of work, medium-term programmes, programme 
budgets and scientific support. 

At a certain meeting the Minister of Health of Mozambique had wondered whether monitoring 
of progress towards health for all by the year 2000 could possibly be achieved, and how one 
could know whether Member States, individually or collectively, had meant what they said vhen 
they had adopted this goal. The Minister had insisted that ways and means be found to call 
the bluff of everyone, including himself. Yet, to illustrate the range of the debate, a 
respected professor had also insisted that infant mortality alone should be the criterion of 
progress. The Director-General was sure that infant mortality would improve in the next 20 
years in all countries so that if infant mortality were the sole criterion he might well 
relax. 

However, there were many richer countries with tremendous resources who were keen to be 
involved in the health for all movement. They should reveal how much their promises were 
really worth. Were they, for example, willing to donate the US$ 135 000 million to ensure 
water supplies by 1990? Developing countries must realise that they would probably have to 
bear 95-98% of the responsibility for their own development. But the 2-5% assistance was 
indispensable if the less fortunate populations of the world were to obtain a share in self-
realization in health. The Board would have to support careful monitoring and confidence 
between Member States and WHO would have to be greatly strengthened if there was to be any 
progress towards health for all by the year 2000, 

While he fully accepted Dr Venediktov1s implication that he was subject to conflict 
between emotions and reason and that sometimes emotions might predominate, he still considered 
emotions as an important driving force. However, trying to take a balanced view of the goal 
the Organization had set9 he had been encouraged by the Board1 s discussions. A chain 
reaction had started through the health for all movement9 not only for WHO and health alone, 
but also more generally, because the world was in such a predicament that changes were 
demanded for the very survival of the human species. WHO must play its maximum role and 
capitalize on health as a lever for socioeconomic development and peace. The Secretariat 
would continue to try to interpret the Board's feelings in that respect. 

Dr KRUISINGA said the Board had still to make a decision on Dr Venediktov1 s proposal. 
He understood that proposal to mean that the Board should submit to the Health Assembly a 
report from the Secretariat concerning the formulation of strategies, the Programme Committee1 s 
Report and a report reflecting the debate and conclusions of the Board's current session. 
Such a procedure was suitable for so important a subject, although he did not suggest it 
should become routine for all topics. 

Professor SPIES agreed with the previous speaker. With reference to Dr Venediktov1s 
proposal, he thought it important to ensure that the new ideas introduced by members of the 
Board be incorporated in the final report. In that way the Board's discussion would be seen 
to be effective. 

Dr VENEDIKTOV was concerned at the suggested deadline for the draft document on 
indicators of June 1980. The process of criteria selection should be speeded up. He 
suggested that the Secretariat might circulate all those concerned with proposed criteria, 
and from an early stage, request suggestions and comments from those interested. 
Consequently, the Organization would rapidly be in a position to make a definitive selection 
of suitable criteria. Dr Kruisinga had not interpreted his proposal correctly. He had 
suggested that the Board should submit a single report to the Health Assembly incorporating 
the ideas of the Programme Committee, the Director-General and the Board. 

Dr OREJUELA said that rather than becoming clarified his views had been further 
confused by the Board's discussion. The clear presentation of the report and statements by 
Board members had supplied information that had been lacking. However, he had had the 
impression that the title of the subject under discussion implied that by the year 2000 the 
entire human community should have all the basic elements necessary for health. That view 



had been reinforced by Dr Venediktov1 s comments. The Director-General had reminded members 
of the Organization's Constitution and of all that the word "health" implied for itself and 
as a component of development. 

Dr Orejuela acknowledged that his view of the world no doubt influenced his feelings 
about it and about the achievements that were possible. The single common denominator was 
inequality in development. Countries and even areas within countries were at all stages of 
development and health differed accordingly. Such inequality made it difficult to under-
stand how a universal presentation of health programmes was possible without establishing 
certain standards. 

Health for all by the year 2000 implied a problem of coverage. While he could not 
prophesy the future he was sure that current decisions would decree the situation in the year 
2000. While many countries would have achieved coverage by professionals of the highest 
qualifications many would no doubt still be reliant on health auxiliaries. It might thus 
become necessary to speak of points of balance within each country or of acceptable median 
levels. Governments would have to make available human and financial resources, directed 
towards the areas of greatest need, in order to achieve the greatest possible development in 
health services. Communications were still one of the greatest problems• Populations 
continued to ignore available services ； they did not know how to use them owing to lack of 
dissemination of information. Governments must pursue that aspect. His own experience 
had shown that political will was essential if services for the benefit of the whole community 
were to be established. If the Executive Board could not define criteria for health for 
all by the year 2000 how could Member States and their successive governments be expected to 
do so? The facts must be clearly expressed so that they could be simply applied, with 
understanding, by technicians at all levels. 

He agreed with the Regional Director for the Americas that Member States should have 
some freedom to operate flexibly within given objectives according to the quantitative and 
qualitative level of their own coverage. Despite his confusion, he did understand that 
efforts were being made to attain health in the widest possible sense of the term by the 
year 2000. The ideal might be unattainable but countries, given the necessary freedom, would 
make a realistic attempt. 

Dr BRYANT considered that the working group's report should be kept open so that 
additional information on progress during the next few weeks could be included. 

Dr VENEDIKTOV, in response to a plea for flexibility by Dr Bryant, suggested that 
Executive Board members at the Health Assembly could provide the information necessary to 
update the report when it was submitted to the next Assembly. 

The CHAIRMAN said that a special working group had been proposed to draw up a report 
reflecting the Programme Committee1s report on the formulation of a strategy for health for 
all by the year 2000，the Director-General's report, and the discussion which had taken place 
in the Executive Board, and asked if the Board was in agreement. 

It was so agreed. 

The CHAIRMAN nominated the following as members of the working group, on the under-
standing that any other members of the Executive Board who so desired could participate in 
the work of the group: Dr Venediktov, Dr Sebina, Dr Bryant, Dr Farah, Dr Shwe Tin, and 
Professor Xue Gongchuо. 

Dr BRYANT asked for clarification on how the subject under discussion would be presented 
to the Thirty-third World Health Assembly. He also supported Dr Venediktov on the need for 
a preliminary document on indicators to be submitted as soon as possible. 

The DIRECTOR-GENERAL said that if the Executive Board were to agree that the Global 
Health Development Advisory Council should be established, one of its main mandates would be 
to develop a monitoring framework in order to assess both quantitatively and qualitatively 
what progress was being made towards the achievement of health for all by the year 2000. 



He suggested that a preliminary draft of the document showing indicators might be sent 
out before the Thirty-third World Health Assembly with a letter requesting comments by Member 
States and that States should be invited, when speaking in the Health Assemblyto indicate 
the progress they were making towards the goal of health for all. 

Dr VENEDIKTOV suggested that a less formal approach would be desirable and that instead 
of a letter from the Director-General a covering message from the Secretariat should be 
included indicating that preliminary reactions and comments from Member States would be 
welcomed. 

Dr SEBINA supported Dr Venediktov's view that no attempt should be made to rush the 
question of indicators； the aim was to obtain a preliminary response but no deadline should 
be established. 

He hoped that due attention would be paid to the other problem facing the Board of 
suggesting guidelines for country statements at the Health Assembly so that the latter would 
become more concise and more relevant to the topics at issue. 

Professor DOGRAMACI said that no hard and fast list of indicators should be established 
at that stage, but some preliminary indication of the type of indicators which might be 
involved would assist governments in preparing their statements to the Health Assembly. 
The goal of health for all would be a continuing process and he suggested that the working 
group, which it had been agreed to set up, might become an informal standing committee to 
advise the Director-General. 

Dr SEBINA said that he had no objection to the inclusion of indicators in the report to 
be prepared by the working group but he believed that the definition of indicators for the 
strategy of health for all was a long-term process for which the Health Assembly could riot be 
considered a deadline. Indicators would vary in accordance with the varying stages of 
development reached by different countries and it was not possible to adopt any hard and fast 
indication at that stage. 

The DIRECTOR-GENERAL said that if Dr Sebina1s suggestion regarding guidelines for 
country statements was to be carried out in a responsible fashion, he required specific 
support for that from the Board. He would be glad to circulate a letter inviting Member 
States to indicate the current state of their contributions to the movement towards health 
for all at the Thirty-third World Health Assembly but he was not in a position to specify the 
indicators that they should use. 

Dr KAPRIO (Regional Director for Europe) said that a questionnaire had already been sent 
to countries in the European Region, the replies to which would give an indication of the 
type of indicators to be used. The subject was not being discussed in a vacuum and many 
countries could be in a position to formulate statements to the Health Assembly on the basis 
of the questionnaire. 

The CHAIRMAN said that there appeared to be a difference of opinion as to the degree of 
formality of the document accompanying the invitation to Member States to indicate their 
progress towards health for all by the year 2000. 

The DIRECTOR-GENERAL said that a consensus had been reached on the establishment of a 
working group whose report would stimulate contributions by Member States on item 22 of the 
next World Health Assembly1s agenda. 

So far as indicators were concerned, it appeared that the Board was not in favour of 
drawing up a formal list at too early a stage - there should be a process of continuous 
development until the next meetings of the Programme Committee and the Board. 

So far as the next Health Assembly was concerned, he recalled that there had been some 
criticism of the proceedings in plenary meetings. In his view, advantage should be taken of 
the presence of heads of delegations at plenary meetings to focus attention on items of major 
concern. He was, however, at the Board1s disposal and would follow their instructions with 
regard to the action to be taken in respect of plenary meetings. 



Dr KRUISINGA said that at that stage in the Organization1s development it would be 
useful to follow the Director-General1s suggestion regarding the conduct of plenary meetings. 

Dr BRYANT agreed that the Executive Board's report should be discussed under item 22 of 
the Health Assembly1s agenda. So far as indicators were concerned, Member States were due to 
submit reports on their national strategies by June 1980 and an indicator document would 
probably be ready by the same date. He therefore suggested that the Secretariat should 
reconsider the schedule and send out an indicator document in preliminary form not necessarily 
to coincide with the date of the Assembly but merely as an aid to country planning. 

So far as the Director-General's third point was concerned, he supported his suggestion 
that countries should be given an indicative framework on which to base their reports to the 
plenary. 

Professor DOGRAMACI supported the Director-General1s proposal regarding a possible 
alteration in the presentation of country statements in plenary, which he believed could lead 
to more meaningful discussions in the Health Assembly. 

Dr BARAKAMFITIYE said that some members had experienced some doubts regarding the value 
of the statements made in plenary. Since the Director-General's proposal was intended to 
help Member States, and it was the duty of the Director-General and the Executive Board to do 
so, there was no need for it to be done on an unofficial basis• He strongly supported the 
Director-General's constructive proposal. 

Professor AUJALEU agreed with the comments made regarding the working group's report and 
the question of indicators, but he asked why the topic should necessarily be considered in 
plenary. It would not be possible for a proper debate to be held in plenary unless the 
ten minute limit on speeches was suppressed, but other important items were dealt with outside 
plenary and it should be perfectly possible to do the same with the topic in question. 

The CHAIRMAN recalled that a decision had already been taken to set up a working group 
to draw up the Executive Board's report on the formulation of a strategy for health for all 
by the year 2000. He asked the members of the Board whether they agreed that a provisional 
and unofficial list of indicators be sent to Member States with an invitation to the latter 
to include in their reports to the Thirty-third World Health Assembly comments on the basis of 
those indicators on the progress they were making in their efforts to achieve health for all 
by the year 2000. 

It was so agreed. 

The DIRECTOR-GENERAL said that he fully understood the Board's decision regarding the 
preparation of the document which would serve as a basis for the discussion of agenda item 22 
in Committee A of the forthcoming Health Assembly. 

So far as indicators were concerned, he understood the Board's decision to mean that as 
soon as possible and in a very provisional way a dialogue on indicators would be begun at all 
levels in the Organization. It would not be transmitted officially from the Director-General 
to governments but would be set in motion at the technical level in order to try to reach a 
preliminary consensus on an outline of indicators, and the Secretariat would send that 
outline to Member States1 technical staff as early as possible before the next Health Assembly 
so that it could serve as a basis for the discussion of item 22. 

With regard to the point mentioned by Professor Aujaleu, it was not his own proposal, but 
a suggestion had been made in the Programme Committee that the time had come to make some 
effort to render the first week's discussions in plenary more meaningful. It had been 
suggested that those discussions might become a new kind of contribution to a progress report 
on health for all. That would certainly not lead to a discussion in plenary but statements 
made by heads of delegations would be slightly more in tune with the Organization* s overall 
perspective than they might have been in the past. He therefore submitted that it might be 
desirable to invite heads of delegations to focus on certain issues that the Board and the 
Director-General and the Regional Directors felt would throw light on what progress was being 



made in each country• Since some doubts appeared to have been expressed in the course of 
that day1 s discussion as to whether such an effort would be worthwhile, he wished to have a 
clear-cut mandate from the Executive Board before proceeding with it. 

Professor AUJALEU said that after the Director-General1 s explanation he fully understood 
the situation, and it had not been his intention to call in question a decision already taken. 

Dr SEBINA supported those who had expressed the view that heads of delegations should be 
stimulated to focus their attention on certain important issues in their statements. 

Dr CHRISTIANSEN (alternate to Dr Mork) said that there seemed to be general agreement on 
the three points at issue, but there had been some uncertainty regarding the third point. 
In view of the great importance of the subject and the proposals regarding the procedure in 
plenary sessions he felt that the matter should be made perfectly clear to the working group 
before a final decision was taken. 

The CHAIRMAN again recalled that a decision had already been made. Discussion of the 
agenda item would be continued when the Board саше to examine the report of the working group. 

The meeting rose at 17h55, 


