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THIRD MEETING 

Tuesday, 13 May 1980, at 14h30 

Chairman: Dr Elizabeth QUAMINA (Trinidad and Tobago) 

1. REVIEW OF THE REPORT OF THE GLOBAL COMMISSION FOR THE CERTIFICATION OF SMALLPDX 

ERADICATION: Item 21 of the Agenda (Document ЕВ65/1980/REС/1, resolution EB65.R17; 

Documents А33/3 and А33/4) (continued) 

Dr LADNYI (Assistant Director -General) said that all the speakers had shown their concern 

for the success of the eradication programme. Their comments would be studied carefully and 

the Secretariat would do all it could to ensure that the recommendations of the Global 

Commission were implemented. 

The question of storing smallpox virus had been raised. The Director -General had been 

giving his attention to that question since 1976. In that year smallpox virus had been kept 

in 76 laboratories around the world, whereas at present it was kept in only six. Steps were 

being taken to reduce that number even further and strict safety measures were being taken. 

It was possible that scientists might in the future conclude that all the strains could be 

destroyed and only information about them retained. The question of keeping stocks of the 

virus in future would be reviewed in 1982. There would also be special surveillance of 

human monkeypox. 
As regards the question whether enough vaccine had been stored and from where and how 

quickly it could be obtained, WHO had a store in Geneva and in Delhi and, with the help of 

India aid the Union of Soviet Socialist Republics, its stock would in the near future reach 
100 million doses. Stocks of bifurcated needles would also be kept and there would soon be 

sufficient stock to vaccinate more than 300 million people. In addition, 26 countries now 

held stocks equivalent to approximately 100 million doses. He thought that that was 

sufficient. Moreover, vaccine for emergency situations could be delivered in 24 hours if 

needed. As vaccine was kept at a temperature of -20 °C its potency could be maintained for 
15 -20 years. Seed lots of vaccinia virus suitable for the preparation of smallpox vaccine 
would be maintained in WHO collaborating centres. 

WHO could ask specialists to study suspicious outbreaks and carry out laboratory 
analyses and, it was to be hoped, exclude the diagnosis of smallpox. 

A number of delegates had expressed concern about the transfer of experience to a new 

generation of young doctors. That could only be done through manuals, slides, etc. In 

addition, monographs were being planned for publication in the next two or three years. 

He assured the delegates who had mentioned the need to harmonize the International Health 

Regulations with the present epidemiological picture of smallpox as presented in the Global 

Commission's report that the Director -General would take the necessary steps to do so. 

Since the preparation of the Global Commission's report, the number of countries still 
requiring vaccination certificates for travellers had been reduced from 14 to 6. He hoped 
that it would be reduced still further. 

With regard to the expenditure needed to implement the recommendations of the Global 

Commission, from 1981 to 1985 approximately $ 3 500 000 would be required, or a yearly 
average cost of $ 700 000, which would meet the cost of personnel, monographs, continuing 
surveillance, and scientific research. The sum remaining from voluntary sources would cover 
expenditure from 1980 to 1981. From 1982 on allocations would be required from the regular 
budget and appropriations would be proposed when the budget was submitted for that year. 

Dr ARITA (Chief, Smallpox Eradication unit), in reply to the question of how much was 

known about the presence of smallpox virus in laboratories and whether it was possible that 

there were stocks whose existence was not known, said that the international register of 

laboratories maintaining stocks of virus was prepared on the basis of information provided by 

countries that had made special surveys to find such laboratories and in reply to a WHO letter 

to certain laboratories where stocks had been suspected. That register had been constantly 

brought up to date. Thus the current situation was that there were only six laboratories 
holding variola virus and he considered that figure reasonably accurate. Certainly WHO and 
Member countries would continue to pay special attention to the problem. Some countries had 
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recently published articles to draw attention to the danger of forgotten stocks and had 
alerted laboratories. 

As to how control was exercised over the laboratories holding the virus stocks, he said 
that in April 1979 staff from such laboratories and their health control authorities had met 
in Geneva, reviewed measures for keeping stocks safe, and formulated standards for the safety 
measures to be implemented in the laboratories. Those six laboratories were subsequently 

visited by WHO inspection teams, which found that the security measures were good. Those 
inspection procedures would continue as long as laboratories holding variola virus existed. 
For the inspections a special check -list was being used that focused on various physical and 
administrative containment measures to be executed in those laboratories. Research on 
smallpox virus in WHO collaborating centres with a containment laboratory should be authorized 
only in so far as it contributed directly to actively maintaining freedom from the disease. 

WHO considered it desirable to maintain the mechanism in headquarters, in collaboration 
with regional offices, to coordinate the investigation of smallpox rumours. From January 1979 

to the present time 73 rumours had been reported, more or less evenly distributed throughout 
the WHO regions, all being shown not to be smallpox. WHO also considered it desirable to 
maintain WHO collaborating centres as diagnostic laboratories in Atlanta and Moscow. In cases 

of suspected outbreaks epidemiologists with smallpox experience could be sent to participate in 

national investigations, as had recently been done in connexion with a suspected case near 
Milan which had turned out to be chickenpox. It might in addition become necessary to develop 
a reasonably sensitive surveillance system for human monkeypox in regions where it might occur. 
A seminar for the development of a surveillance system had taken place in Brazzaville in 

April 1980. It was sponsored by the African Region, the Eastern Mediterranean Region, and 
headquarters, and there were participants from twelve African countries. 

Effective monitoring of the potency of vaccine in stocks would be carried out to ensure 

that only potent vaccine was held. 

The CHAIRMAN invited the Committee to approve the second of the two resolutions the 

Executive Board had recommended to the Health Assembly for adoption (EB65.R17), together with 
the recommendations of the Global Commission for the Certification of Smallpox Eradication. 

Dr HASAN (Pakistan), in order to meet the concern expressed by some delegates, proposed 
the addition, at the end of operative paragraph 7 of the second resolution, of the words ", and 

to report on this matter to future World Health Assemblies as necessary ". 

Decision: 

(1) The Pakistan proposal was approved. 

(2) The resolution, as thus amended, and the recommendations of the Global Commission 
for the Certification of Smallpox Eradication were approved. 

2. FORMULATING STRATEGIES FOR HEALTH FOR ALL BY THE YEAR 2000 (PROGRESS REPORT): Item 22 
of the Agenda (Document WHA32/1979/REC/1, resolution W1А32.30, and Annex 2; Document 
EВ65/1980/REС/1, resolution EB65.R11; Documents A33/5, А33/29 and A33/INF.DOC./4) 

The CHAIRMAN said that the goal of achievement of health for all by the year 2000 had been 
reaffirmed by resolution WHA32.30. The Executive Board had considered WHO's progress towards 
that goal and had reported on it in document А33/5. Document А33/29 indicated the steps taken 

to enhance collaboration between WHO and other organizations of the United Nations system in 

support of primary health care. The Executive Board had proposed in ЕВ65 /R11 a resolution to 

be adopted by the current Health Assembly promoting multisectoral action. Document 

A33/INF.DOC./4 contained a communication from Dr Fidel Castro, President of the Republic of 
Cuba, and of the Non -Aligned Countries' Movement, to the Thirty -third World Health Assembly. 
A draft resolution had been tabled by various delegations on health and the new international 

economic order. 
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Dr HIDDLESTONE (representative of the Executive Board) said that the Executive Board in 

considering the item had borne in mind three important landmarks: the decision of the 

Thirtieth World Health Assembly in 1977 to adopt as the main social target of governments and 

WHO in the coming decades the attainment by all citizens of the world by the year 2000 of a 

level of health that would permit them to lead a socially and economically productive life; 

the Conference on Primary Health Care held at Alma -Ata in September 1978, which had confirmed 

in the historic Alma -Ata Declaration that primary health care was the key to attaining that 

target; and the approval of a timetable by the sixty - fourth session of the Executive Board for 

formulating strategies for health for all by the year 2000. 

The timetable had marked out certain stages clearly. An important one was that the 

Executive Board should report to the current Assembly on progress made so far in formulating 

strategies for health for all by the year 2000. The Board had had before it the report of 

the Director -General on the subject, which had been discussed by the Programme Committee in 

November 1979, as well as the report of the Programme Committee itself. The Executive Board 
had also decided to incorporate in its report some issues that were discussed under other 

items which the Board considered to be relevant to the formulation of strategies for health for 
all by the year 2000. Those issues included items relating to the study on the structure of 
the Organization and the Seventh General Programme of Work. The Executive Board hoped that 

the inclusion of those items would assist the deliberations of the Health Assembly. 
The current session gave the Health Assembly an important opportunity to reinforce its 

decision of the previous year requesting all Member States to define realistic ways of formula- 
ting suitable strategies. The Health Assembly could strengthen the commitment of Member 
States to meet that challenge seriously. Further, that commitment should encourage fulfilment 
of their constitutional obligation to seek the best help of their people by all means. Finally, 
Member States must recognize that the social movement towards health for all by the year 2000 
was an action without precedent for mobilizing needed national and international support for 
the achievement of the goal. 

While strengthening commitment to the goal, the current year's discussions could help in 

identifying areas needing more concerted action or information. Two important questions 
should be asked: whether formulating strategies for health for all by the year 2000 had really 
become a central theme for both Member States and WHO as outlined in paragraphs 5 -20 of the 

Executive Board's report; and what further action needed to be taken by countries individually 
and collectively. 

The Programme Committee of the Executive Board would take particular interest in any 
proposals regarding the type of activities that should be undertaken by Member States 
collectively. On the basis of those proposals it would begin preparation later in the year 
of the global strategy to be considered at the Thirty- fourth World Health Assembly. 

As regards the 'Health 2000 Resources Group ",referred to in paragraph 20 of document А33/5, 
the Executive Board had approved the arrangements proposed and the Group's first meeting had 
been held in Geneva on 1 -2 May 1980. 

On 29 November 1979, the United Nations General Assembly had adopted resolution 3458 on 
health as an integral part of development, which the Board regarded as a landmark of great 
importance and a demonstration of international support. It therefore recommended to the 

current Health Assembly that it adopt a corresponding resolution, that in EB65.R11, which 
identified substantive action that Member States and the Director -General could take to reinforce 
the significance of the United Nations action. He had no doubt that the Health Assembly would 
examine the resolution carefully and make suggestions on how the proposals could be implemented 
with the greatest degree of. effectiveness. 

Finally, as pointed out in paragraph 39 of its progress report, the Board had decided that 
the final version of that report would be published after the Thirty -third World Health Assembly 
so that it could take into account the discussions and presentations and include the resolutions 
of both the Health Assembly and the United Nations General Assembly. 

Dr GOMAA (Egypt) compared the achievement of health for all by the year 2000 to a medical 
prescription, pointing out that a doctor who did not keep a medical record of his patients 
would never be able to prescribe treatment. Thus, before a strategy was formulated, a sort of 

record for the whole world was needed; the health and diseases of the world had to be studied 
by WHO at headquarters and in the regional offices in collaboration with governments, and the 
diagnosis, in order to be systematic and scientific, should be based on a health survey that 
did not only take account of data provided by the authorities. Patients coming to health 
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stations, for example, were not the only patients in the community, and were not those who were 

really sick. To know the health situation of the people in a country a health survey was 

required - not necessarily a comprehensive one, which might be too costly, but one based on 

sample surveys. One such survey had been started in Egypt two years previously in order to 

prepare a health map of the country, taking into account the situation as far as diseases and 

the medical services were concerned and also the economic and social situation as it was linked 

to the health situation. WHO should help countries to carry out such health surveys on their 

populations in the least expensive way, so that they had a foundation on which to build a 

strategy and evaluate it in the future. 

There should also be a careful study of the way in which WHO could give support to 

countries in the formulation, implementation, and evaluation of policies, strategies, and 

plans of action. Health for all by the year 2000 was a revolutionary objective, and WHO's 

support to countries should also be revolutionary; traditional methods had to be changed and 

developed. A new approach could be added: the giving of support on the basis of contracts 

signed by a representative of the Organization and the person responsible for health in a 

particular country. Such contracts could deal with one or another field of support and should 
have a timetable for implementation and a budget clearly defining the financial commitment and 
logistics for the national government and the technical commitments of the Organization. That 
sort of contract would give a sense of responsibility to the relationship between WHO and the 
country concerned. 

If closer links were desired between the regional offices and countries in order to 
strengthen the Organization's role, WHO should have a permanent representative in each ministry 
of health (with the agreement, of course, of the government in question) so that the represen- 
tative could cooperate with those responsible in the ministry in the implementation of 
strategies over the coming two decades. 

He envisaged eight characteristics for strategies for health for all by the year 2000. 
First, priorities for projects and programmes should be based on realistic health data and 
statistics. Second, the strategies should stress promotion of health manpower training and 
development, quantitatively and qualitatively. Third, particular importance should be given 
to those in the productive sector and to those who had not yet received health care, particu- 
larly mothers and children, who formed the basis of the country's welfare. Fourth, social 
security systems should assure the participation of the community in financing and managing 
the health services. Fifth, the sources of financing in the health field should be analysed 
at the national level in order to secure the best return and avoid a high cost of services. 
Sixth, health planners should cooperate with those who planned economic and social development 
policies and strategies at the country level. Seventh, health officials should prepare 
legislation on investment in the drug industry so that the price of drugs did not become too 
high. Eighth, foreign assistance, whether from countries or organizations, should follow a 
list of priorities for the basic needs of the country. 

His delegation supported the Executive Board's proposed resolution in EB65.R11. 

Professor JAKOVLJEVI6 (Yugoslavia) thought that definitions such as those of health for 
all and primary health care were clear and required no change; what was needed was implemen- 
tation of the Organization's unanimously adopted goals. The Executive Board in paragraph 22 
of its report had expressed concern about ways of exerting influence to convert political 
commitment into action, and that issue was of critical importance. One of the main reasons, 
perhaps, for the discrepancy between political will and action was the lack of precisely 
formulated health policies in some countries. He had in mind such questions as how health 
was formulated in the constitution of a country, what kind of health legislation existed, 
whether health was recognized as a factor contributing to social and economic development or 
treated merely as an item in the budget, or whether, for example, it was laid down that health 
was a basic human right. Most important, however, was the recognition by a given country of 
the economic importance of health. Sixty years ago, Adrija Stampar, in formulating ten 
principles of health, had stated that health was of greater economic than humanitarian 
importance. He therefore agreed with paragraph 24 of the Executive Board's report that WHO 
should encourage and stimulate Member States to define health in a manner consistent with the 
WHO Constitution and the spirit of social justice underlying the Declaration of Alma -Ata. 
He also considered that constant efforts towards implementing resolution WHA29.48 were of 
immeasurable importance. Document A33/INF.DOC./4, in which non- aligned countries had 
expressed their views on how to improve health care, should be used as a reference, like 
United Nations General Assembly resolution 3458. 
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Mr NARAIN (India) thought that much more time should be spent in looking into operational 

aspects and identifying difficulties and the manner in which collaborative effort by countries, 

with WHO support, could resolve problems and enable all countries to move forward with adequate 

speed towards the goal of health for all by the year 2000. 

His country had carried out some extensive in -depth studies of various aspects of the 

programme and had also participated, with mutual benefit, in the various workshops on health 

for all organized by the Regional Office. Consultation with a large range of experts in 

health development and research, economists, social scientists, social workers, demographers, 
health administrators, and almost every professional area concerned with the implementation of 

schemes and programmes under health for all had led to the realization that the material 
requirements for progress towards the goal were staggering. While material constraints would 
continue to operate for many years, two other considerations seemed to be of seminal importance. 
First, it seemed beyond dispute that the goal of health for all could be achieved only with 
community involvement and continued community participation. Community health systems would 
have to be integrated into the governmental health services system. Not only would that 
strategy ensure a very high rate of success in the implementation of the various schemes and 
programmes, but - and that was vitally important - if the local community managed the systems 
created for them the recurring management costs would be significantly reduced. An example 
was local community management of water supply and sanitation works, obviously one of the basic 
factors for ensuring the control of waterborne diseases that was so essential for health in 
underdeveloped areas. Secondly, it appeared equally well established that, in the overall 

effort to secure health for all through ever - growing community involvement, the role of 

voluntary and nongovernmental organizations should be consciously encouraged and strengthened. 
In social and geographical peripheral areas the impact of governmental action had been rather 
limited. An appropriate assessment and exact delineation of the role of voluntary organiza- 
tions would be essential over the next twenty years. 

While health for all would inevitably involve different priorities for different peoples, 

it was necessary that, whatever health for all meant in each country, national and regional 

indicators should be established to measure the success of future efforts. In that connexion 

he had found that the Secretariat's discussion paper on draft indicators for monitoring 

progress towards health for all (HPC/MPP/DPE/80.2, 17 March 1980) contained very useful 

information. His country had tried to evolve draft indicators to fix goals in the various 

crucial sectors of health as well as in population growth. In his country's context, that 

was a matter of crucial significance: it was necessary to know what "all" would mean at the 

end of twenty years. The indicators, therefore, apart from infant mortality rate, longevity, 

death rate, morbidity levels of communicable diseases, diarrhoeal diseases and levels of 

expanded immunization programmes and nutritional standards, also included targets for birth 

rate, growth rate and net reproduction rate. He recommended that future discussions be 

concerned with establishing the relevant indicators, taking into account what was going on in 

the various countries. Perhaps through an exchange of ideas it would be possible to say that 

a particular minimum achievement of relevant parameters and indicators would be deemed to be 

the realization of the goal of health for all by the year 2000. Thus a minimum target would 

have to be set for every parameter or indicator. Once that had been done individual countries, 

regional offices, and headquarters could perhaps undertake an annual assessment to measure in 

definite terms how far and how fast the Organization was advancing towards its goal. Short- 

comings would in that way be identified so that corrective measures could be taken in time. 

He also stressed the oft -repeated need for well worked -out intersectoral coordination, and 

hoped that while such coordination was being worked out in countries similar efforts would be 

made in the regional offices as well as at headquarters. 

Dr EDMONDSON (Australia) recognized that better health standards, particularly in the 

developing world, were a precondition of higher productivity and of social wellbeing. His 

delegation saw health as an essential component of development, both as an input and as a goal. 

The scope of the task of establishing satisfactory minimum health care standards was tremendous, 

since the roots of the most difficult health problems were in poverty and their solution would 

depend principally on increasing success in the broadly -based attack on rural and urban poverty. 

His Government, in its approach to health aid issues, strongly supported the primary 

health care concept developed by WHO and its Member States as appropriate to meet the essential 

health needs of the majority of the people effectively. He agreed with the stress on 

essential health care and with the promotion of health through development activities in 
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sectors other than health. In accordance with its firm commitment to a basic human need 
strategy in its development assistance programme, Australia had subscribed, inter alia, to the 

statement on development cooperation of 22 October 1977 of the OECD's Development Assistance 
Committee, which recognized that significant progress towards raising the productive income 
and welfare of the poor required that greater emphasis within aid programmes be placed on 
contributing to expanding opportunities for productive employment, rural development, food 
production, and well -designed, broadly accessible health, family planning, and education 

services. That approach had been clearly followed in the Technical Discussions held in the 
previous week. It had been agreed that the natural starting -point for health programmes, 
whether internally or externally financed, was the individual health care system operating in 
a particular country. That system would differ from country to country, depending on social, 
political, economic, and cultural factors. 

As far as possible Australia would support recipient governments' determination of their 
priorities for improved curative and preventive health measures designed to benefit the poorest 
groups of people directly, and particularly such activities as: the training of medical 
personnel and others associated with community primary health care, especially where chain - 
effects in the recipient country's domestic training programmes might be achieved; rural and 
urban - fringe water supply and sanitation; regional and integrated rural development projects, 
which were now expected to have a strong health component; community -based health research 
projects; infectious diseases control and vaccine production; maternal and child care, 

including family planning; nutrition projects; community health education; the production 
of traditional medicines; and the supply of essential basic equipment for community health 
care. His delegation therefore readily agreed with the general line of strategy formulated 
by the Executive Board, since it was based on primary health care and the importance of inter - 

sectoral collaboration. 

He shared some of the reservations expressed about the title "Health for All by the Year 
2000 ". On the basis of discussions with other delegations and the statements by countries, 
he believed that the title must mean either that health care should be available for all by 

the year 2000 or that a level of health should be attained that would permit all people to 

lead a socially and economically productive life - the definition given in the draft resolution 
on structures. Either of those interpretations was satisfactory and worth while. Current 
progress as reflected in the Executive Board's report was encouraging, particularly as related 
to increased political commitment and coordinated strategy action, which he hoped could be 
backed up by essential resource allocations, especially at the national, level. He stressed 

the need for close collaboration with the regional economic commissions of the United Nations 
and other United Nations economic agencies with broadly similar objectives. 

The integrated nature of the development process and the need for international 
collaboration were accurately reflected in paragraphs 22 and 31 of the report, except that 
"employment" and "communications" should perhaps have been added to the list of factors 

mentioned in paragraph 22 as affecting health. The questions in the report on how to 
formulate and monitor WHO programme budgets and policies were well posed; medium -term 
programming was clearly an essential tool in the logical ordering of WHO programme activities. 
His delegation would take a very close interest in WHO processes, structures, and working 
relationships in the light of functions; generally, however, the summaries of WHO's role in 
paragraphs 9 and 33 were in close accord with Australia's views. He supported the other 

speakers who had stressed the development of measurable indicators as a basis for correlating 
the real levels of progress existing in countries and identifying high -risk groups. His 

country's experience with business enterprises and in government strongly reinforced the need 
for the regular application of criteria of success, if only to facilitate the inevitable 

subsequent amendments to plans and programmes as dynamic strategies were applied in the field. 

The acknowledgement in paragraph 39 of the report that strategies would evolve in response to 
setbacks, successes, unforeseen developments, and emerging forces was realistic. He looked 
forward to seeing the list of successful exponents of health strategies steadily growing as 
essential health care spread around the globe into every village and backwater, and was happy 
to support the resolution recommended by the Executive Board. 

Dr SIККЕL (Netherlands) generally endorsed the progress report of the Executive Board. 
Health for all by the year 2000 meant, inter alia, that by the year 2000 all people in all 
countries should reach a level of health that would permit them to lead socially and 
economically productive lives. Strategies should be formulated taking into account primary 
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health care, which differed from country to country. Country health programming had an 

important role to play in those strategies and should be carried out in close cooperation with 
all United Nations agencies concerned with development. Close links existed between health 
and development, since health was both an indicator and a catalyst of development. 

Management was one of the weakest components of development. The cause was lack not 
only of resources but also of health management training, which should be given high priority. 
Both the regions and headquarters had an important role to play in developing appropriate 
technology, which was a component of the primary health care approach and should include 
administration, information systems, and research. Emphasis should also be laid on 
strengthening the information, education, and communication sectors of primary health care, 

since people should be encouraged to make full use of the services provided. Citizens should 
participate in the organization of health services, and the medical profession should take part 
in primary health care. It was important to receive information on the progress of primary 
health care since much could be learned from the difficulties encountered by others; from 
that point of view the new journal, World Health Forum, could play a useful role. 

Dr SАMBO (Angola) said that resolution WHA30.43 reflected Member States' determination to 
take the necessary steps to bring all peoples of the world to the highest possible level of 
health, but different policies and different socioeconomic resources meant that the goal could 
not be reached simultaneously in all countries. Each country should therefore take into 
account its own possibilities when formulating strategies. Technical cooperation among 
developing countries and intersectoral collaboration should be strengthened since they were 
important aspects of the formulation of national strategies. He hoped that WHO would continue 
to undertake its overall coordinating task as laid down in its Constitution. United Nations 

General Assembly resolution 3458 highlighted the importance attached by the international 
community to problems related to health. 

His delegation endorsed the draft resolution on health and the New International Economic 
Order proposed by the Algerian and other delegations and wished to become one of its sponsors. 

Dr ROGOWSKI (Poland), referring to paragraph 36 of the report of the Executive Board, 

hoped that the progress achieved and the methods applied in Poland would be of assistance to 
other countries. The Polish People's Republic attached considerable importance to health, 
each citizen's right to health care being guaranteed in Article 70 of the Constitution. All 

citizens were also entitled to assistance if they were ill or disabled, through social 
insurance and welfare, social health care, free medical assistance for all employees and their 
families, improved safety at work, the prevention and control of disease, care and social 
and vocational rehabilitation of the disabled, and the development of health facilities for 

both inpatients and outpatients. Health care was an integral part of national socioeconomic 
development plans and wholly financed by governmental resources. Approximately 8% of the 

total budget was allocated to the operational costs of health care, not including investment 
expenditure. Health care covered environmental hygiene, housing, working and recreation 
conditions, food production and distribution, general and health education of the population, 
prevention, case - finding, treatment, rehabilitation, social welfare, medical, technical, social, 
and legal research, the correlation of economic development and the health needs of the 

population, and health manpower development. More than 99% of the population enjoyed 
comprehensive free preventive, therapeutic, and rehabilitation services. However, outpatients 
had to pay 3O of the cost of the drugs prescribed, with the exception of retired employees, 
the handicapped, and patients with tuberculosis, venereal disease, or acute infectious diseases. 
Certain aids and orthopaedic appliances were also supplied free. Health and social welfare 
facilities constituted a homogeneous organizational and functional entity, supervised by the 
Ministry of Health and Social Welfare at the central level and by Voievods and Commune People's 
Councils at the peripheral level. 

Health care development was monitored through the indicators described in document А32/8 
and, despite certain difficulties, there had been a steady improvement in most areas. At the 
same time a search for more precise indicators was taking place, in cooperation with other 
socialist countries, within the framework of the research programme of the Council for Mutual 
Assistance. Community participation was of the utmost importance in the provision of primary 
health care. A number of societies participated in health promotion, mainly through action in 
the field of health education. Genuine efforts were being made by rural communities with a 
view to developing health facilities. 
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The Polish experience had shown that self- reliance was one of the cornerstones of health 
for all, international assistance and collaboration taking second place. His country 

therefore endorsed the views expressed in the report of the Executive Board, in particular 
paragraph 39, and expressed its readiness to share its experience and cooperate with other 
countries. 

Professor SHEBU (Nigeria) said that Nigeria's recent change of Government and its new 

Constitution had ended more than 13 years of military rule during which the country had been 
governed as a single political and administrative entity. Following the return of an elected 
civilian Government and the adoption of a presidential system, the country at present consisted 
of 19 states with a Federal Government exercising authority exclusively in fields such as 
foreign affairs, defence, and communications, while education, health, agriculture, and finance 
were dealt with by both the Federal and the State Governments. The changes had not lessened 

Nigeria's political commitment to health for all by the year 2000 and to primary health care. 
A National Council on Health had been set up on which the Federal and State ministries of 
health were represented by the Minister and the respective commissioners for health. The 
Council was the mechanism through which national health policies were developed. At its last 

meeting the Federal Minister of Health had referred to the Government's commitment to the 

policies adopted by WHO Member States. Other mechanisms were being developed and in the • guidelines for the Fourth National Development Plan (1981 -1985) the Federal Government had 
made a policy statement concerning its commitment to adopt an integrated rural development 
strategy for improving the socioeconomic status of the vast rural communities that constituted 
approximately 80% of the total population. It was hoped that it would be implemented early in 
1981. 

The recent primary health care workshop organized by the Regional Office for Africa in 

Mozambique had afforded an opportunity to convene a meeting of representatives of a number of 
interested ministries, thus initiating a multisectoral approach to primary health care. At 
pre -workshop meetings at the country level there had been an excellent response from the 
ministries concerned, and the support from other sectors had been most encouraging. It was 
hoped that the link could be developed and strengthened as strategies were evolved. It was 
intended to extend the mechanism to the other two government levels as experience was gained 
at the national level; it was vital for the success of primary health care since state and 
local governments were the main agents for the execution of development plans, including health. 

The next step would be to organize a national workshop followed by a series of workshops 
designed to serve the state and local governments. They were essential if the message were 
to reach the level most in need, the community. 

It was necessary to undertake an urgent review of the country health programme, which was 
the basis for national health planning at the country level. At the appropriate time WHO's 
cooperation would be requested. 

It was encouraging to note the progress made in the African Region in technical cooperation 
among countries. The subregional arrangements were taking shape and, with the support of the 
Regional Director, cooperative projects would emerge that would do much to make Member States 
self -reliant. 

His delegation hoped that training at all managerial and administrative levels would be 
intensified. For too long that important area had not received the attention it deserved. 
Nigeria was fortunate in having several institutions that could be developed to serve not only 
Nigeria but also other countries in the Region. 

Indicators for monitoring progress were becoming an urgent problem because there was a 
tendency to adopt indicators based on the mere availability of a physical infrastructure and 
personnel. But what goods and services were available to the man in the street? It was 
therefore a matter of urgency to have indicators that gave an idea of the improvements that 
had taken place in the socioeconomic and health status of the people. Such indicators should 
be easily understood and easy to apply. 

Nigeria had also taken other measures with a view to achieving health for all and 
developing primary health care. A national council on health had been appointed to review the 
basic health services scheme; a review of health legislation was being undertaken, with 
particular reference to aspects affecting the quality of the environment; the training of 
polyvalent health workers suitable for work at the primary health care level was being 
intensified; communities participated in the selection of candidates for work at the village 
and local government levels and a list of essential drugs was being drawn up in order to reduce 
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the cost of importing drugs and to provide guidelines for the establishment of a national 
industry (that aspect would be expanded in the next plan since at present only approximately 
5% of the drugs used were produced locally). It was proposed to develop vaccine production 
capacity so that Nigeria would be self -sufficient when implementing the expanded programme on 
immunization and possibly produce sufficient vaccine for neighbouring countries. 

An important aspect of WHO's work, perhaps the most important, had not been given the 
emphasis it deserved in the documents; it was the role of WHO and WHO programme coordinators. 
No amount of visits by headquarters or regional office staff could be an adequate substitute 
for knowledgeable and technically competent programme coordinators. The latter had to play 
several roles in their country of assignment and yet frequently all their knowledge was gained 
from written reports they received. Little else was done to ensure that they were adequately 
equipped to play the crucial role assigned to them, which governed the degree of success of WHO 
collaborating programmes. On page 2 of document А33/29 one aspect of the programme 
coordinators' work was mentioned, and many coordinators were prepared to accept the challenge, 
but what was WHO doing specifically to ensure that programme coordinators played their full 

role in achieving the objective? He had hoped that concrete proposals would be made and 

discussed exhaustively with programme coordinators. He therefore suggested that the Executive 
Board and the Director -General should study the issues raised since they transcended national 
and regional boundaries, so that future progress reports would more adequately reflect the 

importance of the roles programme coordinators were called upon to play. 

Dr JESUDASON (Sri Lanka) said that a number of meetings, workshops, seminars, and 

conferences had been held at the country, regional, and international level on primary health 
care leading to health for all by the year 2000. Strong political commitment, will, 

determination, and consistency were required for such a long -term objective, and changes in 

the attitudes of professional personnel were needed. For example, Sri Lanka suffered from an 
acute shortage of doctors owing to the so- called "brain drain" and the doctors who were 
available were reluctant to work in the rural areas where 80% of the population lived. Yet 

only doctors were allowed to carry out IUD insertion as one of the methods of family planning 
and as a result IUD insertion had rarely been carried out in rural areas. A policy decision 
had therefore been taken, against considerable opposition, allowing field midwives to undertake 

IUD insertion after they had been trained and certified competent. It had then been possible 
to make that family planning method available to large numbers of women, since one midwife 

dealt with approximately 3000 people. There were several other areas in which paramedical 
personnel and volunteers could play a major role. 

Health for all could not be achieved without an adequate mobilization of resources, both 

national and international. Emphasis should be laid on preventive health measures, and 

positive action and implementation of programmes were necessary. Each country would have to 
evolve its own strategy, taking into account its population, culture, health problems, and the 

existing basic health services and infrastructure, and bearing in mind the components of 

primary health care laid down at the Alma -Ata Conference. 
Sri Lanka had first of all carried out a country health programme and a health charter had 

been signed by the Prime Minister and the Director -General. Subsequently steps had been taken 

to set up a national health council at ministerial level, chaired by the Prime Minister, and 

district health committees to deal with the 24 districts in the country. At the Ministry of 

Health a national health development committee composed of members from different departments 

had been set up and was functioning. It had established several standing committees to deal 

with major health areas such as primary health care, health manpower development and training, 
medical research, and drug policies and management. Existing health programmes were being 

intensified, in particular the health education programme, the expanded programme of 

immunization, family planning, the provision of safe water, disposal of human waste, nutrition 

and food policy, and maternal and child care. Measures had also been taken to revise the 

curricula for paramedical and auxiliary health workers in areas where they could treat common 

diseases and injuries. 
Evaluation of the progress of the different programmes should be carried out at regular 

intervals and immediate action taken in those areas where results were not satisfactory. 

Every individual in the country should be motivated so that there would be active and 

substantial community participation, and primary health care and health for all by the year 
2000 should be the ultimate goal. 

His delegation endorsed the views of the Executive Board in document А33/5. 

• 

• 
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Dr WILLIAMS (Sierra Leone) said that in Sierra Leone a primary health care project had 
been started with support from both the Ministry of Health and nongovernmental organizations, 

but it was in a single area aid there was still far to go before the whole country was covered. 
Her country attached considerable importance to community participation in both the planning 
and implementation of health -promoting and preventive health programmes. The Regional 
Director for Africa had recently visited the community project and had been able to participate 
in a village health committee meeting. She felt that there was room for a study of the 

reasons why some communities readily participated in programmes while others were reluctant to 

become involved in activities, no matter how much they were pushed. Health committees similar 

to those existing in villages existed at district and central levels. 
Though not easy to achieve, an integrated approach to health care was being stressed in 

her country. For such a programme to succeed other ministries, such as those responsible for 

education, works, transport and communications, information, and agriculture, and non- 

governmental organizations as well, had to be brought into collaboration with the Ministry of 

Health. Use was being made of voluntary village workers, including traditional birth 

attendants, who were now being identified and trained since they were responsible for about 

60% of all deliveries. One problem that had arisen was that voluntary workers were now 

requesting some kind of remuneration. Thus it was important to be realistic when considering 

such approaches to community health care. Unless there was realism it would be difficult to 

achieve the goal of health for all by the year 2000. 

In West Africa intraregional cooperation, mainly in training, had come about with the 

establishment of the West African Health Community. As part of the effort Sierra Leone had 

participated in international workshops and seminars. 

The supply of drugs was a problem for Sierra Leone. It was therefore to be hoped that, 

with the assistance of the WHO Regional Office for Africa, the WHO list of 40 essential drugs 

and 10 vaccines would soon be brought into use. It was also to be hoped that, when funding 

agencies and organizations such as WHO and UNICEF saw what Sierra Leone was doing to achieve 

the goal of health for all, they would be able to provide more assistance. 

• 

Dr VENEDIKTOV (Union of Soviet Socialist Republics) said that the attainment of health for 
all by the year 2000 was the prime goal of the World Health Organization, as it had been called 
for by the Health Assembly, reinforced by the Alma -Ata Declaration, and endorsed by United 
Nations General Assembly resolution 3458. The Organization's task was to devote its entire 
effort to attainment of the goal. Both before and after the Alma -Ata Conference there had 
been, as there still were, sceptical voices raised terming the goal utopian, unrealistic, naive, 
and even absurd in a world where there was already too much discontent, and although the 
different delegations voting in favour of the goal did not consider it utopian the position 
of the sceptics had none the less to be taken into account. To attain the goal required 
great efforts and it would be a mistake for anyone to think otherwise or view health for all 
by the year 2000 as a passing slogan to distract developing countries from the crucial question 
of the New International Economic Order, It was true that people would treat the goal of 
health for all by the year 2000 as utopian. But in the past other revolutionary goals 
similarly treated had none the less been attained. 

In connexion with the requirement in General Assembly resolution 3458 that the Director - 
General report progress to the Economic and Social Council it was important to formulate clearly 
the final goal and ensure that it remained in the forefront of attention. The word "slogan" 
had originally meant a war -cry; the slogan of health for all was not only a war -cry but also 
a call for a plan of campaign, specific objectives, and ways and means of attaining them. 
The phrase "community health" or "national health" had been in use for many decades, yet 
nobody, it seemed, had noticed that there was still no understanding of what the two concepts 
should embrace. It was therefore important that health for all should be properly defined, 
since in any society, no matter how healthy, people were bound to fall ill and die and physical 
trauma was bound to occur. In the Soviet Union it was felt that there was an urgent need to 
develop such a definition, for it would be instrumental in providing an understanding of the 
goals the world was setting out to achieve. It was obviously essential for such a definition 
to embrace components such as demographic structure, population dynamics, morbidity and 
mortality, food supply, nutrition levels, housing, living and working conditions, and access 
to health care; and those components should not be viewed statically but dynamically, in a 
constantly changing picture. Despite the fact that the multiplicity of components involved 
might appear to make for a cumbersome view of community health, he felt that it was possible 
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to arrive at a dynamic definition. He supported everything stated by previous speakers on such 
matters as the proper criteria for progress and on the dynamics of community and individual 
health. Whether or not the goal was achievable would be clear within two or three years at 

the most, possibly even earlier. 
In general his delegation approved of the steps being taken at every level, both by WHO 

and by Member States, to develop a strategy for achieving health for all by the year 2000. The 

Organization was now half -way through the process, since the document on strategy had to be 

ready in about a year's time. General Assembly resolution 3458 provided additional impetus, 
but the changes in the international situation the Director -General had referred to, such 

as the attempts to retreat from peaceful cooperation and détente to a confrontational approach 
and to cold war, were very worrying; there was no alternative to détente and cooperation 
in the interests of peace if the goal of health for all by the year 2000 was really what was 
desired. Particular attention had to be paid to that situation in the remaining few months 
before the document on strategy was completed. 

It was an urgent matter for the Director- General to develop a more specific plan of action, 

for if there was no specific plan of action at national, regional, or headquarters level no 

general ideas about strategy would be sufficient to attain the goal at the rate counted on. 

The task required of WHO was to draw up a plan of action that would actively focus the attention 

of all countries and of the United Nations on the problem of health for all and on the problem 

of primary health care as an integral part of national health care systems. WHO must give its 

full support to strengthening technical cooperation between countries particularly in relation 
to the exchange of experience and the wide dissemination of promising primary health care 
approaches. It would have the task of carrying out scientific studies on primary health care 
systems, health systems technology, etc. which would involve collaboration with other sectors. 
Such tasks would impose an increased workload on WHO as would also the increased demands placed 
on it by countries and regions. 

It was possible to trace the idea of health for all in a clear line from the WHO 

Constitution's proclamation of man's right to health and the responsibility of governments, 

through the resolution of the Thirtieth World Health Assembly on health for all and the Alma -Ata 
Declaration to resolutions WHA32.24 and 32.30 and General Assembly resolution 3458, all of 
which amplified one another logically. Resolution ЕВ65.11 in the document before them and the 
draft resolution on health and the New International Economic Order were both of interest and 
might, with the letter from the President of the Non- Aligned Countries' Movement, be brought 
together to form a single resolution perhaps entitled: "Health for All by the Year 2000 and the 
New International Economic Order ". A single resolution of that type would represent a step 
forward towards the final objective. 

Professor SHWE TIN (Burma) thought that the important point to remember was that only 
20 years were left to achieve the goal of health for all by the year 2000. 

In Burma preparations had to be made within the health department and the other institutions 
concerned to meet the goal, and a national health council had to be established. Of the targets 
to be met, participation by the community was the most important. Political commitment also 
had to be complete. WHO had to know which countries were becoming actively involved, which 
were acting along the right lines, and which needed extra assistance to attain the goal. 
Although in affluent countries the goal of health for all and even the term "primary health 
care" might be meaningless, for countries with large rural populations they were of crucial 
importance in helping to narrow the gap between country and town in available health care. 

In Burma detailed country health programming had been introduced in 1975. It had come to 
be realized that primary health care was of great assistance in country health programming and 
fitted in well with the goal of health for all by the year 2000. As part of action to spread 
understanding of the concept, four workshops had been held in previous years, and in April 
1980 a workshop had been conducted with the participation of other ministries concerned. A 
plan of action would be sent to the Regional Office for presentation at the next Regional 
Committee meeting in September 1980. 

Dr MOODY (Jamaica) welcomed United Nations General Assembly resolution 3458. WHO should 
actively follow up the resolution, particularly in relation to operative paragraphs 3 and 7 

and to keeping United Nations agencies informed of areas in which their cooperation was 
required. 

In efforts to achieve intersectoral cooperation there was a need for WHO to act as a 
forum where different countries could exchange experience. WHO should produce guidelines 

• 

• 
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and identify specific areas needing assistance from different sectors so that each saw clearly 

what role it could play. Country representatives should be trained to interpret such 

guidelines, to enable them to collaborate with health officials in developing a meaningful 
structure for intersectoral collaboration. 

Her delegation supported the delegate of Nigeria in stressing the need for well -trained 
competent country representatives. It disagreed, however, with the delegate of Yugoslavia; 
the goals to be attained at country level must be defined as part of the overall target of 

health for all by the year 2000. There was no universally applicable definition of the level 

of health care required; each country should therefore define its own operational targets. 

WHO should produce guidelines to enable such targets to be identified. WHO had organized 

or was holding workshops on the role of community health workers, on costs, financing, and 

resources, but it had held none on guidelines for setting operational targets. In achieving 

the goal of health for all by the year 2000, indicators were needed that were vital and 

responsive to change in what should be a rapidly developing health care system. Both 

indicators and targets must be easily understood and should show where cooperation and 

intervention by other sectors were required. At present collaboration with other sectors 

was sought in far too vague a fashion. 

Dr HELLBERG (Finland) said that, whether the target of health for all by the year 2000 • was a slogan, a battle -cry, or a motto, it represented a return to the ideas enshrined in the 

WHO Constitution. There was a need to spell out the operational terms involved. Health for 
all by the year 2000 meant the health of children as yet unborn, who would be adults by the 
year 2000. The subject should therefore be discussed in relation to family and community - 
oriented maternal and child health activities as part of the intersectoral approach to health 
and development. Examples of related topics that should be discussed included family guidance, 
mental health, and action in relation to health -related behaviour such as smoking and alcohol. 
The prevention of adult disease began in childhood and with maternal and child health, and 
family -oriented health measures taken in the next few years would determine the health of those 
who would be young adults by the year 2000. The adult working population of the present day 
would be the elderly pensioners of the year 2000. 

Throughout the national primary health care programme in Finland the lessons from the 
very successful activities in maternal and child health during the past few decades were to be 
applied to the care of working populations, particularly to workers in agriculture and forestry. 
Emphasis was being placed on high -risk groups in the adult population in relation to behaviour 
and habits as well as to environmental factors. Intersectoral activities were involved, 
requiring participation from different industries, trades, and branches of production. By the year 2000 the numbers of elderly persons, both healthy and ailing, would have increased 
vastly in industrialized countries. That fact should be influencing present -day social and health policies and programmes. He looked forward to the conference on the subject to be • held in 1982 and thought that, as at Alma -Ata, equal weight should be given to preparations, 
to the conference itself arid to the follow -ups. 

WHO should be able to assist Member States to develop health strategies related to their individual problems and resources, with particular emphasis on intersectoral aspects of short -term and long -term planning and action. 
In the light of the major General Assembly resolution 3458, WHO assistance would be of particular importance in relation to the two roles of health authorities. The first role was to develop the health sector itself, including primary, secondary, and tertiary health care and training and research. The second role was to act in partnership with other 

government sectors, the private sector, community bodies and nongovernmental agencies. WHO could help authorities to work effectively in the second role, as it required attitudes and abilities different from those required for the first role, as well as a great deal of time to be devoted to it by staff at every level, including senior staff. 
Health education, with emphasis on ways and means by which individuals and communities could participate in their own health development, called for vision and a realistic 

assessment of its needs and limitations. The definition of health education should be broadened to include the responsible sharing of information on health and disease. 
Another area of intersectoral cooperation was closer collaboration between health authorities and nongovernmental organizations. WHO should set an example by involving the latter more closely in the development of strategies. 
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In terms of technical cooperation, industrialized countries needed to work more closely 
together. Such cooperation existed among the Scandinavian countries, which had held a joint 
seminar on primary health care in remote areas in October 1979 and were to hold a ministerial - 
level conference on primary health care in August 1980. 

His delegation wished to present a draft resolution on health and the New International 
Economic Order for later consideration by the Committee. The draft did not conflict with the 
draft resolution by the delegations of Algeria and other countries, but was complementary to 

it. 

He thought that the material contained in the two resolutions might be submerged if they 
were brought together into a single resolution. 

The CHAIRMAN thought that more time should be given to representatives to study the two 
draft resolutions. 

3. FIRST REPORT OF COMMITTEE A 

The CHAIRMAN called upon the Rapporteur to read the Committee's first report to the plenary. 

The RAPPORTEUR read out the text of the report. 

The CHAIRMAN said that if there were no objections to the first report of the Committee 
to the plenary she would consider it adopted. 

The first report of Committee A to the plenary was adopted. 

The meeting rose at 17h30. 

• 


