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FOURTH MEETING 

Wednesday, 14 May 1980, at 14h30 

Chairman: Dr Elizabeth QUAMINA (Trinidad and Tobago) 

FORMULATING STRATEGIES FOR HEALTH FOR ALL BY THE YEAR 2000 (PROGRESS REPORT): Item 22 of the 

Agenda (Document WHA32/1979/REС/1, resolution WHA32.30 and Annex 2; document ЕB65/1980/REС/1, 
resolution EB65.R11; documents А33/5, А33/29 and A33/INF.DOC./4) (continued) 

The CHAIRMAN drew the Committee's attention to the following draft resolution on the 
subject of health and the New International Economic Order, jointly sponsored by the delega- 
tions of Algeria, Angola, Cuba, Democratic Yemen, Ethiopia, Guinea -Bissau, Iraq, Jamaica, 

Kuwait, Libyan Arab Jamahiriya, Mexico, Mozambique, Nicaragua, Syrian Arab. Republic, Yemen, 
and Yugoslavia: 

The 'Thirty-third World Health Assembly, 
Recalling the resolutions of the United Nations General Assembly - 3201 (S -VI) and 

3202 (S -VI), of 1 May 1974, concerning the Declaration and Establishment of a Programme 
of Action on the New International Economic Order; 3281 (XXIX), of 12 December 1974, on 
the Charter of Economic Rights and Duties of States; and 3362 (S- VII).,. of 16 September 
1975, Development and International Economic Cooperation, and also recalling resolu- 
tion 3458, of 29 November 1979, of the General Assembly in which it is recognized that 
health is an integral part of development; 

Bearing in mind that the New International Economic Order is an instrument of a 

fundamental nature which can only be effectively set in motion when due attention is 

paid to social as well as economic development, of which health is an integral part; 
Being aware of the historically proved direct relationship and reciprocal benefit 

between economic and social development and the health progress of all countries; 
Considering the work which is being carried out for the formulation of_a`New 

International Development Strategy to be approved during the Special Session of the 
United Nations General Assembly to be held in 1980; 

Concerned by the scanty progress made in recent years towards the targets laid down 
in the Programme of Action of the New International Economic Order, which has led to a 

gradual worsening in the economies of the developing countries and consequently a lack 

of progress in the social development of those countries, including health aspects; 

Recognizing the efforts made by all countries and WHO in the formulation of a 

strategy for Health for All by the Year 2000; 
Inspired by the Declaration of Alma -Ata in 1978 which expresses the heed for urgent 

action to protect and promote the health of all the people of the world by means of 
primary health care; 

Welcoming the conclusions of the technical discussions at the Thirty -third World 
Health Assembly on the contribution of Health to the New International, Economic Order; 

Solemnly proclaiming the need to continue and increase the efforts bf the-inter- 

national community for the establishment of a just and equitable New International 
Economic Order and the formulation of a New International Development Strategy, with 
tangible and positive results for the developing countries; 

Reiterating the important role the health sector should play in development efforts 
through the formulation of a strategy to reach Health for All by the Year 2060 with the 
aim of raising the quality of human life as an essential part of aspirations to achieve 
national and international social and economic justice, 

1. DECIDES to intensify the application by the World Health Organization of the 
principles of the New International Economic Order in country programmes of action for 
health concerned with trade, industrialization, transmission of technology, regulation 
and control of the activities of the multinational firms in the health industry and all 
those other aspects which contribute towards the harmonious, accelerated and independent 
development of the developing countries, including equity and social justice; 
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2. URGES Member States, the regional committees and the Executive Board of WHO to 
increase their efforts in directions contributing to the establishment of a New Inter - 
national Economic Order, such as by ensuring the availability of health technology, 
that is appropriate for the countries concerned, the promotion of biomedical and health 
services research in the developing countries; redistribution of material, technical and 
financial resources, channelling them towards the developing countries; furthering of 
technical cooperation among developing countries; progress in multisectoral coordination 
of programmes such as safe water supply, basic sanitation and food supply which are so 
vital for health development; 

3. REQUESTS the Director -General 
(a) to continue to ensure effective inclusion of health in the New International 
Development Strategy in the United Nations by active participation of WHO in its 
preparation, and thus help to achieve Health for All by the Year 2000, and 
(b) to report to the Thirty- fourth World Health Assembly on the progress and the 
results of the work of WHO in this important field. 

The delegate of the Soviet Union had suggested the possibility of convening a drafting 
group to consider amalgamating that draft resolution with the resolution proposed by the 
Executive Board in its resolution EB65.R11. The delegate of Finland intended to submit a 

draft resolution on the general issue of formulating strategies for health for all. A 

drafting group might therefore be set up at a later stage. 

Dr BRYANT (United States of America) expressed appreciation of the report of the 

Director -General (document А33/29) and the progress report of the Executive Board (document 
А33/5). United Nations General Assembly resolution 34/58, on health as an integral part of 

development, and subsequent activity by the United Nations Secretariat to ensure that health 

for all was incorporated in the New International Development Strategy had laid the groundwork 
for realization of the goal of health for all by the year 2000. His delegation fully 
supported the draft resolution recommended by the Executive Board and the proposal of the 

delegate of Finland to submit a draft resolution. His delegation did not consider it 
necessary to have a single combined resolution, but the whole matter could be discussed in a 

drafting group. 

WHO and its governing bodies should be proud of the progress made since Alma -Ata in 

developing a global approach to the promotion of social justice in health. His Government 
supported and would continue to support health for all as the overriding priority for WHO. 

As part of that commitment, the United States of America was embarking on or expanding four 

initiatives. 

Firstly, his Government had identified health for all as a priority matter in domestic 
health policy. The meaning of health for all in relation to the situation in the United • States had been defined in such a way as to include the development of measurable objectives. 
The current situation regarding the health services and health as a whole had been analysed. 

The United States Government had identified the gaps and shortfalls, and had formulated a 

strategy which included five components: (1) access by all to primary health care; (2) disease 

prevention and health promotion, including emphasis on changing behaviour patterns (now known 
to be effective in achieving striking decreases in death rates from cardiovascular diseases and 
stroke and in reducing smoking rates among adults); (3) promoting environmental health and 
safety; (4) controlling the rising costs of health care; and (5) developing a new concept of 

health indicators to assist in identifying present and emerging health problems and lack of 

access to services, particularly among groups in greatest need. 

The various approaches included emphasis on participation by communities and individuals 
and the involvement of other related sectors in health activities. Both nongovernmental and 
governmental agencies were participating in this strategy, to be submitted to WHO in June 1980. 

A second initiative by the United States Government had been to ask WHO to assist in 
convening a small meeting immediately before the present Health Assembly with the object of 
exploring the implications of health for all for developed countries. Representatives of 
developing countries had also been invited to participate. The meeting had revealed the 

special problems associated with the goal in the more industrialized countries, particularly 

problems related to personal behaviour and health, social alienation, environmental pollution, 
etc. Problems such as alcoholism, absenteeism from work, teenage smoking, and teenage 
pregnancy were not being effectively addressed by many of the developed countries. Even 
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universal access to primary health care could not be interpreted as being equivalent to health 
for all, since primary health care had proved not to be effective in dealing with certain 
emerging health problems. Participants at the meeting had viewed development as a continuum 
in which no country ever left its problems behind, but simply proceeded from one set of 
problems to another. Many problems existed at all stages of development, but differed in 
their manifestations. Developing countries were forced to tackle simultaneously problems 
that the developed countries had been able to deal with one by one. Many problems showed a 
tendency to grow in intensity with advances in development; it was important for them to be 
forecast so that the less developed countries might avoid them or prepare themselves to meet 
them. Participants had realized that health for all was a concept relevant to all countries, 
and that both highly developed and less developed countries had much to learn from one another 
about the development process. The Organization had given its support to the meeting, in 
particular regarding its interregional composition. 

The third initiative by the United States Government was its cooperative health programmes 

with other countries throughout the development spectrum. The main stress in that sphere had 

been to assist the poorest countries, through USAID, to expand their basic health services, 

concentrating on primary health care, water and sanitation, disease control, and health 

planning and management. During 1980 expenditure on the programmes would total US$ 216 

million. Cooperative programmes in primary health care were being conducted in 36 developing 

countries. 

The fourth area was research in the service of health for all. Although much more could 
be done to improve health with the knowledge available, there were many obstacles requiring 
new knowledge-in the biomedical, environmental, behavioural, and organizational spheres. As 

the WHO Advisory Committee on Medical Research had emphasized, it was a challenge to all to 

harness the substantial research capabilities existing in the world so as to tackle the most 
crucial of the obstacles. The capacity of developing countries should be expanded until 
they could participate fully in the research effort and were self -reliant. The four areas 

that showed promise were disease -oriented research, for example in developing vaccines; 
health services research, to make the services accessible, acceptable, appropriate and cost - 
effective; health promotion and health education, to encourage self -reliance and wise use of 
health care, and reduce damaging behaviour patterns; and research on social factors and 
health. The latter topic had received particular attention at the meeting he had mentioned; 
it was felt that there was insufficient knowledge of the interaction between individuals and 
society at various ages, and insufficient understanding of the powerful psychosocial forces 
affecting the health of individuals. Epidemiology cut across all the areas mentioned, and 
provided the means of developing and pursuing preventive strategies. 

With the stimulus provided by the call for health for all, and in close association with 
WHO and individual countries, a determined effort was being made to mobilize the scientific 
community for participation in the effort. Health for all could not be achieved unless there 
was universal access to primary health care, and universal access was not of itself enough. 
Primary health care must be adapted to deal with each society's problems in its own way. 

The goal of health for all was so important that there was no going back; the Member States 
of WHO could respond effectively as a whole to ensure that the goal was achieved. 

His delegation had some reservations concerning the draft resolution on health and the 
New International Economic Order. The United States Government acknowledged the link 
between health and economic and social development, supported many of the developmental goals 
in pursuit of the New International Economic Order, and recognized that health was an 
integral part of the developmental process; it nevertheless had a different approach to 
some of the points raised. He hoped that the spirit of unanimity over the goal of health 
for all would not be lost. It should be possible to resolve the matter easily during 
discussion in the proposed drafting group. 

Professor SPIES (German Democratic Republic) felt it would be wrong for technical facts 
and calendar dates to be all that ever emerged from Health Assembly discussions; it was 
important for such exciting events as the strategy for health for all by the year 2000 to be 
publicized in the same way as the declaration on smallpox eradication had been. The German 
Democratic Republic fully supported the goal of health for all by the year 2000. In addition 
to the activities of the individual governments, WHO had its own unique contribution to make 
towards that goal. The activities of WHO, especially in medium -term programming and in 
preparing the Seventh General Programme of Work, were as important as the national strategies 
that Member States were trying to draw up and report on. 
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Any definition of health for all should benefit every citizen of a country, and should 

include access by all to primary health care; the capacity and degree of utilization of 

health and social services should correspond to the country's state of socioeconomic 

development. 

In the German Democratic Republic, the system of social health was not, he hoped, too 

far removed from social justice. It was in no way unique; all socialist countries had the 

same approach. Regarding political commitment, emphasis should be on the thought just 

expressed by the delegate of the United States of America, to the effect that social justice 

should be an integral component of political commitment and of any programmes. 

In any country, in case of illness or accident every citizen should have economic 

security and free social and medical care, including free medicaments and appliances. There 

should be a comprehensive health insurance scheme, and everyone should enjoy an equal right to 

health care, irrespective of origin, social status, race, religion, or place of residence. 

Every effort should be made to abstain from any measure that might create artificial 

barriers in the utilization of health care, such as different classes of care in different 

hospitals, depending on whether services were free or paid for. Each citizen should have 

the freedom to choose his physician. 

Although the various documents distributed by the Secretariat seemed very sensible, 

they did not cover all the required criteria for accurately evaluating the degree of progress 

made towards the goal of health for all. Criteria for social development might include 

criteria to identify how far differences were diminishing between different segments of a 

population in respect of the quality of health care they received, accessibility of services, 

etc. For example, data for the evaluation of health status according to racial groups were 
just as important for measuring progress in the implementation of strategies as were general 
health statistics and other socioeconomic criteria. It would be useful to establish a group 

of experts to elaborate criteria for the evaluation of progress. 

In the German Democratic Republic such criteria had been established with regard to 

medical research, and training and education. For the assessment of the impact of research 
on the development of national programmes for the control of specific diseases, these criteria 
included changes in morbidity and mortality patterns for particular groups of diseases in 
comparable populations; the proportion of cases of different diseases detected at an early 
stage; degree of rehabilitation following diseases resulting in permanent health damage; 
reduction of diagnostic and therapeutic costs without adversely affecting diagnostic 
efficiency; duration of treatment, periods of hospitalization and recovery rates; 
effectiveness of prevention; and enforcement of medical action on the basis of new research 
findings through recommendations, standards or legislation. For the assessment of training 
and education of health manpower, the criteria included the percentage distribution planned 
for professional staff with university or other higher qualifications, skilled workers, 
semi -skilled workers and unskilled workers; the planned range of medical specialities and 
sub -specialities for medical, nursing and medium -level health personnel, and the range of 
skilled occupations. Other criteria might include the degree to which curricula were being 
updated; the state of in- service postgraduate training (i.e. how many younger physicians 
were undergoing a given type of training, as compared with the number of specialists in the 
same field); the state of continuing education (annual figures for medical conferences and 
educational programmes at medical centres); and the availability of central institutions 
for postgraduate medical training and for the training of intermediate medical personnel. 

His delegation emphasized the significance of United Nations General Assembly resolution 
3458, and considered that every effort should be made to implement it. The multisectoral 
concept developed at the International Conference on Primary Health Care at Alma -Ata should 
be applied at global level. 

He shared the views expressed in the plenary session by the delegate of Iran regarding 
détente and disarmament. An essential prerequisite for attaining health for all by the 
year 2000 was progress in securing peace, aid WHO should give its full support to efforts 
in that field. 

Dr KLIVAROVA (Czechoslovakia) congratulated the Director -General and the Executive 
Board on their reports. In the view of her delegation, the goal of health for all by the 
year 2000 presupposed the creation of national health services in every Member State, and 
the establishment of primary health care and specialized health care facilities to which all 
had access. But that was not an easy task. There was a need not only for new legislation 
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but also for funds to establish and equip medical institutions and train personnel - doctors 
in particular, but also intermediate and basic health workers. Despite those difficulties, 
many countries - including all the socialist countries - had established such national health 
services. Some of the developing countries, such as Cuba, had also established such services 
or were in the process of doing so, as was evident from the letter from Fidel Castro to the 
present sesssion of the Health Assembly (document A33/INF.DOC./4). 

Her delegation expressed its satisfaction regarding United Nations General Assembly 
resolution 3458 on health as an integral part of development, and considered that in the 
promising climate it created it was essential for the Director -General and Member States to 
take specific steps to meet health needs in conformity with that resolution. 

Attainment of health for all by the year 2000 required the creation of healthy living 
conditions for the people of the world - in terms of environmental health and adequate water 
and food supplies whose quality and safety were ensured by the health authorities. 

The goal was only attainable if peace and détente were maintained and if the proposals 
put forward by the socialist countries to the United Nations General Assembly regarding 
disarmament were supported by Member States. If that were so, 10% of the funds saved could 
be used for humanitarian purposes, including preventive health measures in developing 
countries. At the Executive Board stress had been laid on the need to set more specific goals 
and health indicators both for WHO and for Member States. Her delegation considered that it 

would be feasible for the Organization to establish such indicators on the basis of an 
analysis of the health situation and health services in the various regions and countries. 
With the collaboration of the global Advisory Committee on Medical Research WHO should also 
elaborate specific objectives in the field of medical research. 

As to the resolutions, she believed that a multiplicity of resolutions could well lead 
to a diffusion of attention and lack of concentration on the main aims. She shared the view 
of the delegate of the USSR regarding the desirability of approving a single resolution, 
provided the authors of the different resolutions could reach agreement. 

In conclusion, she asked that henceforth there be a better arrangement concerning 
speakers; her delegation had not been ready to take the floor at such short notice. 

Dr BRAGA (Brazil) said that his country was totally committed to developing a national 
health system. It was a truly national effort, having both an intersectoral and inter- 
institutional character involving, under the central coordination of the Ministry of Health, 
not only the other ministries related to the field of socio- economic development - particularly 
the Ministry of Social Security - but especially the states of the Federative Republic. The 
implementation of such a programme, aiming at offering health coverage to a population of 

120 million in a territory of 8.5 million km2 and at very different stages of development was 
therefore not an easy task. Government guidelines and programmes had been formulated in 
accordance with the recommendations of the Alma -Ata Conference and resolution WНАЗ2.30. A 
national health conference, which the Director -General of WHO had been kind enough to attend, 
had studied those recommendations, which would now be implemented. 

The Brazilian delegation particularly welcomed United Nations General Assembly resolution 
3458, as it signified that at last, in their highest political forum, the countries of the 
world had reached a consensus on the central role of health which, had it not been for the 
initiative of the Brazilian and Chinese delegations at San Francisco in 1945, would not even 
have been mentioned in the United Nations Charter. 

His delegation welcomed the documentation submitted by the Director -General. It supported 
the resolution recommended by the Executive Board, but would favour the establishment of a 

drafting group to concíliate the terms of that resolution with the draft resolution on health 
and the New International Economic Order. 

Dr GARRIDO (Mozambique) said that health was not an isolated entity, and that his country 

did not think it possible to solve the serious health problems affecting its people in 

isolation from other political, economic and social problems. 

Although the situation in Mozambique was at present difficult, his country was optimistic. 
It had declared the decade 1980 -1990 a decade for victory over underdevelopment. In those ten 
years, hunger, poverty and lack of homes were to be abolished, and illiteracy and superstition 
greatly reduced. Plans were being drawn up in the various ministries and they would be 
coordinated by the national planning commission. Thus, health for all would form part of 
development in which the Government Party, FRELIMO, the democratic organizations and the masses 

would participate. Health care would first be improved and then extended throughout the 
country. 
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Health development was not easy, however. The first difficulty was to evaluate action 

taken, to know if the right direction was being taken and at a suitable speed. To carry out 

such an evaluation, indicators were essential - indicators generally applicable to any country, 

and specific indicators for any one country or group of similar countries. The indicators 

must express not only negative values, such as infant or maternal mortality rates, but also 

positive values, such as the health worker population ratio, the number of health workers 

trained per year, etc. Next, parameters should be quantified so that the same indicator could 

be used in countries at different levels of development. As far as he knew, WHO had not 

defined such parameters and, therefore, Mozambique's Minister of Health had already selected a 
series of indicators such as the number of calories per day per inhabitant, the quantity of 

protein per day per inhabitant, infant mortality rates, the coverage of target groups by the 

immunization programme, the number of prenatal consultations per thousand live births, the 

number of births in institutions, health expenditure per inhabitant per year, and the number 

of health workers per inhabitant. Other indicators were being studied which would enable an 

evaluation to be made of the provision of drinking -water, sanitation, and the fight against 

epidemics such as malaria, schistosomiasis, intestinal parasites, tuberculosis and leprosy. 

The second great difficulty which his country had encountered was the lack of experienced 
personnel to carry out that important task. It was to be hoped that WHO could help by sending 
to his country consultants in health planning. 

In conclusion, he expressed his delegation's support of the proposals formulated by the 

Executive Board in its report. 

Dr Madiou TOURÉ (Senegal) said that he endorsed many of the views already expressed in 

the debate and, in particular, the feelings expressed by the Director -General at the plenary 
meeting. Although doubts had been expressed as to the possibility of achieving the goal of 

health for all by the year 2000, he felt that doctors were by nature optimistic and persistent, 
and that WHO would therefore overcome the obstacles it faced. Senegal was fully committed to 

the goal. 

To achieve that goal, however, certain conditions, which other delegates had mentioned, 
must be met. The most important was political will - and he thought that by now no country 

lacked that will. But political will must be turned into reality, firstly, by the share of 

the budget allocated to health in national budgets: 10% of the national budget had been 
recommended. Secondly, there must be a judicious distribution of that health budget with 
particular emphasis on public health activities. Thirdly, the health system might have to be 

restructured to conciliate the felt needs of the people and effective health planning. 
Fourthly, the people themselves must be involved in the effort towards public health. Fifthly, 
the health sector must be integrated into the global development system and, finally, technical 

cooperation and active solidarity were needed. 

In pursuance of those aims, the formulation of strategies was essential. Much had been 
said of the need for strategies and many suggestions had been made. Perhaps a WHO management 

committee for health for all by the year 2000 should be established to coordinate the varied 

actions dispersed among many countries, to make periodical evaluations, and to give an account 
of the evolution of the situation to each Health Assembly. 

Mr WEITZEL (Federal Republic of Germany) said that, although less than two years had 

elapsed since the concept of primary health care had been launched at Alma -Ata, it was not too 

early to look at some of the problems which had been encountered with the strategy. Moreover, 

the year 2000 was only 20 years away, and every effort should be made to ensure that the 

strategy for health for all succeeded. 

The primary health care concept, addressed to all health systems existing in the world, 

under very different social and economic conditions, had of necessity been stated in very 

general terms. A great effort had then been made to convince governments to accept it. Yet 

there was a danger that the term "primary health care" might become a catch -word with little 

real commitment towards change behind it, because of the difficulty of transforming the broad 
outlines into specific national strategies. 

Although specific planning could only take place at national level, without the exchange 

of preliminary experiences in the field of primary health care planning and implementation the 
process of learning how to achieve the goal of health for all by the year 2000 would take far 
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too long. The time had now come to cease repeating broad policy outlines and to translate 
policies into specific measures. In view of the many vastly different health systems in the 
world, the promotion of one or two concepts for all countries was not appropriate. However, 

the description of individual countries' experiences in developing health services and the 
evaluation of such systems would be of considerable interest to other countries which were 
developing their own services. There was a need therefore to move now from macro- to micro - 

planning. The acceptance of the primary health care concept by a government was one thing, 

while the knowledge of the health worker of how to deal with cases of pneumonia or diarrhoea 

was another. The one without the other would not work. So far, there was little consensus 

about such essentials as the duration of training for primary health workers, and consideration 

should be given to the possibility of evaluating the cost - effectiveness of different systems 

in order to speed up the learning process concerning how best to develop primary health care. 
WHO should strengthen its capability to assist countries not only at the national 

planning level but also at the implementation level. Specific technical information should 

be provided for the peripheral health worker, who, for a great number of countries, was the 

most important agent in the fight for health for all by the year 2000. 

In conclusion, he expressed his delegation's support for the resolution recommended by 

the Executive Board. 

Dr АВВАS (Comoros) expressed his delegation's satisfaction at the speed with which WHO 

was applying the Alma -Ata recommendations and its appreciation of United Nations General 

Assembly resolution 3458, which called for the integration of health in social and economic 
development. It was to be hoped that the precepts and didactic statements made during the 
present discussion would receive concrete form within the countries themselves. 

Strategies for health for all by the year 2000 must be developed above all at the 

national level. In newly independent countries such as his own, in particular, such strategies 

must be multisectoral and multidisciplinary. WHO must do all in its power to encourage such 

developments, and his delegation therefore wholeheartedly supported the resolution recommended 
by the Executive Board. 

Dr YUNUS DEWAN (Bangladesh) said that his country planned to implement the challenging 

programme of health for all by the year 2000 by providing basic medical care for all its 

citizens as far as its meagre resources allowed. Formerly, its health services had only been 
available in the cities, whereas 92% of its population lived in the villages. Bangladesh's 
present Government had therefore decided to shift the emphasis of its health services policy - 

from urban- to rural -based, and from curative to preventive. To that end, more hospital beds 

were being provided in the countryside and an integrated health programme had been adopted, 

maternity and health centres were being established, population control was being developed 
and a programme of home visits by family welfare workers initiated. An intersectoral approach, 
involving other ministries and departments, was being developed. 

To implement the programme of health for all by the year 2000, two aspects needed to be 
clarified - namely, the quantum or extent of health to be provided for all, and the financing 
of the programme. 

He would not detail all the programmes his country planned in order to achieve the goal, 

but would mention only the Bangladesh Year of the Child, from 26 March 1980 to 25 March 1981, 
in connexion with which the following would be undertaken: the immunization of all children 
under 15 years of age against tuberculosis, tetanus, diphtheria and measles; nutrition 

education; the provision of safe water supply and sanitation; a rehydration programme for 
diarrhoeal diseases; and health education. Those activities would serve as a pilot project 
for the ultimate aim of providing health for all by the year 2000. 

Dr KOINANGE (Kenya) stressed the need for all to be clear in their minds as to how to 
set about achieving the goal of health for all by the year 2000. The peoples of the world 
had already been sensitized, and their expectations were high. The common strategy which 
had been accepted by the world community was access to primary health care, which would 
mean a substantial policy change in many countries. The approach need not necessarily be 
uniform, even in the same country. 

Much had been said about the need for indicators, but the Kenyan delegation was sceptical 
as to whether those currently available were practical, especially as applied to developing 

countries. In that respect, it supported the views expressed by the delegate of Jamaica. 
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In his country it was felt that the community itself must assume more responsibility not 

only for its health but for other social needs. Kenya's own community -based programme in 

two districts was a testing ground where approaches applicable to the country would be 

evolved. It was based on a motivated worker - literate or not - who would be acceptable to 

the community and prepared to interact with its members. Nongovernmental organizations 

were partners in that endeavour. Kenya's essential drugs list had been revised after two 

years' operation, and better methods of distribution of medicaments were being tried out with 

the assistance of WHO and UNICEF. 

His delegation would like to see the discussion go beyond the formulation of strategies 

and consider the major constraints that would be encountered in implementing those strategies. 

In that respect, WHO and technical cooperation could provide valuable help. His country 

was anxious to learn from the experiences of others so that it could meet the challenge with 

a decisive impact. 

Dr VIOLAKI- PARASKEVA (Greece) thought the progress report of the Executive Board very 

constructive and welcomed the draft resolution contained in resolution EB65.R11, particularly 

operative paragraph 1. The Greek Ministry of Social Services was already reorganizing its 

health services by new legislation, to develop them in line with the strategy of promoting 

health for the whole population. 
Radical changes had to be made in health care in all countries, both developed and 

developing, in order to achieve the goal that had been set. WHO should take active steps 

not only to propagate the idea of health for all by the year 2000, but to indicate practical 

measures to be taken in pursuit of that aim. In particular, practical guidelines should 

be established by WHO to help health administrators in the organization of primary health 

care, which was beyond doubt the key approach in the achievement of health for all. Member 
States had to encourage multisectoral action within their administration. 

It was also necessary to have a clear idea of what was meant by health for all; in 

her opinion it meant enabling people to lead economically productive and healthy lives. 

The formulation of global and regional strategies depended to a large extent on the quality 

of national strategies and country health programming, as well as on programme budgeting 

and the Seventh General Programme of Work. Paragraph 16 of the Executive Board's report 

mentioned that WHO technical support to national strategy formulation had been organized 

in a variety of ways. It was important that the regional directors should provide 
information on the existing situation and the progress being made. In paragraph 37 the 

Executive Board stated that the subject of indicators was of immediate importance. She 

quite agreed, and wished to be informed what stage had been reached in formulating indicators 
that were easy to understand and compare. 

The Executive Board's draft resolution should be considered separately from the draft 
resolution of the Algerian and other delegations and those to be presented by the delegations 
of Finland and the Soviet Union. She would be proposing a small amendment to the draft 
resolution of the Executive Board. 

Professor SENAULT (France) was pleased that the delegate of Finland had asked for a 

precise formulation of the operational methods, both in the health sector itself and in other 
sectors, that would make health for all possible by the year 2000. His Government was 
striving to make the quest for better health reflect the quest for a better quality of life 

and, in the framework of its health, social, and economic policies, to narrow existing 
inequalities, absolute equality being evidently impossible to attain. 

The Director -General's report was formulated in very general terms, for understandable 
reasons; but the Secretariat should make known what plans for concrete action had already 
been drawn up and put into operation by WHO in connexion with regional or national situations. 
His delegation also wished to know the practical methods envisaged, for a certain realism 
was needed to arrive at the goal ti' which all generally aspired, and he thought that realism 
was the driving force of participation, which had to be sought in every field. 

With reference to the creation of a Global Health Development Advisory Council and a 
Health 2000 Resources Group, mentioned in paragraphs 19 and 20 respectively of the Executive 
Board's report, the French delegation had already expressed its concern in the Executive 
Board, a concern shared by some other members of the Board; although the Director -General 
had every right to surround himself with advisory bodies to help him discharge his 
responsibilities, although he had specified that he would proceed with caution, the French 
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delegation was opposed to any institutionalization of such bodies. It belonged to the 
Executive Board on the one hand and to the Health Assembly on the other to decide what 
direction WHO should take. The formation of the Health 2000 Resources Group might entail 
the risk of creating within the Organization a new structure confined to a limited number of 
donor and beneficiary Member States from which countries that did not make substantial 
voluntary contributions would be excluded. 

He considered that the different resolutions should be studied separately; taking them 
together would confuse rather than clarify the situation. 

Dr PANGКATANA (Papua New Guinea) considered it essential that each Member State should 
accept the challenge of formulating strategies for health for all by the year 2000. The 
strategies would vary from one Member State to another depending on social, economic, and 
political development. Papua New Guinea was in the process of evaluating the country health 
programmes based on its National Health Plan (1974 -78), which had been aimed at improving the 
health of the people in the rural areas, where 90% of the population lived. For his country 
the strategy adopted might include: (1) strengthening and improving the existing basic 
health services, especially the aid post system, which had been the backbone of the health 
services for 30 years; (2) increasing the awareness of the people, especially in rural 
areas, about health and disease through practical education in primary and high schools and 
through educating mothers in the clinics; (3) improving the welfare of the rural population 
and of urban squatter settlements by total commitment of the Government to implementing its 
rural development programme, including the building of roads, agricultural extension, 
increased education of primary school children, and the opening of cooperative trade stores. 
The 1978 Alma -Ata Declaration and the formulation of strategies for health for all by the 
year 2000 would depend for success on the total commitment of the governments of the Member 
States, without which they might become empty slogans. 

Dr HAVRILIUC (Romania) supported the draft resolution in EB65.R11. However, the 
second paragraph of the preamble should record the fact not only that health was an integral 
part of social and economic development but also that it favoured such development. 
Reference was indeed made in operative paragraph 2.1 to recognition by Member States in the 
whole United Nations system of the primordial role of health in development. He would be 
submitting subsequently an amendment to operative paragraph 1.1. 

The Executive Board's report had an importance that should not be underestimated. 
Although a great number of Member States had stated their political commitment, it was 
necessary to proceed as quickly as possible to concrete formulations of national strategies, 
which should reflect not only the responsibilities of States but also an equitable distribution 
of resources and set out the social action required, in which primary health care should have 
priority. Since health was both an integral part of, and a very important means of 
influencing, socioeconomic development, it needed to be promoted by intersectoral activities 
well coordinated at local and central levels. WHO should not confine itself to health 
measures but should include nutrition, housing, education, utilization of the workforce, 
better working conditions and other measures contributing to the standard of living. Health 
had to be seen as an essential component of wellbeing in the complex of everyday life. 
Socioeconomic development plans obviously had to be adapted to the characteristics of each 
country and reflect its spiritual and material conditions of existence. 

The Executive Board's report also emphasized social justice, the elimination of social 

and racial discrimination, the promotion of détente and disarmament, and the use of the 

resources made available thereby for aid to developing countries so as to contribute to their 

economic expansion - a prerequisite to improvement of their state of health. His country was 

very active in those areas and firmly supported close collaboration with all Member States, 

whose New International Economic Order was an essential stage in eliminating present 

differences in standards of living and health by accessibility to primary health care. WHO's 

role i formulating strategies for health for all by the year 2000 should be more concrete and 

better directed towards essential needs, so as to provide models for the health services of 

countries and guides for their orientation. His country was prepared bilaterally or 

multilaterally to give its support, on the basis of 30 years of experience in drafting 

indicators of progress. The list of indicators already drafted by WHO should be communicated 

as soon as possible to Member States. 
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Dr CAI SHENGGA (China) supported WHO's strategic objective of the highest possible level 

of health for all by the year 2000. Health care had to be assured to all who needed it. 

His Government had always attached great importance to the health of the people; ever since 

the People's Republic of China had been created, health programmes had been carried out to 

improve the health level of the population, the stipulation being that they should be based 

on traditional and Western medicine. At present it was clearly necessary to raise the 

health level of the entire Chinese nation along with its material and cultural level. China's 

guiding principle was to persevere in the path of socialism arid, by counting on its own 

forces, to assimilate advanced foreign technology while employing a combination of Chinese 

and Western medicine. The health network had to be improved in the cities and rural areas. 

At national level, modern scientific and technical centres were needed for curative and 

preventive care, as well as for research, education, and training. 

Rural areas continued to be a priority. A number of five -year plans were being counted 

on to reinforce hospitals, epidemic control centres, maternal and child health centres, and 

thousands of other health institutions existing in China. Primary health care would be 

intensified so that the country's 800 million farmers could receive timely and efficient 

treatment. China would continue to ensure that everyone understood the need for hygiene, and 

it would do its utmost to improve environmental health, nutritional health, school health, and 

health in public establishments. Industrial plants and mines in China would no longer threaten 

the health of workers and pollute the environment. A new countryside would be created where 

excrement was rendered inoffensive and every home had its own clean drinking -water. Human, 

material, and financial resources would be mobilized to eliminate a whole series of infectious, 

parasitic, and endemic disorders threatening the health of the population. 

The following measures had been adopted in family planning and maternal and child health: 

scientific knowledge of family planning had been widely disseminated; safe and effective 

contraceptive pills and devices had been distributed free of charge; and an effort had been 

made to provide hospital delivery for women who so desired and to find the necessary space in 

crèches for children. Care had been intensified at the perinatal and neonatal stages so that 

the mortality of infants as well as of expectant mothers had been reduced. In order that 
every family could have a healthy child early fetal diagnosis was being practised, to reduce 

the scope of hereditary diseases. 
The formulation of a strategy for health for all by the year 2000 was a vast and 

difficult task, concerning a population of more than 3000 million people - in China alone more 
than 900 million. His country was guided by the following principles. First, health action 
had an effect on the social and economic prosperity of the nation; and social and economic 

developments had to be included in the general framework of development. Second, the State 
needed a clear policy orientation for health development. Third, the State must develop the 
various health services in a planned manner in line with the development of the national • economy, ensuring their proper growth. Fourth, primary health care must be developed and 
intensified on a realistic basis. Taking the interest of the masses into due account, primary 
health care services might take various shapes. China had to count on its self - reliance and 
take full advantage of its local resources, developing all the possibilities afforded by 
traditional and modern medicine. The burden borne by the masses had to be lightened, and 

something tangible had to be provided for them. Technical advice by specialists had to be 
made to fit in with the work done by the masses, and those in charge of primary health care 
had to try to meet the ever - increasing needs. China's experience was limited; it would 
benefit from foreign experience by collaborating closely with WHO and other friendly nations 
and endeavour ceaselessly to improve the quality of its health services. 

Dr COELHO (Portugal) endorsed the Executive Board's view that the formulation of strategies 
should be the central theme of the efforts of Member States and WHO to achieve the highest 
possible level of health for the greatest number of people. Portugal had made a thorough 
reappraisal of its health situation along the lines of the WHO questionnaire, taking into account 
aspects such as population structure, health and environment problems, and the role of health 
in economic development. Realistic health targets had been established, in particular for 
communicable diseases, cardiovascular diseases, nutrition, and road traffic accidents. Certain 
indicators had been chosen in order to assess progress, and a model for overall assessment of 
health service processes was at present being developed by the Central Office for Health Planning. 
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His delegation considered that four points were particularly important in formulating strategies: 

reinforcement of the primary health care system, geographical reallocation of resources (both 

human and financial), health manpower development, and community participation. 
Since 1971, Portugal's primary health care system had been based on a network of 220 health 

centres providing integrated services, special emphasis being placed on maternal and child health, 

including family planning, on environmental health, and on health education. The impact of 

the health centres had already been reflected in some of the more significant health indicators. 

A policy of decentralization and regionalization was being followed in order to ensure the 

geographical reallocation of resources, and two central departments had been set up to implement 

it, one dealing with health, the financing of services, and the other with health manpower. 

Considerable efforts were being made to improve the distribution of health professionals, since 

they tended to be concentrated in large cities; economic and other incentives were being offered 

to encourage young doctors to work in peripheral areas. In the field of health manpower develop- 

ment particular emphasis was being laid on the training of health managers and auxiliary health 
personnel, two of the weakest components of the health system. The organizational structures 

existed, but more managerial ability and expertise were required to make them fully 

operational. Community participation was an essential strategic element in the development 

of health activities. Individuals, families, and communities should be aware that health was 

not only a right but also a duty, a concept that was to be found in Portugal's Constitution, 

which had been adopted in 1976. To enable communities to participate effectively in health 

and social development, both appropriate education and legislation were required. Educational 

measures had been taken in selected areas and legislation had been adopted on the participation 

of the community in health activities. 

Mr MANSBRIDGE (Canada) said that health for all by the year 2000 was a challenging idea, 
but if it was to be given reality each Member State would have to decide what it meant for it. 

In Canada health was to a great extent the responsibility of each of the ten provinces making 
up the Federation. There were therefore differences in priorities, per capita expenditure, 

and primary, secondary, and tertiary health care. Nevertheless, through a continuing process 

of intergovernmental consultation in which the Federal Government played an important role, a 

constant review and evaluation of health programmes took place. 

Canada was fortunate in having a sound, well -developed health treatment base. Indeed, it 

was held by some that too great a proportion of health resources was devoted to treatment and 

too little to prevention. There was also increasing awareness that once society, or the State, 

had taken appropriate action to control communicable disease, to build and staff treatment 

centres, and to protect people from environmental hazards from which they were largely unable 

to protect themselves, it was then the responsibility of each individual to take care of his 

or her own personal health. Canada's immediate objective was therefore related to "lifestyle ". 
The present challenge facing health leaders was to assist or inspire people to live healthy 
lives by eating nutritious food, taking exercise to promote fitness, consuming alcohol in 

moderation, not smoking, improving their driving standards, and appreciating the value of 
living in a healthy manner - in other words, practising health promotion measures at the 

personal level. If a million dollars were added to the vast total at present spent on 

treatment of disease in Canada, the effect would be negligible. On the other hand, if the 

same sum were allocated to preventive medicine or primary health care, the results could be 

spectacular. 

Canada had introduced, or was in the process of introducing, preventive programmes in 

certain specific fields. Examples were: coordinated home care designed to provide health 
and social support measures to enable the elderly to remain in their homes; preventive dental 

programmes for preschool and school -age children; hereditary disease prevention programmes; 
speech pathology and audiology services, primarily for children; and health promotion 
measures through films, television, posters, and other media, on subjects such as safe driving, 

the use of seat belts, and family planning. 
In conclusion, Canada hoped to meet the challenge and persuade its citizens to add healthy 

years to their lives by encouraging the choice of healthy lifestyles. Attention needed also 
to be paid to economic needs. Canada remained a strong supporter of WHO and would offer help 
whenever possible; equally, it hoped to receive help in the pursuit of its goals. 
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Professor DAVIES (Israel) endorsed the reports of the Director -General and Executive 

Board and resolution EB65.R11. The theme was vast and complex and the goals needed better 

definition. Because strategies needed to be specific to each country and sometimes to part 

of a particular country, and because there was no precise definition of health for all, there 

was a danger that the formulation of strategies by each country would diminish W10's role. 

Several speakers had referred to the need for health indicators. That was a field in which 

WHO was already active, but it could be expanded; in particular, where the direct measurement 

of health status was difficult the development of proxy measurements suitable for different 

levels of development could be useful. 

The definition of priorities by each State could be facilitated by using the risk approach 

at present being tested by several countries seeking to improve their maternal and child health 

services. The risk approach was a managerial tool of considerable value for defining problems, 

analysing their antecedents, developing intervention strategies, reallocating resources, 
developing health manpower, and evaluating progress; and it could be adapted to other health 
and social problems. WHO could play a greater role in encouraging such an approach. 

There was a need for a nosology of strategies adapted to various levels of health and 
social problems under different social and political conditions so that a Member State could 
obtain advice appropriate to its own situation. One component would be the development of 
monitoring systems of various degrees of sophistication that could be used in countries at • different levels of development. 

He hoped that WHO would carry out further research into the factors hindering or 
facilitating the' development of strategies at different levels. The high degree of technical 
sophistication available in WHO needed to be exploited. 

Dr CANADA (Spain) said that the slogan health for all required clarification. It 
undoubtedly referred to all citizens of the world, but the level of health varied from person 
to person and country to country and could not be achieved without a global framework aimed at 
abolishing the differences existing among the countries of the world. Each country should 
formulate its own health strategy; at the same time it should collaborate at the international 
level to ensure that other countries also reached an acceptable level of health. 

In relation to his own country, changes were taking place in the demographical situation 
and health and population estimates could no longer be exclusively based on birth and 
mortality figures. Family health was a fundamental aspect of primary health care, but family 
structure had changed radically in recent years. The greater proportion of old people in the 
population needed to be taken into account, since it could lead to disparities between needs 
and resources. Technical advances in treatment would lead to larger numbers of subnormal 
individuals. Iatrogenic problems might be considerable if strict preventive measures were not 
taken. If satisfactory planning were to be established, there would therefore have to be 
improved health information, epidemiological investigation and increased knowledge of the 
pathology of communicable and noncommunicable disease. 

In order to implement health programmes, a start needed to be made to train health personnel 
with a community orientation, and the community would have to be encouraged to participate 
in health activities. Bearing in mind those considerations, Spain had initiated health 
programmes in accordance with the recommendations of WHO and the Alma -Ata Declaration. The 
right to health and to access to health promotion resources was guaranteed in the new Spanish 
Constitution. Parliament had just approved guidelines for health reform and new health 
legislation was being drawn up. More than 90% of the population benefited from social 
security, and a new stage had begun adding a considerable preventive component to therapeutic 
care. The alarming increase in the cost of medical services, particularly hospitalization, 
was not always accompanied by a corresponding improvement in results. Increased use of 
resources for the benefit of underprivileged sectors of the population would, he was convinced, 
prove more effective in terms not only of health but also of harmonious development and social 
stability. The creation of a network of health centres, the inclusion of preventive measures, 
the intensification of primary health care, and the establishment of specialization in family 
and community medicine were steps being taken. Child vaccination programmes had progressively 
become permanent and a recent development had been the establishment of health cards for 
pregnant women and children. A national plan for the prevention of mental handicap was being 
extended and improved environmental conditions and food controls were high priorities. Health 
education was an essential factor in health programmes and ensured that all citizens would be 
able to reach the target of health for all by the year 2000. 
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Dr HENRIQUEZ (Ecuador) said that the national rural health plan formulated in 1968 and 
implemented in 1970 was the basis for the extended coverage plan and the development of primary 
health care for the rural population in his country. Although no specific primary health care 
policy existed, for some years health departments and international agencies had promoted aid 
developed primary health care programmes with the participation of the community. It had not 
yet been possible to evaluate fully the results of those programmes and so their contribution 
to the solution of the problem of community health. 

In 1977 Ecuador had submitted a report to the IV Special Meeting of Ministers of Public 
Health of the Americas concerning extended coverage of primary health care, its basic 
characteristics and community participation, as an important resource in its cultural and 
socioeconomic structure. The report covered concrete measures in the field of basic community 
health requirements, research on the development of appropriate technologies, a primary health 
care programme including the preparation of textbooks, the training of personnel, incorporation 
of the programme in the Five -Year Health Plan, and research on strategies of community 
participation. A decree of March 1978 set up a development fund for marginal rural areas апд made 
it obligatory for the various ministries and the national planning council to collaborate with 
it in the areas within its competence. Ecuador endorsed the Alma -Ata Declaration in the same 
year. In October 1978 the Ministry of Public Health and the rural development fund signed an 
agreement incorporating primary health care in rural development projects, thereby acknowledging 
the role played by primary health care and community participation in overall development. 

Primary health care meant meeting the priority health needs of families at risk, using 
available resources and community action and incorporating the system in overall health care 
development. The community health worker in Ecuador was called a health promoter and his 
functions included participation in the organization of the community with a view to solving 
basic problems, health education, nutrition, maternal and child welfare, prevention and control 
of endemic diseases, elementary care of the sick, referral where appropriate to higher health 
care levels, and basic environmental hygiene. The health promoter was dependent on the 
community and was paid by it; and he acted as a link between the informal and formal 
health systems and followed the directives laid down by the appropriate health authorities. 
The Ministry of Public Health considered that health was a universal right, and the extension 
of primary health care to marginal rural areas in particular constituted a high priority. 

The national development plan provided for improved standards of living and health, 
especially for persons at risk. At present the health system was not available to the whole 
of the population, for sociocultural, technological, and administrative reasons that would 
have to be defined and overcome. The community and the health promoter had roles to play in 

that task. The community could also participate in developing the use of traditional medical 
practices and it would also be responsible for administering the funds for health care 
provided by each family according to its possibilities. However, the higher level of health 
sought depended also on overall development, in which health workers should take an active 
part. 

Dr ВORGONO (Chile) drew attention to the disparity existing between treatment, which was 
highly developed, and prevention, which was inadequate, but which was essential if health for 
all by the year 2000 was to be achieved. The situation was particularly critical in rural and 
urban fringe areas. The multisectoral and intersectoral approach should be given higher 

priority because the formulation of strategies was not the prerogative of the health sector, 
especially if health was considered from the community and not from the individual point of 

view. Although the availability of primary health care was an extremely important objective, 

it would not be sufficient for attainment of health for all by the year 2000. Political 

commitment and effective implementation of plans were fundamental aspects and periodic 

evaluation helped to show how the resolutions of the Assembly were translated into acts. 

Problems and priorities varied in developed and developing countries, but all countries wished 

to attain the objective of health for all. Developing countries could benefit from the 

experience of developed countries and exchange of information could play an important role. 

Strategies should also take into account rational use of communication media in accordance 

with local possibilities. In conclusion, his delegation endorsed the resolution proposed by 
the Executive Committee. 



A33 /A /SR /4 

page 15 

Dr HELLBERG (Finland) said that his delegation had now decided not to submit a resolution 
on formulating strategies for health. The resolution proposed by the Executive Board was based 
on United Nations General Assembly resolution 3458 and approached health from the angle of 
general socioeconomic development, thus emphasizing that health was an integral part of general 
development. The draft resolution by the delegation of Algeria and others was based on the 
important issue of the New International Economic Order and the context was also overall 
socioeconomic development. Having listened to a number of delegates, he was no longer convinced 
that it was necessary to adopt a resolution on the health sector itself. It was important 
to underline the overall context of health development and to consider the development of 
strategies based on the health sector so that health could be integrated with general development. 
He proposed therefore that the draft resolution should be dived into three parts: I. the 
New International Economic Order; II. development and health, which would take up the issues 
reflected in ЕB65.R11; and III. formulating strategies for health emphasizing the health 
sector. 

The CHAIRMAN suggested that a drafting group should be set up to consider the draft 
resolution and the amendments, taking into account the comments made by the delegate of Finland. 
She proposed that the sponsors of the draft resolution, together with the delegates of 
Czechoslovakia, Finland, France, Romania, the Soviet Union, and the United States of America 
and the Rapporteur should take part in the drafting group, as well as any other interested • delegations. 

It was so agreed. 

The meeting rose at 17h40. 


