
WORLD HEALTH ORGANIZATION 

^ ^ ^ ^ ORGANISATION MONDIALE DE LA SANTÉ 

E B 6 7 / S R / 2 0 

26 January 1981 

EXECUTIVE BOARD 

Sixty-seventh Session 

PROVISIONAL SUMMARY RECORD OF THE TWENTIETH MEETING 

WHO Headquarters， Geneva 
Monday, 26 January 1981， at 9h3Q 

% 
3 J / Ш . , j ô î 

LlB^ 

CHAIRMAN: Dr D. BARAKAMFITIYE 

CONTENTS 

Page 

1. Global strategy for health for all by the year 2000 (reports of the Programme 
Committee of the Executive Board and of the Director-General on the global 
strategy and on the development of indicators for monitoring progress) 
(continued) 

Note: This summary record is issued in provisional form, i.e., the summaries have not yet 
been approved by the speakers. Corrections for inclusion in the final version should 
be handed in to the Conference Officer or sent to the Records Service (Room 4012, 
WHO headquarters), in writing, before the end of the session. Alternatively, they 
may be forwarded to Chief, Office of Publications, World Health Organization, 
1211 Geneva 27, Switzerland, before 13 March 1981. 



TWENTIETH MEETING 

Monday, 26 January 1981， at 9h3Q 

Chairman: Dr D. BARAKAMFITIYE 

1. GLOBAL STRATEGY FOR HEALTH FOR ALL BY THE YEAR 2000 (REPORTS OF THE PROGRAMME 
COMMITTEE OF THE EXECUTIVE BOARD AND OF THE DIRECTOR-GENERAL ON THE GLOBAL STRATEGY 
AND ON THE DEVELOPMENT OF INDICATORS FOR MONITORING PROGRESS): Item 14 of the Agenda 
(Documents WHA32/l979/REc/l, resolution WHA32.30, para. 9(1) and Annex 2, para. 134; 
Documents EB67/l3, EB67/l3 Add.l and EB67/l3 Add.2) (continued) 

Section VI: Intercountry cooperation (pages 55-56) 
.�‘ r ’ “ • • 

‘ ‘ ‘ ' . . . . V 

Professor DOGRAMACI referred to paragraph 4, listing activities in which there would be 
technical and economic cooperation among developing countries. In his view, if such details 
as cooperation in the control of malaria or the development of low-cost technology for 
water supply and waste disposal were mentioned, it was equally important to mention two other 
areas which were of particular interest to developing countries, and in which countries could 
learn much from each other's experience - nutrition and birth spacing. Indeed, he was in 
favour of giving both subjects greater emphasis throughout the document. 

The list of activities of technical cooperation among developed countries (in paragraph 5) 
included the study of psychosocial factors affecting health, the prevention and control of 
alcohol and drug abuse, accident prevention, and care of the aged. Some indication should 
be given that those items should also be considered in relation to developing countries. 

Dr HYZLER (alternate to Dr Reid) would have preferred paragraph 5 to be expressed in more 
general terms - referring perhaps, to "research on noncommunicable diseases". However, if 
it was necessary to be specific, he would propose the inclusion of an additional item -
"care of the disabled". He also suggested that in item (10) the word "aged11 should be 
replaced by "elderly". 

Dr ORADEAN, referring to paragraph 5, proposed an additional item: epidemiological 
studies on the health of newborn babies and infants, taking into account the monitoring of 
pregnancy and delivery and post-natal care, and genetic factors affecting children* s health. 

She also suggested that the wording of item (7) - "the study of psychosocial factors 
affecting health" - be amended perhaps so that it referred to factors that might affect 
people's psychological and neurological condition. Some clearer reference should be made to 
preventive aspects. 

Dr RADNAABAZAR said that the objective of health for all by the year 2000 could only be 
achieved by the efforts of all countries. The responsibility of each State for the health 
care of its population, and the responsibility of each individual towards society with regard 
to his or her own health were of paramount importance. It was the duty of every Member State 
to draw up and implement a health programme adapted to its own particular circumstances. 
The importance of inter-country cooperation could not be overemphasized. 

Dr KRUISINGA suggested that paragraph 8, dealing with WHO'S regional arrangements, be 
amplified to include references to United Nations General Assembly resolution 34/58, with 
which other bodies in the United Nations system - the regional commissions, for example -
were bound to comply and also to resolution WHA32.24. 

Dr PATTERSON felt that the details in paragraphs 4 and 5 should be omitted, since the 
list was of necessity incomplete, and in any case the particular areas of cooperation should be 
determined according to the various situations. She would prefer to see more space given to 
the question of intersectoral collaboration, dealt with earlier in the document. 



Dr ZECENA endorsed Dr Patterson's remarks. Each specialist would wish special attention 
to be given to his own particular subject. 

Section VII: Monitoring and evaluation (pages 56-59) 

The CHAIRMAN recalled that it had been decided to consider section VII in conjunction 
with the report of the Programme Committee of the Executive Board on the development of 
indicators for monitoring progress towards health for all by the year 2000 (document EB67/13 
Add.1) . The document had been prepared at the request of the Board to guide countries in 
the selection of indicators for monitoring their progress towards health for all. Twelve 
proposed indicators for the global monitoring progress were listed in paragraph 6 of 
section VII. 

Dr ORADEAN referred to point (7) in paragraph 6. Bearing in mind the objective of 
reducing the infant mortality rate, she proposed that the last item - "trained personnel for 
attending pregnancy and childbirth" - be expanded by including a reference to personnel 
caring for children up to at least one year of age. 

Dr BROYELLE (alternate to Professor Aujaleu) considered that the report on indicators 
showed both a sound grasp of the subject and a sense of reality. While the scope of the 
subject at the moment was the monitoring of progress towards health for all by the year 2000, 
she felt that it would be necessary to broaden it sooner or later. In addition to indicators 
to assess the progress made in the provision of resources, it would also be necessary to have 
indicators at the time the programmes themselves were being developed. Priorities had to be 
established - as between health problems，population groups and activities. Many of the 
indicators listed could be used for that purpose, but another range was required, since the 
aim was different. It was clear from the report that there were many difficulties in 
preparing reliable and usable indicators for countries and that it was only possible to 
establish a few limited global indicators at present. 

The real need, it seemed to her, was to be certain as to what were the preconditions for 
achieving improvement. The report had very properly sought to avoid a policy of all or 
nothing; to say, for example, that since available indicators were too few and too 
unreliable, there was no point in pursuing a programme, would have been a sterile and negative 
attitude. A step-by-step approach was needed, in the definition of indicators (ranging from 
highly refined indicators to simple criteria), in data collection, and in the treatment and 
interpretation of information. She felt that the report should concentrate more on that 
step-by-step approach, on the way in which indicators were developed rather than on listing 
the indicators and describing the difficulties. That would be much more helpful for 
countries^ 

As for the indicators themselves, it was important to distinguish between health status 
indicators - the only ones which showed results, and could therefore be used to assess the 
effectiveness of a programme - and all the other indicators, which merely showed the stage 
reached in the mobilization of resources. It would be useful for countries to know the 
mortality rates for the various diseases for the age-groups beyond childhood (which was all 
that was available at present)； that would be helpful in fixing priorities. The "service 
indicators" might be sub-divided, where possible, according to whether they related to 
preventive or curative services. She approved the proposed global indicators which were 
inevitably simple. 

Dr VENEDIКТОV said that over the past year or so he had devoted most of his spare time 
to reading books, articles and reports of all kinds on the subject of indicators. Public 
health care was of the greatest importance in the WHO strategy for achieving health for all 
by the year 2000 and he had accordingly found the specialized literature, from a number of 
countries, dealing with health, socioeconomic and other indicators of very great interest. 
He saw the indicators that were needed as being of three kinds: those indicating progress in 
the health status of the population; those dealing with the provision of health care; and 
those of a socioeconomic nature. Document EB67/13 Add.l, now under consideration, was the 
result of work carried out within WHO over several years, and of a great many meetings 
convened on this subject by the European Regional Office. It had also had the benefit of 
basic work done by Dr Lvovski some years previously. From all that work had emerged the 
proposed twelve indicators to be used in monitoring progress towards health for all. 



He wished to stress the importance of simplicity. It was better, in his view, to begin 
with a small number of indicators rather than complex indicators or data which developing 
countries in particular would find difficult to collect and analyse. By simple he did not 
mean primitive. What he had in mind was relevant indicators based on systematic scientific 
work. Computer technology would be found very useful in preparing the analyses of statistics 
and demographic trends, reflecting progress towards health for all. The wording and the 
formulae used in assessing the health of the individual and public health might need refining 
as part of a continuing process, because public health was not the arithmetical sum of 
individual levels of health; the individual1 s health was not a fixed state but a dynamic 
process in achieving a balance with the physical and social environment. Furthermore, in 
order to understand the interrelationship between individual and public health, demographic 
and health statistics needed to be combined. It had been a mistake to try to evaluate them 
separately arid it was time to overcome the barriers between demographers and health 
statisticians. More than the measurement of disease as such, which was basically what had 
been undertaken so far, the measurement needed was that of the ability of the organism to 
adapt to its surroundings, socially and biologically. The next step forward from that 
knowledge was an understanding of how to protect the individual from the harmful effects of 
the environment. When the biological and social factors were understood, they could be used 
to give man the ability to influence his environment. 

To give a probable trajectory of individual health levels, statistical probability 
analyses could usefully be employed； when these were carried out in different countries they 
could be used to give some indication of country health profiles, which in terms of statistics 
alone were not always fully discernible. In that connexion the Board might be interested to 
examine some computer-based maps of Japan showing mortality from cancer and cardiovascular 
diseases in various areas of the country. The map provided a great deal of interesting 
statistical information in a very condensed form. Similar coloured maps would be very useful 
for indicating health levels. 

Further work should be done on the preparation of country health profiles along the lines 
used by demographers. It would not be necessary to repeat all the methodological research 
for each country. A little selective research would suffice to determine the level of health 
development reached. 

Finally, it should be borne in mind that health indicators often had one meaning for 
countries and another for the international community. An eminent German expert had pointed 
out that comparative statistics were often used for political propaganda in a kind of 
competition in which nations awarded themselves prizes. The Organization would have to take 
account of that aspect and endeavour to produce objective information in which no Member State 
was made to appear the victor. The exceptionally important work on indicators should 
therefore be continued, and the recommendation of the Programme Committee should be adopted. 

Dr REZAIj referring to section VII of document EB67/13， wondered whether the adult 
literacy rate mentioned in point 11 of paragraph 6 would be taken to mean only the ability to 
read and write. In his view that was not enough, and it was necessary to recognize the vital 
role played by health education. He therefore suggested that the words "with an acceptable 
knowledge of personal hygiene measures" should be added at the end of that item. 

The DEPUTY DIRECTOR-GENERAL observed that a country might achieve a high level of health 
as measured by some of the indicators, and yet have a high rate of crime, alcoholism, 
delinquency, prostitution and suicide. A monitoring mechanism would therefore be necessary 
to enable the developing countries to avoid the pitfalls of some of the developed countries， 

which had already achieved the indicators, but which, despite their very high level of care, 
could hardly be considered to be healthy. In that respect some of the developing countries, 
with their high morbidity and mortality rates, were to be preferred to some of the developed 
countries with highly sophisticated and expensive health care systems, including such 
facilities as speedy ambulance services. Consideration might therefore be given to the 
development of an indicator of general wellbeing， taking account of major social and cultural 
problems. 



Dr KAPRIO (Regional Director for Europe) said that in the European Region efforts were 
being made to tackle the kind of problems mentioned by the Deputy Director-General. In a 
number of countries affluence had created new health problems, for which European health 
administrators would like to have new types of indicators. However, it was perhaps too early 
to try to introduce such indicators at the global level. 

Dr VENEDIKTOV agreed with the Deputy Director-General and Dr Kaprio. Heavy expenditure 
on medical care was not always justified: for instance, there was little point in having a 
speedy ambulance service if the ambulance went away empty because the patient had no money to 
pay for it. The information on health problems provided hitherto had often been so general 
that it had ceased to be convincing. The types of disease prevalent in the developing 
countries were different from those in the developed countries. He had asked WHO whether any 
map or table showing those differences was available. Some time later a WHO document had 
appeared containing a table showing the incidence of specific diseases, by region, but without 
giving any indication of the percentage of the population affected by them within individual 
countries. A great deal of progress had been made, but work on health indicators should be 
actively continued at both the headquarters and regional levels. 

Dr YACOUB (alternate to Dr Fakhro) remarked on the lack of country health profiles. He 
said that, although he personally considered the 12 indicators to be very helpful in estab-
lishing priorities, his subordinates and personnel in the field had not been able to understand 
them. In his experience the only sound approach was to establish unified health records from 
which statistics could then be abstracted and an appropriate information system developed ； 

data could then be fed into a computer, which would produce the indicators. 

Dr TABA (Regional Director for the Eastern Mediterranean) said that individual health 
profiles for the countries of the Region, including the majority of the Gulf area, already 
existed and could be made available to Dr Yacoub, should he so wish. His advice on how they 
could be brought up to date would be most welcome； some of the data needed adjustment, as 
they had been prepared some years ago. Programme profiles were also available, as well as 
an extensive regional health profile, which could be made available to Board members, should 
they so desire. 

Dr BROYELLE (alternate to Professor Aujaleu) said that no precise reply had been received 
to the request made at the previous meeting by Professor Aujaleu for more details concerning 
the calculation of the 0.7% figure. 

Dr BRAGA, commenting on the use of gross national product as an indicator, said that in 
most developing countries gross national product did not reflect the true economic situation of 
the people, owing to the enormous concentration of wealth in the hands of a small percentage 
of the population. A more reliable approach might be to take the relationship between 
industrial and agricultural output. In any case it would be helpful if countries could make 
a breakdown of the distribution of their gross national product. 

Dr OREJUELA expressed concern that over-emphasis on primary health care coverage as an 
indicator of the provision of health care - almost to the exclusion of other types of care -
might give a misleading picture of the situation in a given country or region. It was 
difficult to see how the objective could be fully attained if the indicator covered only 
primary health care instead of all levels of care within a rationalized system of health 
services# 

Professor DOGRAMACI thought that the first indicator should be the state of reliability 
of information. It was all well and good to speak - as in point (9) of paragraph 6 - of 
identifiable sub-groups with an infant mortality rate of less than 50 per 1000 live births ； 

but how reliable was that figure? It was not only in developing countries, with poor infor-
mation ,that indicators might be unreliable； information in the most developed countries 
might be misleading. For example, over the past few years the rate of perinatal deaths -
that is, stillbirths and deaths during the first week of life - had dropped remarkably in 
several countries. However, closer examination showed that infants who had been dying during 
the first week had had their lives prolonged for two to three weeks by artificial means, such 
as respirators, and were thus excluded from the statistics. He thought, therefore, that 



whenever statistics were examined, whether from the developing or developed countries, their 
reliability should be studied. There should be cooperation, especially with countries where 
fact-finding was not well developed, to see that such studies were made, whether by sampling, 
developing statistical services, or establishing birth and death registers. 

Point (3) - the number of countries where at least 57o of the gross national product was 
spent on health - should perhaps be considered as a prerequisite rather than an indicator； 

at times it might be 5% and at other times less. Perhaps indicators should be evaluated 
every few years, rather than be considered as permanently fixed. 

Dr VENEDIКТОV warmly welcomed the remarks made by Dr Braga and Professor Dogramaci. 
Regarding the gross national product, it would be most useful to have a picture of the actual 
distribution within a country; perhaps 50% to 80% of the national income might prove to be in 
the hands of 10% of the population, and there would undoubtedly be considerable differences 
between countries. It would of course be a difficult undertaking, owing to political reali-
ties . Perhaps, however, there might be included in point (12) a recommendation that, with 
regard to the gross national product per head, countries take into account the distribution 
among the population # 

Professor Dogramaci had quite rightly stressed the unreliability of statistics; he did 
not think, however, that reliability should be included as an indicator as such, because there 
were no means of assessing it. Perhaps it should be stated - in the preambular paragraph or 
elsewhere - that countries should carefully check the reliability of all indicators; he was 
sure that ministries of health would take note. He appreciated Professor Dogramaci's 
comments on perinatal mortality. He himself had mentioned political propaganda in various 
countries relating to perinatal and infant mortality; prudence was necessary not only with 
regard to one's own statistics but also in considering those relating to other countries. 

Dr LAW said that, because she strongly supported the comments made by the Deputy Director 
General on the factors to consider in looking at health in developed countries, she would 
suggest that specific reference might be made in paragraph 3 of section VII to the possibility 
of including some measures of lifestyle in countries where it would be appropriate. In the 
section of document EB67/13 Add.l on social and mental well-being - paragraphs 118, 119 and 
120 - it seemed to her that there was unnecessary pessimism expressed about the possibility 
of developing indicators. In Canada a comprehensive national health survey had recently been 
conducted with emphasis on indicators relating to lifestyle and social and mental pathology; 
as a result, many of the instruments available for measuring those indicators had been 
reviewed, and were not as rudimentary as suggested in those three paragraphs. 

She was surprised that paragraph 119 referred to "excessive smoking", since all available 
evidence indicated that any smoking was excessive, and also that the paragraph referred only 
to alcoholism and not to alcohol use. The expert committee report which had just been 
reviewed had rightly emphasized that what was important was the patterns of alcohol use, and 
not necessarily alcoholism. It would be more appropriate to use that term in paragraph 119， 

rather than "alcoholism". 

Dr RIDINGS agreed with Dr Venediktov1 s comment on what Professor Dogramaci had said; it 
was a breath of spring to him, particularly the remarks on the reliability of data. He had 
been pleased to see that the programme budget had made good provision for work in the area of 
health statistics, particularly in developing countries, because he felt that was the first 
step in the development of reliable indicators. In Samoa the data were so raw that in the 
tropical sunshine they often deteriorated and became rapidly spoiled. If indicators were 
made of that kind of data they would smell to high heaven. Samoa would certainly adopt the 
approach suggested by Professor Dogramaci. 

The DIRECTOR-GENERAL, replying to comments, said that the thread running through the dis-
cussion had been that indicators were very difficult to design. Any information system had 
four key variables： reliability, relevance to policies and problems, sensitivity as an 
instrument of change, and the degree to which it could be consistently collected over time. 
Those variables naturally had to be kept in mind in discussing any of the indicators. For 
example, was a per capita income for a country of, say, US$ 400 a reliable indicator? At 
present, in most countries, it was not. Was it relevant? As Dr Braga had said, not at all 
unless it was accompanied by the distribution profile of the US$ 400 between classes, rural, 



urban, or whatever. It might be more important to invest energy in relevance than in 
reliability. There was always a trade-off between what could be achieved in reliability, 
relevance, sensitivity and consistency; the key to all those trade-offs was whether, in 
reasonably good conscience, one could turn them into political coin. The indicators listed 
were to serve as political coin at the national level in all Member States in an attempt to 
provoke each one into asking itself whether it was progressing in its health status, in 
solidarity and cooperation, in transferring resources, and so 011. That was the purpose. 
None of the indicators, as had been pointed out, could be said to have the degree of relia-
bility, relevance, sensitivity and consistency that was desired. All those things had been 
pointed out in the document introduced by Dr Venediktov; there would be an ongoing battle to 
ensure that the Organization was not deceiving itself with unreliable, irrelevant, insensitive 
and inconsistent information. Even with the present limited range of global indicators it 
would no doubt be said after a year or two that there might be a reasonably good chance of 
using no more than two of them, and that the others would have to be forgotten in the meantime. 
Infant mortality was considered by many experts as the only indicator worth concentrating on; 
if its distribution were also available it yielded many by-products in the way of information 
about social and economic distribution. The infant mortality indicator could become very 
reliable, if money were made available to use it on the basis of a simplified sampling 
methodology. It could also become highly relevant, because it showed a distribution of 
socioeconomic product; it was sensitive in many ways, though not so much to health programming, 
since many factors other than pure health intervention were built into it; and it was 
certainly also consistent. 

All that meant that the struggle would have to go on, since as Dr Yacoub had pointed out, 
if the proposed small group of indicators was used seriously, even they could be very useful. 
Certain countries could use them all; others would have to use a few; and gradually it would 
be seen that some indicators were more important than others. He proposed inserting a caveat 
to the effect that the matter was far from settled and that at present it was impossible to 
refine the indicators, in terms of either quantitative or qualitative criteria. 

Replying to Professor Aujaleu by way of Dr Broyelle, he said that he had picked the 
figure 0,7% out of a political hat, because of its symbolic value in regard to the overall 
transfer of gross national product for the purpose of development, from developed to developing 
countries, agreed upon by the United Nations General Assembly. He thought that the gross 
national product was just as unreliable as the "health product"; the "health economic product11 
was very difficult to establish in most countries, but 110 more so than the gross national 
product. He had said that, since at least 0.7% of the gross national product should be given, 
there should be a commitment to try to establish what was the health economic product in 
industrialized countries, and take 0.7% of that. However, there was another way to calculate, 
based on various documents he had seen from the United Nations and the World Bank. On the 
basis of that information, he was able to say that at present there was something in the order 
of one thousand million people in the world with no access to primary health care worth 
mentioning, including water and sanitation. That figure of one thousand million would remain 
the same for at least the next 10-15 years, because of population growth, so that during the 
next two decades an additional investment was needed for those people in order to make serious 
progress towards health for all. There were roughly 200 million such people in Africa, 
500 million in Asia, 100 million in the Eastern Mediterranean Region, 50 million in the 
Western Pacific Region, and 50 million in the Americas. He thought no one would disagree 
that Africa was in the most difficult situation, that Asia still had a large population at 
the very lowest level of access to health, and that in the Western Pacific, the Eastern 
Mediterranean and the Americas the possibilities of mobilizing resources were much greater 
than in Africa and certain parts of Asia. On the basis of a number of studies, he had 
calculated that an additional US$ 10-20 per head annually could make a fundamental difference 
to people's primary health care and their health status, including a reasonable provision of 
safe water and sanitation. Those countries in need could in many cases generate 80% of 
that sum themselves, but would have to rely on 20% - US$ 4 per head annually - coming from 
outside sources over the next 20 years. That came back to saying that there was a need for 
a minimum transfer to those thousand million people of some US$ 4 thousand million a year, 
with the developing countries themselves generating the other US$ 16 thousand million a year, 
in addition to their current health expenditures. That meant roughly doubling the present 
transfer of resources from the industrialized countries to the developing countries. Of 
course, resource transfers might take place not only from industrialized countries. A 



number of other countries were already heavily involved in the transfer of resources. By 
referring to the industrialized countries he was not overlooking those other transfers, which 
would continue as part of a natural kind of socioeconomic evolution in the world. 

He could not, of course, back up the kind of figures he had pulled out of his hat; for 
it was out of his hat that he drew the belief that it was possible to demonstrate a spectacular 
change in health anywhere in the world with an additional US$ 20 a head to spend, along with 
good discipline, a good organization and good management. It was up to the Board, and through 
it the Health Assembly, to decide whether it wanted that kind of target, whether expressed as 
a percentage or as an absolute transfer of resources, and remembering that a degree of 
uncertainty surrounded all figures in economic documents # 

Dr KRUISINGA. pointed out that the figure of 0,7% for the United Nations Development 
Decade had also been pulled out of a political hat, but he strongly urged the setting of a 
target figure. He agreed with the calculations provided by the Director-General, which 
corresponded to those given in other sources. 

Section VIII: The role of WHO (pages 60-67) 

Dr VENEDIKTOV emphasized the importance of the Health Assembly resolutions mentioned 
in paragraph 1, which should form the basis for all W H O ' S activities. The draft resolution 
that he had submitted on technical cooperation between WHO and Member States and among 
Member States themselves had a bearing on the subsequent paragraphs of Section VIII, and 
might be discussed, once translated and distributed, in relation to the subject as a whole. 

The wording of paragraph 19 was weak. It should state that WHO would engage in all 
forms of technical cooperation with all countries and would encourage the development of 
such cooperation so as to ensure rational use of manpower as well as the maximum mobilization 
of human resources. The mobilization of financial resources, the subject of paragraph 20, 
should be considered in the light of the discussion to be held in relation to the Health 
Resources Group and similar questions. 

Dr KRUISINGA said that paragraph 1 should also refer to resolution WHA32.24 on the 
coordination of activities with other organizations of the United Nations system and attainment 
of health for all by the year 2000. 

Paragraph 13 should be read in conjunction with Section IV， paragraph 23, on reorienting 
research. Support for the strengthening of research was particularly important in view of 
the disproportionate sums involved: US$ 5 million for research on noncommunicable diseases, 
a total of US$ 5000 million for research and medical resources, compared with US$ 25 000 million 
for research in the military and defence fields. Epidemiological research had not been given 
sufficient emphasis, and expenditure in the field should be evaluated so as to make the 
maximum use of the resources available. WHO1 s role in coordination and cooperation in that 
area and in research on noncommunicable diseases should be strengthened. 

Paragraph 20 was closely linked to other parts of the document under discussion, in 
particular, Section V， paragraph 12， on Cost Estimates. Subparagraphs (4), (5) and (6) 
stressed the coordinating role of WHO in mobilizing financial resources； if the Organization 
were to fulfil such a role the necessary mechanisms would have to be set up. However, the 
establishment of the proposed Health Resources Group might lead to revision of the text. 
Dr Lee Howard1 s study had shown that US$ 1200 million was spent through bilateral cooperation, 
US$ 600 million through the World Bank and regional banks, US$ 700 million through nongovern-
mental organizations and US$ 500 million through United Nations specialized agencies, although 
only US$ 300 million was spent through WHO. 

� 
Dr ZECENA drew attention to an inconsistency in the English and Spanish texts of 

paragraph 17 (2)• The English word "arrangements" had been translated into Spanish as 
"acuerdos"， which in fact meant agreements, the correct Spanish translation being "arreglos". 
There was an important juridical difference between an agreement and an arrangement and it 
was imperative to ensure that the correct term was used. 

Dr PATTERSON, referring to paragraph 17， said that more research work would have to be 
carried out before establishing mechanisms. She did not believe that mechanisms that were 



feasible and effective at the international level were necessarily so at the national level. 
Intersectoral action at the national level was essential if health for all was to be achieved, 
but no effective mechanisms at the national level had yet been designed. Consequently the 
methods outlined in the subparagraphs (1) to (3) did not apply. 

The DIRECTOR-GENERAL said that intersectoral action at the national level was a 
national political matter. WHO's role in partnership with Member States, as well as the 
mechanisms outlined by Regional Directors during the session, had not yet been fully tested, 
but in those countries in which serious work had been done considerable progress had been 
made in relating the various sectors. Each country would have to decide upon the degree 
of specificity of the mechanism in the light of its own political situation, but WHO had 
shown that it could play an important role in the establishment of such mechanisms, if a 
country so wished, because it couId rise above political sensitivity and vested interests. 

At the international level, if every organization only promoted its own interests 
there was a danger that a multisectoral supranational project at the country level would 
bear little relation to a country1 s real needs. The emphasis laid by WHO on the need 
to be aware of a country's needs at the national level was aimed at avoiding that situation. 
He agreed with Dr Patterson that the crux of the problem was the national level, which was 
where governments needed support. In the health sector WHO's special partnership role 
was primordial, since the Organization was not a supranational donor agency. 

Section IX: Tentative plan of action (pages 68面69) 

Conclusion (page 70) 

Dr CHRISTIANSEN (alternate to Dr Mork) said that the final section of the document 
was particularly important. The plan of action should address countries, the regional 
committees, the Executive Board, the Health Assembly and the Director-General; in addition, 
it might also address other organizations of the United Nations system and international 
institutions. He wondered whether sufficient attention had been paid to the procedure 
for implementing the plan; it might be desirable to involve Member States to a greater 
extent, to seek the advice of regional committees and the institutions referred to in 
Section VIII, paragraph 17. 

The plan of action deserved special attention and further elaboration and, in his 
view, it should be submitted to the Health Assembly as a separate document. A proposal 
had been made to set up a working group, and he suggested that it should concentrate on the 
plan of action, which needed to be more specific and should prepare the ground for 
discussion in the Economic and Social Council which would submit recommendations on the 
global strategy to the United Nations General Assembly. In order to ensure the success 
of its work, the Executive Board would have to take a decision on how to proceed until its 
sixty-eighth session. 

Dr VENEDIKTOV agreed with Dr Christiansen that the plan of action should be more 
specific and that it would facilitate work if it were submitted to the Health Assembly as 
a separate document because it might subsequently be amended, whereas the global strategy 
itself should remain unchanged for a certain period. Furthermore, the plan of action 
should clearly define the tasks of the Executive Board setting out a timetable for 
discussion with other organizations of the United Nations system. 

In paragraph 4, the World Health Assembly and the Executive Board were linked although 
the Executive Board had specific tasks, in particular, with regard to the Seventh General 
Programme of Work. Subparagraph (1) did not take into account eventual decisions by the 
Health Assembly and subparagraph (6) should include the medium-term programme and the 
proposed programme budget. Stress should also be laid on the monitoring role of the 
Executive Board. 

Dr BROYELLE (alternate to Professor Aujaleu) said that the heading "Tentative Plan of 
Action" was not strictly accurate because it was a programme for the preparation of a plan of 
action rather than a plan. Indeed paragraph 2(7) stated that countries would "develop 
plans of action to implement strategy11. Furthermore, paragraph 2 used the word "will" 
rather than "should" in referring to countries and although it was justified in paragraphs 3 



and 4 which concerned the regional committees of WHO and the World Health Assembly, it should 
not be used for countries. 

Professor DOGRAMA.CI requested clarification regarding the references to national, 
regional and global indicators in that section. It was stated that indicators would be used 
to monitor and evaluate strategy. He presumed that the intention was to monitor the results 
of the strategy rather than the strategy itself, unless there was a proposal for the 
development of new types of indicators. 

Dr KRUISINGA said that, while he had no objection to seeking to improve the plan of 
action, it was essential that any such improvements should be in close relation to the 
document at present under consideration and not be of a purely theoretical nature. Time 
was running short, and it was vital to put any plan of action into practice as soon as 
possible. He expressed support for paragraph 5; the report by the Director-General on the 
plan of action should be submitted soon after the approval of the Strategy by the Thirty-fourth 
World Health Assembly. 

Dr ACUNA (Regional Director for the Americas) drew the Board's attention to the fact that 
the governing bodies of the Region of the Americas had already approved a regional strategy 
and decided upon a detailed plan of action for its implementation, that plan being closely 
linked with the Seventh General Programme of Work and with the biennial programme starting in 
1984. He agreed that it would be appropriate for the detailed global plan, which would also 
follow the Seventh General Programme of Work and the programme for 1984-1985，to be put 
forward immediately after approval by the Health Assembly. 

The Region of the Americas had already encountered both advantages and obstacles with 
regard to the plan of action, which would be the subject of detailed examination by 
subcommittees and by the Executive Committee of the Regional Committee, and would be considered 
in toto by the Regional Committee in September. It had already become apparent that WHO was 
faced with a situation where it would have the obligation of developing TCDC with new 
modalities, and that represented a delicate task. It was therefore vital that the Strategy 
should receive extremely thorough consideration in view of the far-reaching effects it would 
undoubtedly have on the Organization's method of functioning. 

Dr VENEDIKTOV concurred with the point made by Dr Kruisinga that the plan of action 
should be speedily submitted. It was essential that there should be thorough study, 
leading to concrete and specific measures. He urged that when the Director-General 
reported to the Economic and Social Council, requests for action on the part of other 
international agencies should take as specific a form as possible and that all necessary 
consultations to that end should be expedited. Moreover, that would provide the opportunity 
for a general appeal to governments to strengthen the role of health ministries. Valuable 
time might otherwise be lost. 

With regard to the comments made by the Regional Director for the Americas, he noted that 
the document did not refer to existing regional strategies. It might be possible, 
accordingly, to strengthen the document by including reference, in concise form, to any action 
already decided upon by the regional committees within that context. 

Dr REID believed that the plan of action should form an integral part of the Strategy, and 
Section IX， although it could possibly be amended in a number of ways, appeared to be of about 
the correct length. He agreed with Dr Venediktov that it would be desirable to include a 
reference to completed regional strategies. 

Dr ZECENA associated himself with the remarks made by previous speakers. In connexion 
with the suggestion to include reference to regional strategies, he pointed to the need to take 
into account traditional customs ； for instance, Moslem populations had much in common wherever 
they were situated. 

Dr BRAGA, said that it would be preferable to include the plan of action at the end of the 
"Conclusion11 to the document. 



The CHAIRMAN, speaking in his personal capacity, wished to comment on the remarks made by-
Professor Aujaleu, as well as that of Dr Broyelle with regard to paragraph 2 of Section IX 
concerning the use of the conditional rather than the future tense. He recalled that the 
Strategy had been based on the sum total of regional strategies, made up in turn of national 
strategies. Governments clearly had a responsibility towards their populations to improve 
the national health situation. Furthermore, the objective of health for all by the year 2000 
left only a short time to find, remedies, as the world situation was alarming. It was 
accordingly imperative for governments to enter into serious commitments, and clear terminology 
was needed to indicate the priority claim of their international commitments as Member States 
of WHO. It was therefore preferable to use the future tense, rather than the conditional, 
in paragraph 2 in order to convey the necessary urgency. 

The DIRECTOR-GENERAL said that the Board had just concluded its discussion on what he 
considered to be a sacred issue. He stressed the real risk which would be run if the document 
submitted resulted only in agreement in a meeting room; if that were to happen and no concrete 
action were taken on the Strategy, its value would be undermined arid the credibility of WHO 
endangered. 

It was his personal conviction that changes of all types in all spheres of life called 
for a vital component constituted by emotional energy. That type of emotional energy came, 
for instance, from psychological support from large numbers of people or from the placebo 
element of faith in traditional medicine. The basic question was, accordingly, whether such 
emotional energy could be generated for the cause of health for all, and whether the Strategy 
could become not only a monument, as Professor Aujaleu had stated, but also a monument in-
spiring that emotion. 

The present issue was also linked with the question of whether WHO had truly become a 
people's organization. It was important that Member States should really consider their 
strategies for health for all as being building blocks forming a part of the entire structure 
of a global strategy, of which regional strategies were an integral part. He would accordingly 
emphasize unification as being a fundamental factor in all action. While it was obviously 
impossible for all to agree on every single word contained in the document, a decision should 
be taken as to whether it could immediately provide a solid basis for action. 

The Alma-Ata Declaration had been particularly heartening because, while its content had 
had similarities with principles already established, it had been adopted unanimously by 
Member States and had succeeded in generating a degree of emotional energy regarding primary 
health care which had been lacking hitherto.. The question was whether the global strategy 
could achieve that same stimulating reaction, since all were aware that changes were never 
brought about by logical reasoning without the concomitant emotional energy. 

The Secretariat welcomed the degree of interest which the Board had evinced in the docu-
ment. It would be a great source of gratification if it were to become a potentially historical 
document in WHO 

Dr VENEDIKTOV requested that his draft resolution on technical cooperation should be 
circulated in time for its consideration during the continuation of the discussion on the 
current item. 

The meeting rose at 12h30. 


