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THIRD MEETING 

Tuesday, 26 May 1981, at 9h30 

Chairman: Dr H . J . H . HIDDLESTONE 

1. HEALTH RESOURCES GROUP FOR PRIMARY HEALTH CARE: Item 12 of the Agenda 
(Document EB67/1981/REC/I, decision EB67(5)； Document EB68/7) (continued) 

Dr PATTERSON said that although the Health Resources Group initiative had been subjected 
to some adverse criticism in the years since its inception, most members of the Board now 
seemed to favour its strengthening. However, she was concerned lest it might have been 
weakened, and urged firm and explicit commitment. 

She asked what criteria had to be met for a programme to be considered by the Health 
Resources Group. 

Dr REID emphasized that the Director-General had acted strictly in accordance with 

resolution WHA29.32. The Health Resources Group was not a policy-making body, but rather a 

forum in which potential donors of resources for health could be informed of the needs and 

priorities identified by WHO. He agreed with Dr Oldfield and Dr Mork that the Director-

General should be allowed to get on with the job, reporting back to the Board in January 1982. 

Dr LAW was concerned that the rewriting of the terms of reference of the Group mi^it have 
gone too far and undermined its effectiveness, and, as she supported the initiative, soumit 
assurance that it would not be weakened as a result of the reservations expressed at the 
sixty-fifth session of the Board. 

Dr CARDORELLE said that the objectives of the Group were set out in paragraph 2 of 

document EB68/7, which stated that "the purpose of the Group was to help WHO to mobilize and 

rationalize resources for health in accordance with international health policies determined 

by the Health Assembly. Mobilization, in this context, did not necessarily mean increasing 

the flow of funds through WHO'S Voluntary Fund for Health Promotion and trust funds, but 

rather trying to ensure that a greater percentage of development resources was effectively 

spent in the health sector", while paragraph 6 stated that "the Director-General will convene 

the next meeting of HRG on 7 and 8 December 1981, when the results of an examination of 

resource flows in one country in each region, offering themselves through the regional offices 

for this purpose, will be presented"
#
 He asked whether cotmtrias had already been selected 

to receive resources, and if so what criteria were applied and what was the procedure to be 

adopted. 

Dr KILGOUR (Director, Division of Coordination) said that he would attempt to answer the 

points and questions and in some cases the concern expressed by members of the Board and then 

make a general comment 011 the Health Resources Group. 

Dr Bryant had stated very clearly his view that the Group should go ahead in accordance 

with the mandate given by the Board and the Health Assembly. He had been concerned, however, 

that the Group should have a pluralistic structure, containing effective representation for 

all organizations, which had not only an interest in health but also the capability of con-

tributing to the development of primary health care in the developing countries. That 

comment merited close attention particularly in view of Dr Bryant
1

 s distinguished record in 

nongovernmental organizations and in private organizations• Ke had also drawn attention to 

the difficulties of communication in so large a field, where the numbers of organizations 

extended to three or even four figures. That particular problem had been tackled by 

attempting to involve a sufficient number of key nongovernmental organizations, who would then 

be able in their own areas to inform other potential donors by a satellite process, so that 

the information would percolate outwards from the centre to the periphery. Dr Bryant might 

perhaps be glad to know that the present Chairman of the Steering Committee of the Health 

Resources Group was Dr Kirigma, a well known director of the Christian Medical Commission. 
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Dr Ridings and other members of the Board had made the point that the Group was not yet 

in operation, largely due to doubts and even disquiet over its structure and intended method 

of operation. Such doubts, clearly expressed at the sixty-seventh session of the Board, had 

been taken into account by the Director-General. 

Dr Cabrai had made the important point that the Health Resources Group was part of a 

medium- and long-term strategy. The Organization had had the courage to take up the challenge 

of health for all， using primary health care, something which could not be done on the cheap. 

Extra resources were required. The greater part would have to come from the developing 

countries themselves in the spirit of self-reliance and as a demonstration of their political 

will to carry through their programmes, but in many developing countries it would not be 

possible to achieve the goal at a l l , or to achieve it in time, unless external resources for 

health could be made available. Against the background of a bleaker economic climate, which 

would undoubtedly affect the regular budgets of international organizations such as W H O , it 

was all the more important to examine the best possible means of making use of extrabudgetary 

cash flows， which could be made available in the form of North-South transfers for health 

development. The Health Resources Group was one possible mechanism for rationalizing such 

cash flows. Dr Cabrai had expressed a legitimate concern about the membership of the Group. 

One of the aims of the Group was to provide a forum in which the controllers of resources, 

available for international health aid in developing countries, or their representatives would 

be directly exposed to the views of the developing countries themselves. The Group included 

representatives of the developing countries from each region, not only from ministries of 

health but also from planning ministries, those representatives having been very democratically 

nominated by the regional committees. There need be no doubt as to the democratic legitimacy 

of the voice of the developing countries in the Health Resources Group. He accepted, however, 

the validity of Dr Cabrai's suggestion that the hesitation over the Group might have aroused 

doubts in the minds of donors and potential recipients of international development aid. It 

was not so much a question of the Secretariat being intimidated, in Dr Bryant
1

 s memorable 

phrase, as of donors being frightened off and he very much hoped that the constructive views 

expressed by members of the Board, coupled with the under swell of opinion which h e felt was 

moving within the Board, would make it possible to overcome such doubts as might still exist 

on both sides. As soon as it was possible to initiate action and see the usefulness of the 

mechanism in practice, donor agencies would feel more able to exchange experience and 

communicate with developing countries under the umbrella of the neutral and universal status 

of W H O . Donor agencies would have the advantage of participating in health development in 

countries and sectors, in line with the expressed priorities in health development laid down 

by the Organization, the Executive Board and the Health Assembly. When the developing 

countries themselves became aware of the good results being achieved, they would become more 

anxious to participate and would thus be encouraged to prepare programmâtically sound, well 

costed health development plans, which would greatly facilitate the task of donor agencies in 

budgeting for future programmes. It was a truism that one of the great problems of develop-

ment agencies was to find suitable programmes and projects to support and that was one of the 

main reasons why three years ago the main development agencies had requested WHO to undertake 

such a task. Dr Cabrai had also asked for information on the procedure for the transfer of 

resources. It had originally been intended that the Group, as a body bringing together those 

controlling the main resources available for health development, would meet at yearly 

intervals to consider relevant programmes from developing countries which would be prepared 

in such a way as to indicate both estimated programme costs and the resources likely to be 

available to meet the costs in the country, so as to arrive at the shortfall which could then 

be regarded as a legitimate bid for international aid. Such donors, sitting round a table 

with the countries in question, who would be supported by other developing countries, might 

well consider that a particular country had submitted a programme which certainly merited 

support and it would then set up a consortium or group of those primarily interested in that 

country, whether for geographical, political or historical reasons, and including possibly 

organizations which were in a position to make a substantial contribution within their own 

field of competence. The consortium could then meet under the chairmanship of the Minister 

of Health of the country concerned during the year, to consider how best its members could 

provide the necessary support for the country and report back at the next meeting on what pro-

gress had been m a d e . Apart from other obvious advantages, such a procedure might exert a 

unique moral suasion on donor agencies to make significant and tangible contributions, once 
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they had become committed to membership of such a consortium. The Health Resources Group 

would also be making use of and distributing relevant information about resource flows, so 

as to keep the at present rather isolated donor agencies informed of the general situation, 

actions and intentions of other organizations and enable them to plan their future budgets in 

relation to health more effectively. The Group might also be asked to consider particular 

WHO programmes, which needed special support and were afforded a high enough priority by the 

Organization. 

Dr Cardorelle had asked how a country could become eligible for inclusion on the list. 

Since it was necessary to start somewhere, the Group had started by asking the advice of 

regional offices on which countries might be regarded as suitable, and the countries concerned 

had been approached for their agreement to be included in this action. The first group of 

developing countries, whose programmes were to be considered at the meeting of the Health 

Resources Group in December, had been selected on that basis, but it was hoped that in the 

future such information would flow upwards from countries to regional committees and to the 

Executive Board in accordance with resolution WHA34.37， full use being made of the full 

structure and facilities of the Organization. The procedure would become clearer as 

experience accumulated in the handling of programmes submitted to the Group. In regard to 

the chain of responsibility, the Director-General had made it very clear that all the 

activities of the Group would be reported to the Executive Board, for submission to the Health 

Assembly if the Board thought it necessary. There was no question at all of the Group 

operating on its own. 

Several members of the Board had referred to the terms of reference of the Group. Some 

had called for more specific terms of reference and objectives, while others had suggested 

that it would be preferable to avoid a too greatly management-oriented policy, but to con-

centrate more on flexibility. The Director-General proposed to proceed in accordance with the 

mandate given to him but in a flexible and information m a n n e r , reinforcing those activities or 

methods which worked well and leaving aside those which did n o t . The flexible approach was 

in his own view a sound one, expanding from the firm base which it was hoped to create by the 

time constructive and productive activities had been started. It was not so much a question 

of adopting flexibility and informality on a trial basis, but of proceeding on the basis of 

fairly well-defined, broad objectives and evaluating the outcome in practice. Both Dr M o r k 

and Dr Reid had emphasized that the Health Resources Group should in no sense become a policy-

making body, becoming so to speak a constitutional trespasser in WHO's activities, and that 

view was fully accepted. 

He welcomed the supportive comments by Dr Patterson, Dr Reid and Dr Law a n d , since the 

latter had expressed concern in regard to the weakening of the effectiveness of the Group, 

he would like to say that the intentions and the goals still remained the same. He believed 

that they could be achieved - and perhaps only achieved - by means of the flexible approach to 

which they were committed. 

Although health for all constituted a direct challenge to countries to be as self-

sufficient as possible, in m a n y countries external support would still be required. To find 

that external support was therefore a legitimate challenge to the Organization: it was not 

enough to state an objective without indicating the means of its achievement, so that the 

question of resources was inevitably involved. The Health Resources Group was one mechanism 

for providing such resources and he would like to feel that the Group had now been given a 

qualified mandate to proceed, keeping the Board informed on its activities and expecting to be 

judged on the basis of its achievements. 

The DIRECTOR-GENERAL said that the person most exposed to the changing opinions on the 

Health Resources Group had been Dr Kilgour. In the final instance, it was only possible to 

make use of the Organization as provided for in the Constitution. Obviously it was not in 

the spirit of the Constitution for Member States to make collective decisions at meetings and 

then disregard them on their return home； that applied also to the transfer of resources 

from the North to South. One of the aims of the Group had been to introduce an element of 

order into the chaotic and irrational situation in which two to three billion United States 

dollars a year were passing in uncontrolled fashion from the North to the South in the health 

sector. It was a well known fact that a large proportion of those resources were not dealt 

with by ministries of health, either in the North or in the South, but by agreement between 
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heads of state. It might appear to them， for example, that it would be a good idea to have 

a tuberculosis hospital in an African country, a project which would then consume most of 

the manpower and other resources of that African country for the next ten years. Such a 

project would however be totally out of place if account was taken of the Organization's 

tuberculosis control policy, the implementation of which would make it possible to provide all 

the tuberculosis drugs required in the particular African country for the next ten years at 

a fraction of the cost. If, on the other h a n d , the political element dominated to such an 

extent in both countries, then they were not yet ready to make proper use of W H O . With the 

current scarcity of resources and the increasing unwillingness to provide resources in the 

present economic climate, the primary aim of the Health Resources Group would be to rationalize 

the use of the international resources available and at the same time, if possible, to obtain 

additional resources. The question of what W H O could or could not do with respect to such 

resources was similar to what had arisen previously with respect to such issues as infant 

formula, smoking hazards, and essential drugs. If Members saw the Organization as a reluctant 

bureaucratic partner in the international gamesmanship of health, nothing would be achieved. 

On the other h a n d , it could be instructed to venture boldly into unknown territory； in which 

case the Board would be able to assess in retrospect whether the risks had been too great and 

order a withdrawal. 

He had been deeply concerned by a recently expressed suggestion that before WHO set up 

certain types of expert committee the comments of interested governments should be sought and 

considered. Such a view made nonsense of WHO's neutrality. He sincerely hoped that the 

Health Assembly's mandate to convene study groups, expert committees and scientific groups 

was sufficient to eliminate any threat of intimidation. 

When moving into a new field such as the Health Resources Group, it was only too easy to 

touch all kinds of raw political nerves. As Dr Kilgour had said, the donor countries were 

now running away fast from W H O , because of the reservations concerning their aid expressed by 

the governing bodies of W H O . Every effort was being made to retain their interest by whatever 

means possible - particularly by creating a platform which was first and foremost of interest 

to the developing countries, but at the same time a useful forum for the major contributors in 

the health sector. 

He emphasized that it would be the first occasion on which a dialogue on the international 

transfer of resources for health would be taking place with the developing countries present 

in force and in the open. It was sometimes necessary for him to participate in sub rosa 

meetings on aid and he had been invited to attend such a meeting in the near future with a 

number of major contributors of health a i d . He was able on such occasions to represent the 

views of the Board and the Health Assembly and to attempt to persuade donors that investment 

in health was worthwhile, since health was a partner in development. The Health Resources 

Group, on the other h a n d , was to be a forum at which everything w a s discussed openly in the 

presence of all concerned. The problems were certainly great a n d , if the Organization was 

not allowed to pursue a pragmatic approach, the efforts would fail. Donors' representatives 

had been convinced of the validity of the concepts, policies and priorities of the Organiza-

tion, in other words of the validity of primary health care, and m a n y of them had begun to 

base their policies on it as a result of the continuing dialogue with W H O , but they were then 

faced with the problem of persuading their political constituents to endorse the validity of 

investment in the health sector. The next stage then was to evolve health investment criteria 

for particular countries, or groups of countries in the case of technical cooperation among 

developing countries. 

The vital element to get such aid flowing was initial success, and initial success 

necessitated initial selection. Random selection would bureaucratize the process, however, 

which would again scare off potential donors. The countries, chosen as "guinea-pigs", were 

not in fact intended to be merely test countries, but rather pioneers who would pave the w a y , 

demonstrating the criteria required in order to induce countries with greater resources to 

invest wisely in health development. 

He and other members of the Secretariat had performed their functions as health 

technicians, preparing the way for the political decision of the Board; if the decision was 

to abandon the project, that decision would be implemented. He had listened attentively to 

the views expressed by the members of the Board and he would pass on those views to the Health 
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Resources Group at the meeting in December, which, he felt it right to stress once again, 
would be attended by developing countries and major intending contributing agencies in the 
health sector. It would then be possible for the Board to assess in January 1982 whether 
the Group was a useful mechanism for WHO. 

Dr KRUISINGA said he fully agreed with the Director-General's views on the neutrality of 
WHO. There should be no bias on the part of any industry or other group and no need to 
double-check the choice of experts. 

He still wondered why the figure of 0.7% of the health expenditure of the developed 
countries had been removed from paragraph 28 of document EB68/6. He further asked how the 
Health Resources Group fitted into the framework of resolution WHA34.37 (Resources for 
strategies for health for all by the year 2000)• Information on the terms of reference of 
the Group and on its functioning so far would also be welcome. Finally, what influence had 
the Executive Board on the Group and what was the position of the Director-General in relation 
to the Group? 

The CHAIRMAN suggested that the question about the figure of 0.7% should be dealt with 

when agenda item 11 was taken up (see section 2 of this summary record). 

Dr KILGOUR (Director, Division of Coordination) said that the Health Resources Group 
fitted into the framework of resolution WHA.34.37 under operative paragraph 9(1) which 
requested the Director-General "to support developing countries as required in preparing 
proposals for external funding for health

1 1

. That was the first activity foreseen for the 
Group and one such exercise had already taken place in Gambia while another was even then being 
undertaken by a consultant in a country in South-East Asia. Paragraph 9(2) provided the 
essential terms of reference of the Group. The Executive Board had considered them at its 
sixty-fifth session and again at its sixty-seventh session, and had expressed reservations.1 
Those views would govern future activities. Paragraph 9(3) of resolution WHA34.37 requested 
the Director-General to report regularly to the Executive Board, and he had undertaken to do 
so. The Director-General would adopt a flexible attitude and would convene the Group when he 
considered it would produce results along the lines indicated in operative paragraph 9(2) of 
resolution WHA34.37. 

He foresaw further meetings of the Group - for example, one per year - and of the 

consortia which might have been set up to start work on actually providing the resources 

required for a particular developing country whose needs had been identified in accordance 

with operative paragraph 9(1) . The Steering Committee might also be required to meet between 

the formal meetings of the Group which would be guided by the advice of the Board and the 

Health Assembly. 

The CHAIRMAN proposed that the Executive Board take note of the information provided by 

the Director-General in his note (document EB68/7). 

It was so agreed. 

2 . DRAFT PIAN OF ACTION FOR IMPLEMENTING THE G L 0 M L STRATEGY FOR HEALTH FOR ALL BY 
THE YEAR 2000: Item 11 of the Agenda (Document ЕВбв/б) 

Dr COHEN (Director-General•s Office) indicated a correction which should be made to 

paragraph 28 of document ЕВбв/б and which related to the point which Dr Kruisinga had raised 

about the figure of 0.7%, As a result of reservations expressed at the Health Assembly, the 

Director-General had proposed an alternative indicator which the Health Assembly had accepted. 

The last part of the sentence in paragraph 28 should be deleted after the word "promote" and, 

in the light of the acceptance of the new indicator, should be replaced by the phrase "the 

sustained support of the more affluent countries to developing countries with well defined 

Document EB67/198I/REC/2, pp. 272-276. 
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strategies for health for all". In consequence, the reference in the timetable, on page 13 

of the English and French versions, to the action to be taken by the thirty-fifth World Health 

Assembly, namely, encouragement of the "level of transfer indicated", would have to be 

reworded to accord with the new text of paragraph 28. 

Mr AL-SAKKAF congratulated the Secretariat on the draft plan of action. There was no 

doubt that the objective and its attainment set out in document ЕВбв/б would please all 

governments and peoples. He wished to stress, however, that the most difficult part of 

putting the plan into action would be the requirement for enormous material and human resources 

in the developing countries, especially in the poorest among them. M a n y of those countries 

would have great difficulty in finding those resources and even in formulating national 

strategies. He was not pessimistic, but reiterated his view that success would depend on the 

readiness of the developed rich countries to provide the necessary assistance. He hoped that 

more emphasis would be placed on that fact. 

Professor SEGOVIA DE ARANA, said that the plan of action was well prepared. Certain 

details would probably have to be modified as a result of the discussion, but the timetable 

clearly showed a real desire for achievement of the goal of health for all by the year 2000. 

Difficulties w e r e , however, bound to arise, especially at the most important level, that 

of the countries themselves. In the first place, there might be political changes which 

would lead to a lack of continuity among the officials of the health ministry who were to 

carry out the plan. Secondly, other bodies, such as the universities, which would be 

responsible for training scarce human resources, might show a lack of enthusiasm. Thirdly, 

the social security system might run counter to the health system. 

He therefore considered that ail important contribution could be made to the achievement 

of the goal if the Board adopted for transmission to the Health Assembly a resolution 

advocating the establishment in each country of a joint committee in which at least the health 

ministry, the universities or medical schools and the social security system would be 

represented. Such a committee - whose members should probably be chosen to serve in their 

personal capacity in order to ensure continuity in spite of political change - would review 

resources, and especially human resources. The publications which the Director-General 

proposed to issue in the "Health for All" Series (document EB68/6， paragraph 9(2) and (3))， 

should be sent to such a committee as he had described as well as to ministries of health, 

and would serve as a stimulus to action. The proposed committee, which should be adapted to 

the local situation in countries, should help to maintain the impetus given by W H O . 

Dr ORADEAN said that the plan of action was well formulated and the tasks and 

responsibilities of the various bodies and persons clearly outlined. However, she would like 

to see the addition to the list of suggested publications in the "Health for All" Series of a 

booklet on the ways and means of developing health systems based on primary health care. It 

might also include a series of models for strategies and plans of action based on the data 

obtained from various countries and on real situations therein, which Member States could 

adapt to their own situations. 

Mr HUSSAIN congratulated the Secretariat on the document before the Board. In the early 

stages of the preparation of the strategy, most countries had not been sure what was meant by 

primary health care. The conception of primary health care differed from one country to 

another at different levels and in different organizations. When，therefore, WHO compiled a 

document which was to be publicized at the country, regional and global levels, it was 

important to include a clear definition of what was meant by primary health care. However, 

the concept must not be allowed to conflict with medical advances， nor must science impede the 

health systems of countries. Member States of the Organization should view the concept from 

a common standpoint and try to speak the same language. 

Dr KRUISINGA said that document ЕВбв/б was well formulated and the plan of action it 

contained should be implemented. He was willing to be optimistic, but could not help feeling 

concern as to whether the necessary funds would be forthcoming. There was a definite need to 

quantify resources ； he had considered the figure of 0.7% of the health expenditure of 

developed countries quite acceptable - a goal which should be reached - and the Director-

General had defended it at the Board's sixty-seventh session. He therefore felt serious 
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doubts about the rather abstract formula which had replaced it in paragraph 28 of the document. 

Furthermore, the many tasks listed for the Director-General in paragraph 20 would call for 

adequate staff, for which money would be needed. It had been estimated that the growth of 

health expenditure in many rich countries might be of the order of 5%-10%, but the budget 

increase for W H O , the catalysing agency for the implementation of health for a l l , was only 1% 

and he was afraid it might prove inadequate• He would, m o r e o v e r , like to see the new 

formulation of paragraph 28 completed by a call for a well-defined strategy for the affluent 

countries, where health care was not always perfect. 

Dr OREJUELA supported Professor Segovia de Arana's views on the need for human resources ； 

mention was made of their mobilization, but it was essential that the plan of action should 

specify clear aims and mechanisms for their most effective utilization if the optimism of the 

strategy was to be justified. 

Regarding the necessity of national committees, he said that in many countries it could 

be seen that the human resources for health work did not come from joint action by educators 

and users of such resources， whether in health minorities or in social security organizations； 

what was absolutely indispensable was some mechanism to ensure a permanent dialogue between 

teaching and service elements. 

Dr LIMA said that paragraph 6(3), providing for regional committees to "consider the 

possibility of defining regional targets . • .
M

 should be deleted : they should definitely 

define regional targets on the basis of national ones. 

Regarding paragraphs 24 and 25 on intercountry cooperation, he sought a more definite 

assurance that developed countries were ready to transfer resources and an indication of how 

such transfers would be m a d e . 

Dr ABDULLA commended the Secretariat for the draft plan of action. Some countries had 

we11-developed health care systems of difficult access for part of the population ； others 

had adequate resources and manpower but poor health services ； in yet others，no services 

could be rendered to part of the population. All those countries differed totally in their 

needs. He suggested that a committee be established to group those countries with similar 

problems in order to develop a uniform strategy for them. 

Dr LAW supported the draft plan of action, which she found comprehensive and logical. 

She agreed that the essential question was what action would come out of the plan. A country 

she knew well was in the process of developing its national targets and strategies for health 

for all by the year 2000 ； how many other countries had developed some national plan? The 

reply to that question would provide evidence of the existing grassroots support for the 

strategy. 

Dr CABRAL also commended the Secretariat for the plan of action. Referring to the 

timetable at the end of the p l a n , he noted that starting dates for national activities were 

suggested but there was no statement of deadlines. It had often been said that time was 

short for implementing the global strategy. For some activities it seemed clear that if the 

regional committees were to fulfil their tasks corresponding national tasks already had to be 

completed, but for other activities that was not so clearly indicated. He thought that dead-

lines should be fixed or monitoring processes established to induce countries to complete 

tasks in due time. If the strategy was to be implemented in the short time available a start 

had to be made at national level, and countries should be held to their commitments. 

Secondly, he sought an indication as to how monitoring processes for the strategy would 

be integrated with monitoring processes for programmes such as those on essential drugs, 

appropriate technology, tropical disease research or human reproduction, which were crucial 

to primary health care and health for all. It was important not to dissociate, either in the 

Organization or in Member States, the philosophy of health for all from the technical 

programmes. He referred in that connexion to paragraph 16 of the Introduction to the 

Proposed Programme Budget for 1982-1983，in which the Director-General had made a proposal, 

which had been discussed by the Executive Board at its sixty-seventh session, that a small 

group be established to ensure the compatibility of all the essential elements of primary 

health care. 
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Dr MORK associated himself with previous speakers in congratulating the Secretariat on 

its very comprehensive document. There would be an opportunity at the next session of the 

Board to have a comprehensive review of the plan of action after all the comments had been 

received from the regional committees. He shared Dr Kruisinga
1

 s concern with regard to the 

budgetary consequences and the consequences for manpower resources in the Secretariat. A g a i n , 

he thought it would be easier to assess those matters in January when the plan of action was 

being finalized and after the Director-General had considered his resources requirement. 

Professor Segovia de Araría and Dr Cabrai had stressed the importance of what was happening at 

country level. He thought it was crucial that activities should start as early as possible, 

because without the coordination and mobilization of resources in each Member State, the plan 

would be just a paper exercise. He therefore asked the Secretariat whether it would be 

possible to submit the draft plan to Member countries as soon as possible as it stood, since 

no amendments had been formally proposed， that would facilitate action at country level and 

provide the health administrations with a basic document for use in their consultations with 

other ministries, with administrative bodies of other sectors, and with voluntary organizations 

in preparing for the comprehensive review of the regional committees in September. He was 

afraid that if the document did not reach countries until it was submitted as part of the 

documentation for regional committee meetings it might hold up urgent action in Member 

countries. He knew that the procedure was unusual, but urged the Secretariat to consider it. 

Dr BRYANT thought that the plan of action was impressive and brought together the ideas 

inherent in health for all in a logical sequence of steps to be taken according to a coherent 

timetable. The plan had been made possible because the various components of the Organization 

had been willing and eager to be interrelated in that systematic and mutually supportive 

manner. It was one of the great and unique accomplishments of the health for all idea that 

it had brought nations, regions and global organizations together. 

He noted that in forming the regional plan of action for the Americas it had been found 

useful to specify three classes of indicators: (1) indicators of policy formulation to show 

for example, whether there was a commitment in a country to a particular programme, such as 

maternal and child health; (2) indicators of programme action showing the extent of coverage 

by a programme, for example, the Expanded Programme on Immunization; (3) indicators of health 

status, showing developments in morbidity and mortality in a population as a result of 

programmes. The Region of the Americas had found it useful thus to structure indicators for 

the various components of the health for all strategy. 

Indicators had differential application in less developed and more developed countries. 

The use of global and regional targets for indicators tended to bypass those countries that 

were best off in a region, or the more developed countries in general; and whereas targets 

were certainly important for the regions and countries that had farthest to go, there was 

need to stress the development of indicators for the more developed countries as well. In 

the plan of action for the Americas, emphasis was placed not only on extending health services 

to entire populations and giving priority attention to marginal populations in rural and 

urban areas as well as to higji risk groups, but also on reducing the differences in health 

status among different population groups. That idea of reducing differences was central 

to the health for all concept. Were there any activities or plans for activities to develop 

indicators to express that idea. 

The plan of action presented a problem of abstractness. The Executive Board faced a 

paradox. The plan of action clearly and succinctly delineated the steps needed to be taken 

at global, regional and national levels. That clarity and succinctness was both its strength 

and its limitation. Its strength lay in providing a framework for action to be undertaken 

with specified times and with indicators to signal progress or the lack of it. Its limitation 

was that it was not - and he thought was not intended to be - an instrument for identifying 

and solving problems associated with the health for all effort. Health for all would succeed 

or fail according to what happened in the villages and rural districts, in the periurban slums 

and urban centres at country level and in the ministries' offices of programming and planning. 

That was where the most important problems needed to be addressed and those were the points to 

be effectively reached with WHO'S and other resources. He did not see how, as a member of the 

Executive Board, he could be useful in acting on those problems by considering documents 

describing global plans of action and global strategy. Many of his colleagues on the Board, 

he knew, were daily immersed in problems of greatest concern. However, most members of the 

Board were closely familiar with problems in their own countries and - to some extent - regions, 
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but not so well informed about other countries and regions. He was worried that the Board 

might not effectively reflect on the key problems relating to health for all and creatively 

help formulate policy relating to them unless it was somehow brought closer to the problems. 

Indeed, at the risk of exaggeration, he thought that the Board was in some danger of 

dehumanizing the health for all effort by dealing with it at a level of abstraction too far 

removed from the human condition at which the effort was directed. There was a need to find 

new mechanisms bringing the Executive Board into closer association with the problems as they 

emerged at country level. Dr Oradean had referred to the importance of looking at national 

models; Dr Abdulla, to groupings that characterized particular countries; Dr Cabrai had 

spoken of monitoring at country level as opposed to organization level. It seemed to him 

important for the Board to shift attention from global plans of action to include substantial 

attention to country-level problems. 

He was not sure how the Secretariat could assist in that process. Case studies might be 

one way; and working groups of the Executive Board migjit be reformed to undertake regional 

and country-level visits, thou曲 that would raise logistic problems. Carefully planned 

exposure of groups of Board members to problem definition and analysis at country level 

could deepen their understanding and stimulute their thinking on the Board
1

 s responsibility 

in health for all. 

Dr PATTERSON agreed with Dr Bryant. She said that it might help if the Regional 

Directors could inform the Board of their timetable for June to October in order to clarify 

planned activities. 

She asked whether the amendment to paragraph 28 in the plan of action had already been 

passed and whether discussion on it was now closed. 

Dr ADANDE MENEST said that the plan of action was timely. Many adjustments would be 

needed to follow the proposed plan with each member country acting according to its possibilities 

and degree of commitment. The merit of the document was that the Organization had been 

consistent in showing the steps to take in achieving the goal. 

Althou^i the plan appeared ideal, foreseeable difficulties at all levels would require 

adjustments. Health for all by the year 2000 was like a spaceship; engineers and technicians 

had carried out all the necessary simulation on earth, including the possibility of inter-

planetary rescue; and it was the course corrections and safety mechanisms which had to be 

studied to ensure a safe voyage. 

In paragraphs 15 and 16 of the plan, under the heading "Promotion and support", with 

reference to Member States, due regard was given to the roles of governments and ministries 

or similar bodies; but there was a need to mobilize communities themselves and to enlist 

their active support in promoting health. Certainly, health ministries played the role which 

the Organization played as a coordinating and directing body on the international plane. It 

would be desirable for governments to follow the global example in setting up national resources 

groups through which the private sectors might invest for health for all; investment in the 

pharmaceutical industry at local level producing essential drugs and distribution of equipment 

and supplies for health might interest resource groups at national level. 

The Director-General and his collaborators had important missions to fulfil with all 

international bodies, including the United Nations and other organizations in Geneva and those 

in the regions, such as the Organization of African Unity, The Director-General and those 

responsible in the regions also had an intersectoral role to play, in spreading the message of 
f ,

health for all
11

 and in helping the Executive Board and the Health Assembly to recognize the 

specific requirements of health for all. In connexion with cooperation between developed and 

developing countries he recalled the key role of the resources groups, which had to indicate 

what were the areas for investment and where the capabilities lay in different areas. 

Dr ACUf!^. (Regional Director of the Americas) said that the Region of the Americas, following 

the resolution of the World Health Assembly, had elaborated regional strategies based on national 

strategies and national health plans. In 1980 the Regional Committee had approved those 

regional strategies and instructed the Regional Director to prepare a plan of action to implement 

them, subject, of course, to modifications if necessary in the light of global strategies. 

The Region of the Americas had prepared a draft plan of action which followed the Director-

General 's in almost every detail. 
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As Dr Bryant had said, it tended not only to cover the unserved populations with health 

services but, in following the resolution of the Health Assembly on the New International 

Economic Order and the global and regional strategies for the Decades, to reduce differences 

in health status among population groups. 

The details were clearly explained in the Regional Committee's draft plan of action, but 

it was important to mention that the schedule of events given in the Director-General's report 

entirely agreed with the commitments of the Region of the Americas at regional level. The 

Region hoped to have its own draft plan of action approved by September 1981， since the 

Executive Committee at its session in June would elaborate proposals for the Regional Committee 

The Region's plan of action included indicators, some of them obligatory, as approved by the 

Health Assembly or the Regional Committee. It took into consideration the coordination 

referred to by Professor Segovia de Arana, Dr Cabrai, Dr Mork and Dr Bryant, of the several 

components of the health sector, such as social security, the health ministries and the private 

sector. 

The Regional Office had made some preliminary estimates of what health for all by the 

year 2000 meant in financial terms in the Region of the Americas, excluding the two major 

developed countries in the Region. In making the calculations it had been recognized that 

if the whole population was provided with primary health care the other levels would also 

have to be strengthened in order to deal with referrals from the primary health care level. 

The total investment required in order to provide basic health services - primary health care 

including immunization, control of endemic diseases, the provision of water and basic 

sanitation - to the whole population of Latin America and the Caribbean would be 

US$ 159 000 million, in addition to recurring costs of US$ 500 000 million over and above 

what countries were at present spending. It was expected that the population of Latin America 

and the Caribbean would be approximately 478 million in the year 2000， and US$ 659 000 million 

would be required to provide them with the necessary services. The preliminary estimates 

had been based on 1980-constant dollars and they would have to be adjusted when the regional 

plan of action was approved and in the light of the adaptation of national plans of action. 

He emphasized that in Latin America and the Caribbean health for all by the year 2000 

was not merely a slogan, it represented a political decision taken at the highest level. 

Governments were fully aware of its financial, economic and social consequencies for their 

own populations and realized that it could not be achieved by the meagre provision of 

international assistance, which could only provide a catalyst for national actions. 

Governments of the Member States of the Region of the Americas had elaborated national plans 

which had helped in formulating the regional strategy. The task was formidable, but 

governments had realized that their own resources had to play the major part and they were 

confident that they could achieve the goal. 

Dr NAKAJIMA (Regional Director for the Western Pacific) said that the Western Pacific 

Region was following the timetable set out in the draft plan of action for implementing the global 

strategy for health for all by the year 2000 (document ЕВбв/б). With regard to the support to 

governments in formulating and implementing national strategies mentioned therein, he informed 

the Board that the Regional Office was awaiting replies to personal letters that had been sent 

to ministers of health in the Region. 

Contacts with the United Nations regional economic commissions and nongovernmental 

organizations had already been initiated, and some nongovernmental organizations had expressed 

interest in contributing to the activities in the Region. Coordination of both governmental 

and nongovernmental efforts still required strengthening, particularly at the country level. 

In certain countries almost 100 nongovernmental organizations had their own separate so-called 

primary health care programmes. Regional and subregional governmental organizations had been 

contacted a n d , in collaboration with Che South-East Asia Regional Office，a conference of 

ASEAN ministers of health had been organized； in addition the Western Pacific Regional Office 

supported certain technical meetings of the ASEAN countries such as those on pharmaceuticals. 

Technical cooperation with countries in the South Pacific Region was carried out in 

collaboration with the South Pacific Commission. Some of the more affluent countries in the 

area had expressed special interest in the activities carried out and had indicated their 

willingness to increase their support. 

In order to implement fully the plan of action, the countries concerned had to carry out 

their own programmes. H o w e v e r , few countries were yet capable of doing so, despite the 
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assistance provided by WHO and other organizations of the United Nations system, and some even 

found difficulty in preparing proposals for external funding. It was one of the areas to which 

the Regional Office was giving priority, together with the plan of action. 

Almost all the countries in the Western Pacific Region had submitted national strategies 

on the basis of which the regional strategy had been elaborated and submitted to the last 

session of the Regional Committee. The revised regional strategy had been sent to countries 

for their comments, together with a glossary. It was hoped that it would be finalized for 

discussion at the next Regional Committee session in September 1981， together with plans of 

action. 

Dr KAPRIO (Regional Director for Europe) said that countries in the European Region were 

fully responsible for implementing collectively-agreed principles at the national level. The 

international health departments in the health ministries cooperated with other ministries a n d , 

where applicable, with UNDP resident representatives. The developing countries in the Region 

had shown keen interest in country health programming and the primary health care approach to 

current health problems. Water supply problems were often considered separately but in 

coordination with other health questions. The industrialized countries had first of all shown 

hesitation concerning health for all
9
 but the goal had been adopted at a time when living 

conditions in those countries had started to show negative trends and it had been realized, 

for example, that highly technologically-oriented curative medicine was not the only solution. 

The three main thrusts of the regional strategy were the adoption of a "life-style conducive 

to h e a l t h " , "the reduction of preventable health risks" and
 11

 the reorientation of health 

services
1 1

. The first aspect was governed to a certain extent by peoples' behaviour. The 

reduction af preventable health risks also concerned society, for example, road traffic 

accidents and toxicology were common problems in the industrialized countries. Reorientation 

of health services meant a shift from highly technological levels to more community-oriented 

health services linked to other community services and involving participation by the 

population. 

The Regional Committee session in October 1980 had also drawn attention to the need to 

reduce poverty. The role of sociology in relation to health had been discussed in an expert 

group and the meeting on possible European health indicators had emphasized the need to take 

into account sociological factors such as unemployment， aging， youth problems, suicide and 

alcohol. In addition, many self-help groups were seeking new ways to handle problems such as 

alcohol and drug addiction. All those aspects had been discussed by the regional health 

development advisory council, whose report would be discussed at the next regional committee 

meeting to be held in Berlin in September 1981， together with the results of the Thirty-fourth 

World Health Assembly. 

In the countries of the Region health ministries were increasingly involved in promoting 

cooperation among governmental, nongovernmental and voluntary organizations, in the light of 

the three main thrusts of the regional strategy. 

Dr TABA (Regional Director for the Eastern Mediterranean) said that all the countries in 

the Eastern Mediterranean Region had accepted the concept and policy of health for all by the 

year 2000 based on the primary health care approach. The regional strategy had been formulated 

at three subregional meetings held in Mogadishu, Kuwait and Damascus, during March-April 1980. 

The Eastern Mediterranean Region consisted of countries with widely differing levels of 

development and development potential； therefore, the three subregional meetings had been 

organized so as to bring together countries with similar health and social problems. The 

regional strategy had specific targets, in particular, with regard to infant mortality, maternal 

and child health, manpower needs , water supply in urban and rural areas, etc. There had been 

no Regional Committee session in 1980 to examine the strategy but the document had been sent to 

countries in the Region, many of whom had submitted positive comments. The regional strategy 

was well established arid it was hoped that the Regional Committee would have an opportunity to 

study it in 1981. 

Dr KO KO (Regional Director for South-East Asia) said that countries in the South-East 

Asia Region had shown interest in developing strategies for health for all since the Alma-Ata 

Conference in 1978， and they had been active in formulating national strategies, applying 

different methodologies. In M a l d i v e s , for example, the strategy was the result of intensive 
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planning efforts made in February and March 1980 ； in Nepal it stemmed from a national congress 

on health for all chaired by a member of the Royal F a m i l y , whereas in Thailand it was the result 

of three-tier meetings at provincial, national and intersectoral levels. The national strate-

gies had led to a regional strategy formulated at a regional conference held in June 1980. 

The output of the regional conference formed the basic document for the discussions that had 

taken place at the thirty-third session of the Regional Committee in Maldives in September 1980. 

The Committee had passed a resolution urging governments to elaborate detailed plans of action 

based on national strategies and requesting the Regional Director to follow up the progress 

m a d e , to update strategies and to report to the Regional Committee. The Regional Office had 

therefore contacted the governments of countries in the Region urging them to develop national 

plans of action and to report to the Regional O f f i c e , where they would be compiled in a 

document for submission to the Regional Committee showing the progress m a d e . National plans 

of action were formulated and implemented by different bodies using varying methods in countries 

of the R e g i o n , and the results of the efforts made would be set out in a report to be submitted 

to the thirty-fourth session of the Regional Committee, which would also discuss the question of 

strengthening national health ministries as a topic for technical discussions. The Regional 

Office was collaborating closely with organizations of the United Nations system and donor 

agencies, as well as cooperating in the exercise conducted by the health resources group and 

in the efforts undertaken within the framework of the International Drinking Water Supply and 

Sanitation Decade. In conclusion, he stated that the Regional Office would follow the time-

table set out in document ЕВ68/6. 

The DIRECTOR-GENERAL expressed the hope that, in their own countries , members of the Board 

would contribute to an understanding that the health for all movement was a unanimous political 

decision by the 156 Member States of W H O . If optimism was de rigueur, it must be shared by 

all Member States； otherwise the movement was bound to fail. The success achieved in 

involving the world scientific community had had a catalytic effect. The primary health care 

approach depended on Member States understanding what health for all meant and their willingness 

to support it. In one extremely poor country which he knew of the necessary political, social 

and economic self-reliance framework existed and he was certain t h a t , with a minimum amount of 

international solidarity, that country would achieve health for all before the year 2000， so 

there was cause for optimism. H e agreed with M r Al-Sakkaf that if the "haves" were not 

prepared to assist the "have riots" within a national framework of political, economic and 

social self-reliance and without being paternalistic, success could not be achieved. Numerous 

instances all over the world had shown that if courage, imagination and political will existed, 

the necessary framework could be set u p . Some poor countries had demonstrated that a 

relatively small increase in expenditure could reduce infant mortality by half within five 

years. In his v i e w , the objective criteria for success existed and it was the values of the 

present-day world that gave cause for pessimism. 

H e endorsed Professor Segovia's remarks on the importance of an intersectoral committee 

at the national level. 

The problems faced by countries in implementing the primary health care concept would 

obviously vary. For example, integrating a malaria programme in the primary health care 

concept might be a major difficulty in one country whereas in another it could be the 

integration of a front line hospital. WHO'S role was to provide assistance in integrating 

programmes in primary health care. H e emphasized that the report of the Alma-Ata Conference 

on primary health care to attain health for a l l , the Executive Board document on formulation of 

strategies and the recently adopted global strategy contained clear definitions of the concepts. 

When countries put those concepts into practice they would become even clearer. 

In reply to Dr Abdulla, he said that WHO of course subscribed to technical cooperation 
among developing countries. 

He assured Dr Cabrai that WHO would study the synchronization between the national and 

regional levels. The emphasis Dr Cabrai had placed on all the components of primary health 

care being brought together under the health for all primary health care infrastructure was 

reflected in the new programme classification for the Seventh General Programme of W o r k , which 

was aimed at ensuring that all the components fitted into the overall strategy. It was a 

difficult question*at national, regional and global levels, but one of the purposes of the 

health for all group was to see that all the different aspects were properly integrated. 
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In reply to Dr K r u i s i n g a , h e said that the United Nations Conference on Trade and 

Development had estimated health expenditure at between US$ 300 to US$ 600 billion annually. 

In view of the disagreement on what was meant by health expenditure, he feared that it would be 

difficult to use the figure of 0.7% in practice. H e had therefore proposed an indicator, 

n a m e l y , whether developing countries that had elaborated national strategies and had specified 

their own resources were receiving sustained support from more affluent countries. A report 

would be submitted to the sixty-ninth session of the Executive Board on health expenditure and 

the estimated financial requirements for the strategy. It was hoped to provide concrete 

information on national needs for the international transfer of resources so that a more 

tangible challenge would be presented to the "haves". 

H e agreed with Dr Kruisinga on the need to strengthen the Secretariat, but a catalytic 

effect would have to take place within the Secretariat as well as within individual countries. 

He assured Dr Mork that documents would be sent to Member States without delay. 

In reply to Dr Bryant he said that the Regional Directors had emphasized that the 

indicators must touch upon the political raw nerves in industrialized countries too. The 

contrast between the global plan of action and activities at the village level was evident ； 

efforts to take Executive Board working groups to the country level had frequently been made. 

The Executive Board might wish to consider that aspect of the Board's role at its sixty-ninth 

session. 

Dr Oradean's suggestions for additional publications were extremely helpful. Mr Hussain's 

remarks on a possible conflict between primary health care and medical progress were very 

important and it was another area in which the Executive Board could make a valuable 

contribution by attempting to eliminate artifically-created conflicts. WHO'S documentation 

on the subject clearly showed that there was no need for such conflicts. 

He agreed with Dr Adandé Menest 's remarks on constraints and intersectoral collaboration. 

Referring to Dr Orejuela's comments on the effective mobilization of human resources, he 

said that the proper use of manpower was one of the weakest elements in most Member States. 

If the latter abided by the concepts promoted in W H O , optimal utilization of manpower would 

make a valuable contribution to achieving health for all. 

3 . DRAFT TEXT OF NEW REGULATIONS FOR WHO EXPERTS AND COLLABORATING INSTITUTIONS: Item 10 
of the Agenda (continued) 

Dr BRYANT said that he wished to clarify a misunderstanding about comments made at the 

previous meeting b y Mr Boyer. Those comments had referred to a specific issue which might 

not be considered to fit into the general pattern of expert committees. There w a s , for 

example, a review group on the international control of narcotic drugs which periodically 

took decisions, and governments then had an opportunity to respond to those decisions. It 

was requested that in such instances governments be given sufficient time to make their 

response. There had been no intention to suggest either reviewing or influencing the 

membership of expert committees or their decisions. 

The meeting rose at 12h40. 
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