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FOURTH MEETING 

T h u r s d a y , 14 January 1982, 14h3Q 

Chairman 

Later : 

Dr L . ORADEAN 

Dr H . J . H . HIDDLESTONE 

STRATEGY F O R HEALTH FOR ALL BY THE YEAR 2000: Item 7 of the Agenda (continued) 

Review of health expenditures, the Strategy's financial n e e d s , and the international flow of 

resources for the Strategy: Item 

(continued) 

3 of the Agenda (Documents EB69/7 and EB69/7 Add.l) 

Dr M O R K said that the impressive review in the report of the problems faced by the 

developing countries could be regarded as either depressing or a challenge. No-one could 

pretend that the problems of those countries could be solved by WHO alone, since they involved 

questions of international solidarity, North-South relations and social justice, questions 

which could only be settled within the framework of the New International Economic Order. 

Dr Cohen had.referred to the financial difficulties stemming from the depression in most 

industrialized countries, but the fact remained that the sums of money referred to in the 

document - enormous though they were - paled into insignificance in comparison with the amount s 

spent, even during the depression, on armament s and destructive weapons by the industrialized, 

the developing and even the least developed of the developing countries. 

Referring to the comprehensive list of items of "health expenditure
1 1

 in paragraph 10 of 

the r e p o r t , he said that even in the country which he knew w e l l , with its sophisticated 

statistical systems, it would be impossible to assess, even with approximate accuracy, the 

expenditure in different sectors of the community of projects of importance for h e a l t h . There 

was the further problem of the exact line of demarcation between health and other expenditure. 

Unemployment and underemployment were themselves a threat to health and it could be argued 

that money allocated for finding jobs was a form of disease prevention. The definition might 

be stretched even further to include money spent to avoid a possible nuclear holocaust, which 

was after all the most serious threat to the health of all mankind. 

It w a s , in his v i e w , futile to spend too much time on defining the precise nature of 

health expenditure. The aim should rather be to draw up a number of simple crude indicators, 

on the basis of which a comparison could be made of the expenditure incurred in the health 

field by different countries. Those indicators could also be used to study planned items of 

health expenditure in individual countries. Paragraph 49 of the report made the point that 

it would be a major task for WHO to arrive at a framework that was acceptable and feasible for 

use b y its Member States. Rather than attempting any such task, he believed that WHO - and 

the Director-General - should endeavour to activate the conscience of the privileged minority 

of the family of man and coordinate efforts in the health field inside and outside the United 

Nations system. 

Dr BRAGA said that the report would be of the greatest interest to all w h o , like himself, 

were concerned with the expenditure of funds on public health - a subject which had not always 

received due attention. After discussion at the Thirty-fifth World Health Assembly, it would 

provide a valuable guideline for the authorities in each country at the decision-making level. 

The question of the value of health had been raised in the first place at Health Assemblies 

during the fifties. Now the stage had been reached of allocating funds for the achievement 

of health and he was sure that those responsible for health expenditure in different countries 

would find the report exceptionally useful for that purpose. 

Professor MALEEV said that the report was very informative on the projected levels of 

resources which would be required to supplement the health budgets of developing countries, if 

the goal of health for all by the year 2000 were to be achieved. Paragraph 22 stated that 25 

of the least developed countries were now spending on public health ail average of only US$ 2.6 

per head per year. Based on the estimated requirement in the Director-General's report of 

an average per capita expenditure of US$ 15 per head per year in order to reach the health for 
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all target, that would leave a deficit of $ 12.40 per h e a d . Estimating the total population 

of the developing countries at 3300 m i l l i o n , the total annual deficit would amount to 

$ 40 000 m i l l i o n
#
 By the year 2000， when the population of the developing countries might 

be of the order of 5000 million the deficit would have reached $ 60 000 million. For the 

20-year period up to the year 2000， it was reasonable to assume ail average annual deficit of 

about $ 50 000 m i l l i o n . 

The assumption had been made in the report that the developing countries themselves would 

find means to cover about 40% (or according to Dr Cohen even 80%) of that deficit and that 

the rest, amounting to about $ 30 000 m i l l i o n , or $ 10 m i l l i o n , annually, would be provided 

from sources other than the budgets of the developing countries• It was difficult to imagine, 

however, what other sources might be likely to release such enormous sums each year on a 

long-term b a s i s . 

The statistics in the report brought out clearly the magnitude and seriousness of the 

problem. It was abundantly clear that the Organization's target had far-reaching and global 

implications. Would the global economy be capable of releasing and transferring to the 

developing countries the resources necessary for health development? 

Any realistic approach to that global problem could riot ignore the fact that the greatest 

obstacle to development was the money spent on armament s and military budgets. The 1978 

report of the Secretary-General of the United Nations, entitled "Economic and social con-

sequences of the arms race and military expenditure", had estimated the annual expenditure on 

armaments worldwide to be US$ 350 000 million. He quoted a passage from page 27 of the report: 

"The vast benefits which could result from even trifling cuts in military expenditures and the 

re-allocation of the funds thus saved, are particularly obvious in the field of health. WHO 

spent around $ 83 million over ten years to eradicate smallpox in the world. That amount 

would not even suffice to buy a single modern-strategic bomber • • • The total cost /of the 

WHO malaria programme/
7

 is only half of what is spent every day for military purposes . . . " 

The same problem had been the subject of a number of Health Assembly resolutions, especially 

resolution W H A 3 4 . 3 8 , adopted in May 1981. 

It was essential that members of the Board should be fully aware that all the resources 

needed for achieving health for all could be found, if progress were made toward disarmament 

and a reduction of military expenditures. It was not within the power of the Board to con-

tribute directly to the achievement of that aim, but it was its duty to state the facts and 

to bring the situation to the notice of the United Nations General Assembly and of Member 

States. 

Dr MARQUES DE LIMA said that the report made clear how slender were the resources available 

for health in many of the developing countries. In that situation the prospects for attaining 

the goal of health for all seemed remote. It was obvious that health was still not regarded 

as an integral part of economic and social development and so it was most important to bring 

home to governments the fact that a diseased and debilitated population could not contribute 

effectively to development. There was much talk of political commitment but there was not 

much political action to be seen at the level where government declarations of intent could be 

given practical effect - at the level of national budgets. 

Dr CABRAL welcomed the report and expressed his surprise at seeing figures quoted in the 

report for expenditure on health programmes in developing countries which exemplified the care 

taken in collating the information for inclusion in it. Of course developing countries would 

have to help themselves, but the developed countries had a part to play also. In that con-

nexion he supported Dr Mork in regard to the vital need to activate the conscience of the 

privileged minority of mankind, It was a striking fact that examination of the programme 

budgets of the organizations of the United Nations system, such as UNICEF, UNFPA, U N D P , etc.， 

revealed a general picture of cuts in the 1982-1983 financial period and calls for the post-

ponement of activities until 1983 or 1984. 

H e also endorsed the remarks of Dr Mork and Dr Maleev on the need for peace and disarmament. 

Although he was not entirely satisfied that the documents had dealt fully with all the 

questions raised at the Thirty-fourth World Health Assembly, he was pleased to see from the 

Director-General's note on the Health Resources Group for Primary Health Care (document EB69/7 
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Add.1) that the Director-General was acting in accordance with the directives given by the 

Executive Board at its sixty-seventh and sixty-eighth sessions. A particular point raised at 

the Thirty-fourth World Health Assembly had been the terms of reference of the Health Resources 

Group and the relationship of the Group to the governing bodies of WHO (and the associated 

question of reconciling the sovereignty of individual countries with the coordinating role of 

W H O ) . H e would like to have further information on those points and also on the criteria to 

be used in the selection of developing countries to be represented on the Health Resources 

Group. 

Reference was made in the Director-General's note (document EB69/7 Add.1) to country 

primary health care resource groups - a new term - which were to be set up in the five countries 

already working with the Health Resources Group. Other countries might wish to set up such 

groups ； how should they set about it? And when such groups had been established, how could 

they be informed of potential new donors and their conditions? The process of matching global 

development needs with available or potential resources was not in fact n e w , but the difficult 

problem was to bring together potential new donors and recipients. A most useful publication 

for that purpose was the "blue book
1 1

.
1

 H e wondered whether other sources of information were 

available. 

H e would also like to know what would be the methodology for the presentation of 

projects. Would reference be made to the "blue book", or would there by any additional 

information? What criteria would be used for the approval of the projects, and what support 

could WHO give to countries in project design? 

He wished to comment on the criteria and parameters for regulating the international 

allocation of resources. The fact that the Health Resources Group aimed at rationalizing 

the flow of resources implied a confidence that improvements could be achieved. Criteria 

and parameters were, however, needed for such rationalization. The countries themselves 

must be assessed against some quite simple criteria as the level of implementation of the 

Strategy, comparison of their achievements with the Strategy indicators and - a major 

criterion - their capacity to absorb external resources in a planned way and according to 

the Strategy. 

Some countries that would require external support might be unable to present projects 

on all the action components for the development of their national strategy, but they might 

be able to do so on some strategy areas that could be more easily defined. If they could 

present projects only for some areas, rational projects on key areas must be chosen - such 

as manpower development or essential drugs management - aimed at clearly-defined long-term 

objectives, which should receive priority over time- and space-localized projects 

unreflected in the development of health services as a total process. 

The CHAIRMAN said that Dr Cabrai
1

 s comments would be taken into account during the 

Board's discussion on the document that was to be introduced at a later stage by Dr Kilgour. 

Professor SEGOVIA joined previous speakers in commending the Director-General's report, 

which had been further clarified by Dr Cohen. Among the problems to which it rightly drew 

attention were the difficulties encountered in respect of health cost statistics. The 

report provided a fairly comprehensive list of the difficulties in computing the various 

components of total health costs• Such components were important in determining the costs 

of providing health for all by the year 2000, particularly where primary health care was 

concerned. 

It was fallacious to compare data on present health costs from different countries. 

Efforts should be made to establish a just basis for comparison and to define the items to 

be included in order to obtain valid comparisons. It was important to know in advance what 

the various percentages quoted represented. A factor of such costs which had not so far 

been mentioned was the differing nature of health costs. Health care had hitherto 

concentrated on curative medicine, and little had been done in the field of prevention, 

community medicine, or health education, which were the basic elements for the future. 

1 Lee M . Howard. A new look at development cooperation for h e a l t h , Geneva, World Health 

Organization, 1981 (document COR/HRG/iNF.1)• 
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There were some countries in which a social security system had been developed and financed 

by the workers. No-one paid from his own pocket: for prevention or health education. Such 

extension of the social security system had a great influence on health costs. The well-

developed social security systems of some countries could have an important impact on the 

new systems of the future. Centralized health systems supported by the Government were 

often supplemented by private care, and it was difficult to obtain a valid estimate of 

costs in that area. 

Economically powerful countries had been able to develop costly specialized m e d i c i n e . 

Account should be taken in that respect of the comments on excessive costs and abuses. A 

developed social security system could facilitate the change to the future system, and such 

factors should be taken into account in the health cost indicators. Future approaches would 

place greater emphasis on preventive medicine, health education, community medicine and 

participation of the people in health maintenance. Where the emphasis had been basically 

on traditional curative medicine and rehabilitation, the economic conversion to primary 

health care systems could be made more cheaply than in countries where a new start had to be 

m a d e . 

The country with which he was most familiar was developing a new system of health care 

whose principles were similar to those of health for all by the year 2000. In one hospital 

he knew, the services had two basic aspects : specialized community medicine and combined 

public health and preventive medicine and community health services. Primary health care 

was given by workers and doctors, and in the early months of operation it had been possible 

to make considerable savings by talking to patients instead of prescribing placebos. He 

realized that conversion to the new approach would lead to greater demand and consequent 

increase in certain costs, but the greater wellbeing that would be enjoyed must be taken 

into account. 

Dr TANAKA said that there were a number of uncertain factors in the estimated costs of 

primary health care, arising from disparities in the measurement of health expenditure 

itself and the lack of available data on expenditure on primary health care, for instance. 

For the same reasons, the estimated average gap between available resources and 

requirements in developing countries was still only a provisional estimate. The effective 

management of health resources, and the application of newly-developed technology, could 

reduce costs• Although the estimates could provide some guidelines, further research and 

analysis would be necessary. 

Dr ACUNA (Regional Director for the Americas) said that, in order to fulfil the Regional 

Coiranittee's mandate in finalizing the plan of action for implementing the Strategy, the 

Regional Office had established an office of resource mobilization, with three professional 

staff members. Since the office's establishment in the summer of 1981, progress had been 

made in efforts to find additional external resources. The major problem was to determine 

exactly what was required of governments in investments and recurrent costs, and of the 

international community in the form of technical cooperation and, possibly, grants or loans 

for investment. Preliminary figures were available, but much would depend, where costs were 

concerned, on the kind of service delivery intended. The cost of delivering the services 

with the use of professional personnel would differ substantially from the cost of employing 

auxiliary personnel for the purpose. That applied to immunization, malaria control 

activities, engineering, sanitary engineering, water supply and sanitation activities, and 

so on. Personnel costs were possibly the most important factor in estimating the costs to 

be borne entirely or almost entirely by governments themselves. 

H e wished to comment on a number of technical issues referred to in the report, such as 

the differing approaches to measuring the output and economic growth of Member governments, 

i.e., the system of material product balances, as in the case of countries with centrally 

planned economies. In the case of countries in the Americas, there were a number of 

reservations with 

respect to шяпу of those indicators» There was з.lso ühe issue of the 

distinction to be made between countries spending 5% or more of their gross national 

product on health, and those spending less. The average in the Region was approximately 

57o. Many countries spent more but appeared to obtain less health for their m o n e y . One 

Member country which had spent 7% of its GNP for the purpose, rated among the lowest in 
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terms of health indicators. It was just as important to know how the money was spent as to 

know how much was spent. Improvements in health were intimately linked to overall 

socioeconomic growth and to the development of other key sectors, such as education, food 

and h o u s i n g . The emphasis should be on balanced and integrated growth, as well as on 

equitable growth. The distinction made between countries, depending on whether or not their 

average per capita GNP exceeded US$ 500, was misleading. According to the Economic Commission 

for Latin America, there had been only one country in the region in 1980， with a population 

over half a million, having a per capita GNP of less than $ 500, but according to the World 

Bank and similar institutions, there were well over 100 million people in the region living 

in absolute poverty. 

H e would submit a number of other technical comments to the Director-General in the 

hope that they might help to produce a more realistic document. 

Dr BRANDT agreed with previous speakers that the report provided an excellent analysis 

in an area that was highly complicated because of the great variability from country to 

country, and because the data were sparse, variable and seldom comparable. The summary of 

the best estimates of national expenditures on health, and of available resources, was also 

useful. H e welcomed the fact that the report did not promote increased WHO regular budget 

expenditure. Its focus on national allocations for health, and on improved coordination of 

the flow of international resources, was wholly appropriate, and an approach that should be 

encouraged. The Health Resources Group was a useful mechanism, and he hoped the Board's 

session could be used to resolve some of the continuing differences of opinion about its 

activities• 

The costs of health services, or their effectiveness at a given level of cost, depended 

considerably on the design of the health care system. There were examples of effective 

primary health care programmes which, by the use of community health workers, reached 

virtually the entire population oil annual per capita expenditures of US$ 1 or US$ 2 . 

Failure to use such innovative concepts could lead to considerably increased expenditure 

while achieving very limited coverage of the population. It was clearly necessary to 

interrelate effectiveness of design and management of primary health care with the costs. 

Two questions, therefore, arose» The first was whether, in arriving at estimates of 

financial need to develop extended primary health care in the poorer countries, those 

estimates had been based on the costs of programmes with favourable design characteristics. 

The second was whether, in seeking resources for primary health care support, it was possible 

to include health system design characteristics among the support criteria. 

H e had noted from the report that the December 1981 session of the Health Resources 

Group had appeared to focus on a global approach to the problem of resources in support of 

the health for all strategy. The office of resource mobilization for the Americas, to which 

the Regional Director had referred, was considering approaches to the problem that appeared 

to go beyond the consortium approach discussed by the Health Resources Group. H e would be 

interested to hear more about the regional role in the resource mobilization area. 

Dr R E Z A I pointed out that the pattern of resource allocation and health expenditure 

within the health sector was of the utmost importance. Unfortunately most countries were at 

present allocating and using greater resources in higher levels of care, such as the 

development of sophisticated hospitals, whereas top priority should be given to the primary 

level of health care. For that purpose, countries would have to shift the pattern of 

resource allocation. Increased resources for primary health care should be planned along 

with a diminution in the allocation of resources for high-level care. Failure to incorporate 

such measures in country policies and plans would mean, health resources being limited, that 

there was no serious commitment, and achievement of primary health care and health for all 

by the year 2000 would be difficult. 

Dr NYAM-0S0R agreed with previous speakers regarding the need for as precise a 

definition as possible of the concept of health expenditures. Where Member States with a 

state system were concerned, health expenditure could be narrowed down to a net figure, and 

other expenditure relating to aspects such as education, environment, etc. which were of 

course clearly related to health, would appear separately. The situation was more 

complicated in countries where, in addition to state expenditure, other systems, including 

private or voluntary systems, existed for financing health activities. 
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It was essential to take into account the views of the Health Resources Group, and WHO 

should encourage expenditure on health corresponding to 5 to I 0 7 o of the national budget, 

depending on the GNP. In countries well known to him, expenditure on health amounted to 

10% and more of the national budget. That percentage proportion constituted one criterion 

for evaluating implementation of the Global Strategy. 

It seemed to him that it was essential not to overlook the international climate which, 

albeit an external factor, exerted an immense influence on expenditure and could indeed, if 

not checked in time, cancel out all efforts. Instead of considering health in a vacuum and 

ignoring political and socioeconomic considerations, WHO should remain true to its 

humanitarian principles and urge countries not to expend funds on annihilation, but rather 

to seek to protect all peoples of the world. He hoped that the aim would be borne in mind 

by all concerned, and indeed the recommendations of the thirty-sixth session of the United 

Nations General Assembly provided grounds for optimism on that score. 

Dr RIDINGS said that the report seemed almost overwhelmingly complex in nature and the 
financial implications terrifying. While he was grateful to Dr Cohen for clarifying the 
information, fears as to the magnitude of the expenditure involved could not be wholly 
dispelled. Since the entire concept of the Global Strategy was new, it was understandably 
mandatory to cover the entire field of action. However, he hoped that it would eventually 
become possible gradually to refine the concepts in order to arrive at some common ground 
allowing for useful comparison of the costs arising out of primary health care in countries 
with different types of economies and varying levels of development, such comparison 
clearly being an extremely delicate task. 

Dr NAKAJIMA (Regional Director for the Western Pacific) said that his Regional Office 
was fully aware of the importance of a review of health expenditure, and was promoting that 
activity at a country level within the Region. The Western Pacific was made up of 
countries with differing economic systems, and consequently the approach towards resource 
mobilization needed to be varied also. The matter was being given thorough study so that 
it could be taken fully into account within the context of training in the managerial 
process for national health development. 

Transfer of resources within countries would be a complex but necessary process. 
With regard to international transfer of resources, he informed the Board that he had 
entered into contacts with bilateral and multilateral funding agencies. Although his 
experience had shown that some agencies still tended to adhere to traditional systems of 
financing and technical cooperation, he believed that, under the leadership of the 
Director-General, WHO was succeeding in introducing a new conceptual approach which, if 
properly utilized, could influence donor agencies to support international transfer of 
resources in such a way as to further the achievement of the Global Strategy. There was 
still room for considerable efforts, and activities to that end should be strengthened. 

A number of problems would have to be faced. For instance, where the World Bank was 

concerned, complicated studies calling for substantial expenditure of time and money were 

normally required and did not always lead to the granting of funds. WHO could play an 

extremely important role in that sphere by helping countries to provide the most appropriate 

type of information for those purposes at country level, since establishment of national 

health information systems could be an integral part of transfer of resources. Work in that 

field had already been initiated within the Region, but much still remained to be done. 

Dr CORDERO asked whether the report, which was both interesting and comprehensive, took 
into account, in its assessment of total expenditure, some compensatory percentage to offset 
the inflationary spiral in health expenditure, which was a particularly delicate factor where 
the developing countries were concerned. 

Dr LAW considered that, while the information provided would undoubtedly take some 

considerable time to refine, the rough estimate provided should be of great value. Seen 

from a pessimistic viewpoint, the sums involved were indeed immense. However, a more 

optimistic and, in her opinion, more accurate view would be that the sums were not so huge 

if they were seen in relation to the vast amounts being spent on other less worthy purposes. 



EB69/SR/4 

page 8 

It was certainly useful, from the aspect of acquainting the general public with the Global 

Strategy, for there to be some indication of actual expenditure involved, so that the 

point couId be made that the expenditure related to large but not impossibly large amounts. 

D r H i d d l e s t o n e t o o k t h e C h a i r . 

Dr COHEN (Director-General's Office), replying to the points made in the discussion, 

first of all stressed the difficulties inherent in the exercise involved, as over-simplifying 

a complex issue could lead to distortion, whereas too detailed a study could lead to confusion. 

With regard to the question put by Dr Marques de L i m a , he explained that the 

"guesstimates" had been arrived at by extrapolating limited research activities and on the 

basis of the data contained in the "blue book" and attempting to simplify the results. 

In reply to Dr B r a n d t , he stated that one of the sources for the figures had been studies 

carried out in certain countries in which design characteristics had in retrospect proved 

favourable, since an improvement had been achieved in the health situation. 

The report sought to give indications as to the orders of magnitude involved, and such 

indications were necessarily of an extremely general nature, the lack of precision being 

compounded by the number of Member States involved. However, it could w e l l be borne in 

mind that economic forecasts had often proved scarcely more accurate than estimates 

relating to health expenditure. The Director-General had attempted to make such forecasts 

on the basis of the request made by the Executive Board. It should of course be realized 

that such efforts could only give a very rough idea of the sums which would in fact be involved. 

As the Regional Director for the Americas had shown, averages could lead to distortions of the 

real situation within countries, let alone allowing for disparities between countries. 

Replying to Dr Ridings, he said that very little could be done in terms of comparisons 

a t p r e s e n t . T h e D i r e c t o r - G e n e r a l i n t e n d e d to p u r s u e t h e h e l p g i v e n to c o u n t r i e s i n 

analysing the costs of proposed activities as part of the application of their managerial 

p r o c e s s , since only such analysis could provide the basis for rationalizing action. 

In further illustration of the difficulties involved, he said in answer to Dr Cordero 

that no compensation had been made for inflation; all figures were given at 1980 dollar 

values since it had been too complicated to allow for future currency fluctuations. That 

simplification was a source of distortion, but it was not serious if what was wanted was an 

order of magnitude rather than a precise value. 

To demonstrate the political or managerial use that could be made of the information 

provided, a knowledge of the high cost of installing water supply and sanitation would not 

imply that attempts would not be made to promote safe drinking-water supply and sanitation, 

but it should inspire a search for low-cost technology. The point was to know what the costs 

were in order to select options for action, such as the optimal balance in malaria control 

between drug treatment and vector control. It was therefore possible to use the information 

given, imprecise as it w a s . 

Professor Segovia had given a good example of how talking to people could reduce the 

price of drugs. If clinicians were made aware of the costs of prescribing drugs, that alone 

could influence them to be more careful in prescribing. That raised another issue: the 

present inability to penetrate medical schools with an analysis of the costs of the various kinds 

of technology that students would use when they became doctors. Again, stress had been laid 

on the need to arrive at figures at country level; nevertheless, global figures of some kind 

were needed to persuade political leaders that health for all was not a fantasy. 

As Dr Law had pointed out, the sum involved was not so enormous when compared with other 

sums being spent. One country alone, admittedly a large one, was planning a budgetary 

deficit amount ing to 10 times the budgetary deficit for health for all. It was necessary to 

look at the matter in the proper perspective and not to oversimplify issues. 

US$ 50 000 million was not such a staggering sum when divided between 100 or so countries or 

when the efforts that the countries themselves would make to try to overcome that deficit 

were taken into account. 

Dr Orejuela had mentioned the difficulty of persuading political leaders, who were likely 

to have been frightened by Ivan Illych's account of the high cost of medical care from 
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accepting WHO's proposals or taking them seriously. Although Ivan Illych had played an 

important role by pointing out a problem, his approach had been a negative one. WHO had not 

merely pointed out the exorbitant cost of the indiscriminate use of technology but had done 

something positive, by means of such instruments as the Alma-Ata report and the strategies for 

health for all, so it had provided not only a warning signal, but also a guiding light. By 

using WHO's policies in that way - as a beacon - there was a greater chance of influencing 

political and economic leaders at individual country level. To play on words, it could be 

called
 ,f

health delivery from medical nemesis". 

In reply to Dr Mork, who had suggested that the complexity might be simplified by the use 

of simple indicators, and to Dr Kruisinga, who had asked whether WHO had the resources to 

pursue those studies in a more extensive way, he said that the Director-General had no 

intention of setting up separate mechanisms to pursue them as a separate issue. Dr Brandt 

had asked whether the Director-General had been using existing resources. That had been done; 

the document had been produced by an inter programme group and no separate investment had been 

made other than the part-time work of the staff involved in preparing it, who had all had 

existing functions in the Organization. As Professor Segovia had pointed out, the very 

process of making the analysis could induce some of the action required. The major task lay 

with the Member States, but the Organization had a major challenge in supporting them. 

To conclude, although global figures had been provided as requested, it was necessary to 

consider them in the light of the world population, the number of countries involved, and the 

efforts made in Member States. It would be possible for the Secretariat to present a 

synthesis of what the figures, imprecise as they were, might mean, in order to help Member 

States to use them in the best possible way to convince the leaders of the world that 

investment in the strategy for health for all was a very wise one. 

Dr KILGOUR (Director, Division of Coordination), introducing document EB69/V Add.l, said 
that the Board would recall that at its last two sessions it had requested the Director-
General to carry forward proposals concerning the development of WHO action to encourage the 
international transfer of resources for health development along the lines of the priorities 
established by the Board and the Health Assembly. Accordingly, as one of those activities, 
the Director-General had convened a meeting of the Health Resources Group in December 1981. 
It had been attended by 74 participants and appropriate WHO staff from country, regional and 
global levels. The 74 participants represented 17 bilateral aid agencies, 12 developing 
countries, four multilateral agencies other than WHO (UNICEF, UNDP, UNFPA and the World Bank), 
three intergovernmental organizations, arid seven nongovernmental organizations. There had 
been a broad welcome for the line of action taken and proposed. It was however understandable 
that, in the face of such innovative proposals, some of the bilateral agencies should have 
had hesitations over the effect the emerging proposed procedures would have, and seek 
clarifications and reassurance. Others were strongly supportive. 

The line of action was as follows. Firstly, to identify volunteer developing countries 

which met the criteria recommended by the steering committee; they should be least developed 

countries, with a well developed primary health care programme， where the ministry of planning 

as well as the ministry of health was willing to participate - and recommended initially by 

the regional offices concerned and later by the regional committees. Such countries were 

invited first to prepare a paper showing, against the background of the total budget, the 

total health programme and budget, and indicating the primary health care programme and budget 

within it, with well-costed proposals for its development. That paper would follow guidelines 

that had been prepared and tested by WHO and were available to members of the Board who wished 

to see them. Such a programme would then be initially reviewed by a team consisting of WHO 

consultants from headquarters and the regions and the WHO Programme Coordinator, together with 

the UNICEF representative and the Resident Representative of UNDP. That review would then 

be ready for presentation to the Health Resources Group, as had been the case for five countries 

in December, such presentation being made by both the ministry of planning and the ministry of 

health; or the government concerned could move directly to the next stage of circulating the 

review to actual or potential external partners in health development and convening from among 

those interested a country primary health care resource group. That term, to answer 

Dr Cabrai, had been used because the expression country consortium had been felt to convey 

undertones of multinationals and the business world; it also gave a more accurate idea of 

what such groups would do. 
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I n reply to Dr Brandt, who had asked about action at regional level, he said that, 

although the Health Resources Group had m e t at global level, the programmes on view were in 

fact country programmes generated on the initiative of the government concerned. Help 

provided by WHO or other agencies was only given at the request of the governments concerned. 

At the December session, expressions of interest had been made by sufficient potential or 

actual external partners to make it worthwhile for each government to declare its intention to 

convene such country-specific groups. W H O had offered its services to provide whatever 

appropriate support might be required for those follow-up meetings, which were all planned to 

take place during the present year. Members of the Board would note - as did participants at 

the Health Resources Group meeting - that that process was already producing highly desirable 

results. Governments of the countries concerned had been encouraged to produce practical, 

credibly-costed primary health care programmes. In each case the ministry of planning had 

been directly involved, and in three cases cabinet decisions had been made in support. Thus 

health was receiving a visibility and a priority for action that was bound to be helpful in 

the future. The discussions at the Health Resources Group were marked by a refreshing degree 

of frankness that had done much to clarify the relations between the organizations which had 

h a d the possibility of transferring resources and the developing countries concerned. The 

review papers - revised where necessary in the light of the discussions - would serve as the 

starting point for the country primary health care resource group meetings. Those meetings 

would also make for greater confidence among the aid agencies because: (a) they could discuss 

with the host country the health programme in its totality, and know what resources the 

country itself was devoting to health; (b) they could select for support those parts of the 

programme which for various reasons were m o s t appropriate to a particular organization, knowing 

that the programme as a whole had undergone a screening process to identify the primary health 

care priorities; (c) they would know they were in good company, and what the other agencies 

w e r e doing, avoiding gaps and duplications; (d) they would know that the United Nations 

system and the appropriate nongovernmental organizations were also involved in a coordinated 

manner； and (e) they could preserve their own visibility and deal individually with the 

governments, each preserving its sovereignty. All that made for a realistic and practical 

use of W H O in the role of coordinator or facilitator of international health action. 

The December session had decided to continue the use of the mechanism of a steering or 

preparatory committee, representative of the Health Resources Group as a whole, which would 

hold its first meeting towards the end of February. The likelihood was that the full group 

would b e convened again when the Director-General considered that sufficient further progress 

had been m a d e , perhaps by the end of 1982 or mid-1983. In the meantime, a further group of 

volunteer countries had been nominated from the regions for the preparation of programme 

and resource reviews, and a programme of support was being prepared. The Director-General 

w o u l d , of course, be reporting further developments to the Executive Board in due course. 

In reply to Dr Cabrai's comment that the document was not full enough, he said that it 

was a brief concentrated review of the full report that would shortly be available to 

participants and to Board members. Regarding Dr Cabrai's question concerning the terms of 

reference of the Health Resources Group, he said that section (1) of paragraph 5 of 

document EB69/7 Add.l set out the aims of the Group and the means by which it currently 

proposed to achieve those aims. There was a clear understanding that where mechanisms or 

lines of approach proved unproductive they would be abandoned, and those that proved 

productive would be reinforced. With regard to the relationship of the Health Resources 

Group to the governing bodies, the Group would act in an advisory capacity to the Director-

General, who would in turn report to the Executive Board and the Health Assembly. A main 

purpose of the Group's activity was to generate political will inside countries so that 

there was a clear feeling of confidence that they actually meant to take effective action. 

Sovereignty would be preserved by the fact that the host country would organize the 

discussions and W H O and other agencies would have a purely supportive role, taking part at 

the request of the government concerned. 

Dr Cabrai had also asked about the criteria to be used in the further choice of 

countries. I11 some regions the second group of countries - there would be about eight 

of them in 1982 - had already been selected by their peers on the regional committee. 

The Health Resources Group itself would include representatives of developing countries, 

all nominated by the regional committees; that would provide a very balanced view in the 
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G r o u p . Country primary health care resource groups would be convened by using the 

mechanisms of the developing country itself; WHO'S role was only supportive. The 

provision of information to countries was still in the early stages, but guidelines had 

been circulated to the regional offices; in addition, those countries to be brought into 

the exercise in 1982 would have received guidelines for use in preparing their programmes. 

WHO headquarters and the regional offices would offer all possible assistance. Each 

country would have its own approach and type of presentation, but all should answer certain 

vital questions pointed out in the guidelines. 

Dr Cabrai's final question concerned the criteria and parameters for flow. As had 

already been pointed out, one of the criteria for the presentation was that countries should 

be prepared to state what their total budget, total health budget, and primary health care 

budget within it, would be; the five countries involved in the December meeting had been 

remarkably frank in that connexion. That gave a far better picture than before of the 

priority that the government itself was giving to primary health care. There was nothing 

rigid about the procedure, and any suggestions made to improve the process would be w e l c o m e . 

Dr Brandt
1

 s question regarding the regional role would be best answered by the 

Regional Directors. In particular, notable activities in the field were being carried out 

in the Americas, and Dr Acurîa had already outlined the position there. Headquarters hoped 

to learn from what was happening in that Region, and was ready to exchange information and 

provide support. 

rJ 
Dr ACUNA (Regional Director for the Americas) said that, with additional high-level 

support from the Organization of American States in December 1981, the plan of action 

called for adjustment of national health plans during the next two years and, in practice, 

for accelerated formulation of specific national programmes within the next 18 months
 # 

The Regional Committee accepted that special attention to resource estimation and 

mobilization was essential to success. Financial resources would come mainly from the 

Member countries themselves; nevertheless, the plan of action called for a system of 

regional support for external resource mobilization. In response to the request of the 

Regional Committee for such resource mobilization, in the light of resolution WHA34.37, 

and faced with the challenge of implementing the plan of action in only two years, the 

Regional Office had established an Office of Resource Mobilization in 1981. Training of 

national and РАНО personnel would begin in February 1982 as part of training for the 

plan of action; it was hoped to train 250 persons during the year in two-week workshops. 

The Regional Office would also make use of regional consultant services. The experience 

gained would be shared with the Health Resources Group, and it was hoped that it would be 

of value to other regional committees
 e 

Dr M O R K said that he was one of those Board members who had been a little critical 

at the sixty-seventh session of the B o a r d . He was therefore very pleased to say how 

happy he was at the development that had taken place over the last y e a r . There were a 

number of reasons for congratulating the Director-General on the way in which he had 

fulfilled the Board's wish for a cautious, flexible and pragmatic approach to the Health 

Resources G r o u p . 

In his view the Group was following a much better course than when it had last been 

discussed by the Board, but there was still a need for continued critical evaluation, as 

Dr Kilgour had indicated• The Director-General should consider whether the Group 

provided the most effective way of achieving the main aims for which it had been set u p . 

He also had doubts as to the value in the future of meetings of the type that had 

been held in Geneva in December 1981 - i.e., meetings at the global level attended by a 

large number of participants. Such a meeting might be very useful at the start, but he 

questioned whether it provided the best forum for the detailed study of country programmes 

and profiles. H e had therefore listened with great interest to the remarks made by the 

Regional Director for the A m e r i c a s . 

The Director-General should consider whether the regions could play a bigger role in 

detailed studies of the programmes of individual countries, and therefore whether some sort 

of informal regional health resources group could be set up for that purpose in each region, 

in preparation for discussions between individual countries and interested parties. 
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In his view, the role of the global Health Resources Group was essentially as stated 

in paragraph 14 of document EB69/7 Add.l, i.e., to provide a forum for the discussion of 

new and promising ideas relevant to all regions. Even so, he supported the view that the 

Director-General should have a small advisory steering committee which he could consult 

when he needed advice from outside the Secretariat, the Executive Board, the Health Assembly 

and the regional committees. 

Dr KRUISINGA said that he, too, had been critical when the Health Resources Group had 

been started. H e was pleased to note the information provided in document ЕВ69/7 Add.1; 

it was most important that the work of the Group remain under the control of the official 

organs of W H O . 

H e agreed with Dr Mork that a steering committee, outside the Secretariat, would be 

very useful in assisting the Health Resources Group in what was a difficult but necessary 

exercise. The meeting in December 1981 had been fairly useful but also difficult, since 

the material was not easy to handle; that could have been predicted from the outset. The 

official terms of reference of the Group were imprecise, and amounted to no more than the 

preamble to resolution WHA34.37; they should be made more definite, possibly at the Board's 

present session. 

He would draw attention to certain Health Resources Group documents which had not in 

fact been circulated to the Board - but, as the Director-General had said, no WHO documents 

were secret. Thus document HRG.3/81.4 mentioned guiding principles of the Board and the 

Health Assembly; the Board was clearly competent to discuss those principles. Future 

meetings of the Group were mentioned in section IV.3 of that document, and it was stated that 

the Director-General would convene such meetings when necessary for the fulfilment of its 

aims. There might also be questions on section IV.4, dealing with the steering committee. 

Document HRG.3/81.6 dealt with the Primary Health Care Initiative Fund, to which a 

country he knew well had contributed US$ 500 000; perhaps something could be said about the 

way that money had been used or would be used in the future. 

Finally, document COr/HRG/81.1 Rev.l contained guidelines for the analysis of country 

resource utilization for primary health care. That was an important document, for guidelines 

were clearly necessary. He was concerned, however, to see that most of the guidelines ended 

with a question. Would that ultimately be changed? 

Dr QUENUM (Regional Director for Africa) stressed the importance of national resources 

groups for primary health care; that would provide a mechanism of great importance in 

meeting certain requests from the regional committees and in enabling information to be 

supplied to the Director-General. 

Dr MORK disagreed with Dr Kruisinga as to the need for more detailed terms of 

reference for the Health Resources Group. The Group had the task of advising the Director-

General, arid should therefore be used in a very flexible way, especially as the situation 

in the regions was changing rapidly. Too formal terms of reference could be a disadvantage: 

they would make the Group less dynamic in its work. 

Dr KRUISINGA explained that he had not meant that the Group should be less dynamic or 

more formalistic. He merely thought that the Board and the Health Assembly should know 

where they stood. H e fully agreed with Dr Mork: if stricter terms of reference meant 

formalism, he was against them. He had only wanted to point out that the existing terms 

of reference amounted to no more than an introductory remark to a Health Assembly resolution. 

The CHAIRMAN pointed out that a middle ground existed in paragraph 5(1) of document 

EB69/7 A d d . l . 

Dr KILGOUR (Director, Division of Coordination) thanked Board members for their interest 

in what was a stimulating and innovative process. The principles of caution, flexibility and 

pragmatism would be adhered to, and a safe course steered between formalism and informality. 

H e agreed with Dr Mork that the global group was not appropriate for the detailed study of 
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country presentations; that had been clear from the outset. A detailed review would be 

possible only at meetings at the country level. The global meeting in December 1981 had 

provided the impulse that would allow such country meetings to be held. Once such meetings 

had shown positive results, it would be less important to go through the ritual of holding 

global meetings. It was important to watch developments and to see when a global meeting 

was needed. 

As far as the terms of reference of the Health Resources Group were concerned, they 

would remain the provision of advice to achieve the aims in a flexible and pragmatic manner. 

The Director-General would not convene a meeting of the Group unless it was considered to be 

necessary. 

The activities of the Health Resources Group in helping developing countries prepare 

programmes so that they were considered by potential partners were funded by the Primary 

Health Care Initiative Fund; the generosity of the country mentioned by Dr Kruisinga had 

therefore been of vital importance in those initial stages. The fund would continue to be 

used in that way at the country level and not for providing the budget of the headquarters 

Secretariat. The Director-General had taken to heart the advice that 110 n e w large bureau-

cracy should be set up; the work was all being done by existing staff on a part-time basis, 

since it was related to existing activities. Consultants were also being used; that had 

proved to be an extremely effective way of operating. 

The guidelines mentioned by Dr Kruisinga were in fact those to be used in the 

presentations to the meeting in December 1981, and consisted entirely of questions to 

governments. Since then, an up-dated, longer document had been produced, which contained 

fewer questions and more guidance, together with pro forma tables that would simplify the 

work of those who were engaged at country level in preparing presentations. 

The meeting rose at 17h30. 


