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FIFTEENTH MEETING 

Saturday, 14 May 1983, at 9h00 

Chairman: Dr U. FREY (Switzerland) 

1. SEСOND REPORT OF COMMITTEE A (Document А36/40) 

Dr MAKUTO (Zimbabwe), Rapporteur, read out the draft second report of the Committee. 

The report was adopted. 

2. PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1984 -1985: Item 20 of the 
Agenda (continued) 

Financial policy matters: Item 20.3 of the Agenda (Document РВ/84 -85; Document ЕВ71/1983/RЕС/1, 
Part II, Chapter III, section (a) and (c); Document А36/32. 

The CHAIRMAN introduced the item. Pursuant to the recommendation in the report of 
Committee B to Committee A, concerning the appropriation of casual income to help finance the 
programme budget for 1984 -1985; and to the recommendation in the report of the Executive 
Board on the proposed programme budget for 1984 -1985, concerning the use of savings resulting 
from the shortening of the World Health Assembly in 1984 to two weeks, a number of 
adjustments were required in the proposed Appropriation Resolution as contained in 
resolution EB71.R9. 

The new text read as follows: 

The Thirty -sixth World Health Assembly 

RESOLVES to appropriate for the financial period 1984 -1985 an amount of 
US$ 581 739 900 as follows: 

A. 

Appropriation 
section 

Purpose of appropriation 
Amount 
Us $ 

1. Direction, coordination and management 60 938 600 
2. Health system infrastructure 170 226 000 
Э. Health science and technology: health promotion and care . 91 576 700 
4. Health science and technology: disease prevention and 

control 78 525 700 
5. Programme support 118 833 000 

Effective working budget 520 100 000 

6. Transfer to Tax Equalization Fund 52 000 000 
7. Undistributed reserve 9 639 900 

Total 581 739 900 

B. Amounts not exceeding the appropriations voted under paragraph A shall be available 
for the payment of obligations incurred during the financial period 1 January 1984 - 

31 December 1985 in accordance with the provisions of the Financial Regulations. 
Notwithstanding the provisions of the present paragraph, the Director -General shall limit 
the obligations to be incurred during the financial period 1984 -1985 to section 1 -6. 
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C. Notwithstanding the provisions of Financial Regulation 4.5, the Director -General is 

authorized to make transfers between those appropriation sections that constitute the 

effective working budget up to an amount not exceeding 10% of the amount appropriated 
for the section from which the transfer is made, this percentage being established in 
respect of section 1 exclusive of the provision made for the Director -General's and 
Regional Directors' Development Programme (US$ 9 772 000). The Director- General is 

also authorized to apply amounts not exceeding the provision for the Director -General's 
and Regional Directors' Development Programme to those sections of the effective 

working budget under which the programme expenditure will be incurred. All such 
transfers shall be reported in the financial report for the financial period 1984 -1985. 
Any other transfers required shall be made and reported in accordance with the provisions 

of Financial Regulation 4.5 

D. The appropriations voted under paragraph A shall be financed by assessments on 

Members after deduction of the following: 

(í) reimbursement of programme support costs by the United Nations 

Us$ 

Development Programme in the estimated amount of 5 000 000 

(ii) casual income in the amount of 54 500 000 

59 500 000 

thus resulting in assessments on Members of US$ 522 239 900. In establishing the amount 

of contributions to be paid by individual Members, their assessments shall be reduced 

further by the amount standing to their credit in the Tax Equalization Fund, except that 

the credits of those Members that require staff members of WHO to pay taxes on their WHO 

emoluments shall be reduced by the estimated amounts of such tax reimbursements to be 

made by the Organization. 

Dr LAW (representative of the Executive Board) said that the level of the effective 
working budget called for one of the more important decisions of the Health Assembly; in 

carrying out its function of reviewing the Director -General's programme budget proposals for 

1984 -1985, the Executive Board had paid particular attention to the changes in the effective 
working budget proposed for 1984 -1985, in comparison with that already approved for the 
current biennium. 

The details of the proposed budgetary increases and decreases had been spelled out in 

the Director -General's proposals and many aspects of them had already been reviewed by 

Committee A. She drew attention to the report of the Executive Board on its review of the 

proposed programme budget for 1984 -1985 (document ЕВ71/1983/REС/1, Part II), in particular 
to paragraphs 16-23, which summarized its views on budgetary policy and some of the significant 
changes in the programme budget for 1984 -1985 compared with that for 1982 -1983. The proposal 
was for an effective working budget level of US$ 520 100 000, i.e. an increase of 

US$ 51 200 000 or 10.9% over the approved programme budget for 1982 -1983. 

That increase consisted of cost increases representing 17.4 %, partly offset by a decrease 
of 6.2% due to revised budgetary rates of exchange and a real programme decrease of 0.3%. In 

terms of real programme increases arid decreases, allocations to countries would be increased 
in real terms, whereas there would be programme decreases in intercountry and regional office 
activities as well as in global and interregional activities. That reflected a deliberate 
financial policy of shifting resources towards regions and countries. 

As a result of its examination, the Board had concluded that the Director -General's 
proposals were well balanced, both in terms of real increases and decreases, as well as in 

terms of cost increases and decreases. Accordingly, it was in a position to recommend to 

the Health Assembly the adoption of the appropriation resolution as initially contained in 

resolution EB71.R9. As the Chairman had pointed out, the text before the Committee took 

account of the recommendation by Committee B concerning the appropriation of casual income. 

Mr FURTH (Assistant Director- General) confirmed that the revised draft resolution under 

consideration incorporated amendments that took account of the recommendation of Committee B 
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in respect of the amount of casual income to be appropriated in order to assist in financing 
the programme budget and the recommendation of the Executive Board contained in paragraph 24, 

pages 136 -137, of its report on the proposed programme budget (document ЕВ71 /1983 /REС /1) in 

respect of savings resulting from the reduction in duration of the Thirty- seventh World Health 

Assembly in 1984. 

The recommendation contained in the report of Committee B to Committee A to appropriate 

US$ 54 500 000 instead of US$ 50 000 000 from casual income to help finance the budget for 

1984 -1985 had resulted in the following amendments to paragraph D. In section (ii), the 

casual income figure was increased by US$ 4 500 000 from US$ 50 000 000 to US$ 54 500 000 and 

the total of the deductions listed therefore became US$ 59 500 000. Further, since the total 

of net contributions payable by active Members was reduced by US$ 4 500 000, the national 

contributions payable by the three inactive Members in the Undistributed Reserve would also 

change proportionally resulting in a reduction in the amount applied to Appropriation Section 7, 

Undistributed Reserve, from US$ 9 734 100 to US$ 9 639 900, with a consequential reduction in 
the total amount of the budget from US$ 581 834 100 to US$ 581 739 900. However, that did 

not affect the amount of the Effective Working Budget, which remained unchanged at 

US$ 520 100 000. As a result of those adjustments the total assessment on Members indicated 
in paragraph D had been revised to US$ 522 239 900. 

To take account of the recommendation of the Executive Board in respect of the reduction 
in duration of the Thirty- seventh World Health Assembly to two weeks, the amount that the 

Director -General was authorized to use in the Director -General's and Regional Directors' 
Development Programmes, indicated in paragraph C of the Appropriation Resolution, was increased 

from US$ 9 342 000 to US$ 9 772 000. Since that represented an internal transfer of 

US$ 430 000 within Appropriation Section 1, it had not resulted in any change in the level 

of the Effective Working Budget. 

Dr NAKAMURA (Japan) noted that the estimated cost increase in the proposed programme 

budget of 17.42% was higher than that for 1982 -1983, despite the fact that inflation was 

now declining on a global scale. The estimated inflation rate of 10% appeared to have been 

determined on the basis of past trends, and did not correctly reflect recent developments in 

the world economic situation, which had been further favourably influenced by the fall in oil 

prices. His delegation felt that a more modest inflation rate estimate should have been 

shown, especially for travelling and other administrative costs, and hoped that, should the 

actual inflation rate during 1984 -1985 turn out to be below the estimate, the surplus accrued 

would be carried over to the 1986 -1987 programme budget. 
Inflation was no longer an excuse for automatic increases in expenditure. Many Member 

States were seriously exploring ways and means of holding down overall costs while protecting 

necessary programmes. At the seventy -first session of the Executive Board, the Secretariat 

had reported that, because of an underestimate in the cost increase rate in the 1982 -1983 

budget, certain cost absorption measures had been introduced. Nevertheless, the proposed 
programme budget for 1984 -1985 still included a "catching -up element" of 5 %. Such a rate 

was discouraging, particularly to those Member States seeking to achieve by all possible 
means a nominal zero growth budget. The financial situation in Japan was so severe that 

nominal zero growth budgets would probably be unavoidable over the next few years, so that 

his country might find difficlty in meeting assessed contributions. 

Mr BOYER (United States of America) said his delegation was pleased that the proposed 
programme budget did not provide for any programme growth, a realistic proposal in terms of 
existing economic circumstances. It was to be hoped that other agencies in the United Nations 
system would be as realistic when designing their own budget proposals. 

The proposed programme activity appeared to be taking a wise direction and his delegation, 
as it had already stated during the deliberations of the Committee, fully supported the 

philosophy expressed by the Director -General in his Introduction. Despite such appreciation, 
however, his delegation still had a number of concerns. For example, it considered that the 
nominal growth in the budget was still too high at 10.9 %, even with no programme growth. 
Moreover, the method of calculating programme growth was not clear from the proposed programme 
budget document, and it was not possible to see which new programmes were being added and 
which were being eliminated. He would welcome further specific information from the 

Secretariat and hoped that the proposals for 1986 -1987 would give more details in that regard. 

The method of calculating cost, increases was also unclear. It appeared that the initial 
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recosting of the 1982 -1983 programme had produced an increase of 17.4% that had been entirely 

incorporated into the regular budget, with no apparent attempt to absorb any of the cost 
increases. He asked the Secretariat to say whether that impression was correct and if not 

to describe what absorption had taken place. He would particularly appreciate an explanation 
of the 5% that had been attributed to an underestimate of inflation for 1982 -1983. Had the 

delegate of Japan been correct in assuming that the 1984 -1985 budget was thus, in part, 

financing certain expenses from 1982-1983, or was there some other explanation? 

His delegation also failed to understand why it was considered necessary to add 66 new 

posts to the staff when programme activity was supposedly being reduced. He urged that the 

Organization move slowly in filling those new posts. 
His delegation did not approve of the provision that WHO might augment the budget by 

utilizing as it wished any exchange rate gains exceeding US$ 20 million, and hoped that, as 

in the past, WHO would credit all such gains to casual income. Further, his delegation was 

not happy with the provision that Regional Directors might utilize as they wished the first 

10% of exchange rate gains. While it commended the Director -General on his proposal to bring 
under control what was currently an open -ended provision, it hoped that the Regional Directors 
would refrain from expending any of the first 10% of exchange rate gains, and would return 
such windfall profits to the membership for use as determined by the Health Assembly. 

Dr DLAMINI (Swaziland) said that his delegation was pleased that it had been possible to 

find an additional US$ 4.5 million that could be appropriated from casual income to offset 
the assessments of Member States. Despite zero growth, the proposed programme budget did 
provide for increased support to Member States. However, it was regrettable that owing to 
inflation, cost increases were still very high. Since the examination by Committee A of the 
programmes to be implemented in 1984 -1985 had revealed them to have been carefully designed to 

support priorities in the pursuit of health for all by the year 2000, it should - he believed - 

approve unanimously the proposed Appropriation Resolution as submitted and should support the 

Director -General in his efforts to secure extrabudgetary resources for programmes requiring 
additional funding. 

Dr ZIESE (Federal Republic of Germany) commended the Director -General on the presentation 
of the proposed programme budget for 1984 -1985, which considerably facilitated assessment and 
analysis. 

In its own national budgets, his Government had abandoned the idea of real growth, and 
for 1983 and 1984 the national budget increases would be below the rate of inflation. In 

the light of such restrictions, which also applied to many other Member States, there should 
be a similar restrictive budget policy for the international organizations. The inter - 
national organizations must adequately take into account the existing economic situation and 
consequently limited resources in the national budgets of their contributing states. The 
international organizations were therefore being called upon to do their utmost to cut budget 
increases, with as little growth as possible and as much absorption as possible of additional 
costs due to inflation and exchange rate fluctuations, by means of savings. To that end, 
the international organizations should carefully examine existing programmes and administrative 
areas, particularly when drawing up new programme budgets, to see whether and to what extent 
they still corresponded to the concept of priorities determined politically. All measures 
and projects that gave rise to doubt should be reduced in scope, shortened, or even dropped. 
In that, medium -term plans, which should, according to the basic resolutions, lead to the 
reorientation of priorities and the elimination of inefficient programmes, should be of help. 
The reduction in outdated measures would pave the way for new real growth. 

That being said, his delegation was highly appreciative of the efforts by the Director - 
General to prepare a budget with an overall zero real growth - even a little less - which 
nevertheless contained a real increase in certain essential programmes, especially in the 
regions. He was indeed to be congratulated on achieving such a balanced result. 

Professor SENAULT (France) said that since his delegation had expressed its view on the 
proposed programme budget in both Committees A and B, it only remained for it to commend the 
Director -General on his vigorous efforts in proposing a programme budget that permitted a 
continuation of the excellent activities already under way, and at the same time took account 
of present realities. His delegation would vote in favour of the proposed Appropriation 
Resolution. 
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Dr HUYOFF (German Democratic Republic) said that, as it had stated during the discussion 
of Appropriation Sections 1 and 2 in Committee A, his delegation firmly believed that there 
were opportunities for budgetary savings. As in recent years, his Government felt that WHO 
should not increase its budget, and his delegation was therefore not in a position to approve 
any increase in the nominal budget allocations for 1984 -1985 over those for the previous 
biennium. His delegation regretted that it could not share the Director -General's 
interpretation of producing a standstill budget with some progress in programmes. With 
regard to inflation, he drew attention to United Nations General Assembly resolution 37130, 
which stated that many Member States were not responsible for the losses that the budget of 

the United Nations experienced. That proviso applied to his country, and constituted an 
additional reason for his delegation's disagreement regarding the financial impact of the 
proposed programme budget. As the delegate of India had stated the previous day, strategy 
began and ended with countries. That implied, inter alia, that the establishment of a new 
international economic order was indeed essential and should have the full support of Member 
States. 

i 
Mr GRIMSSON (Iceland), speaking on behalf of the delegations of the five Nordic 

countries, Denmark, Finland, Norway, Sweden and Iceland, said that in those countries' 
opinion, the proposed programme budget for 1984 -1985, which was the first one in the Seventh 
General Programme of Work, constituted a positive advance along the road towards health for 

all by the year 2000. The main thrusts, towards the prevention of disease and the promotion 
and protection of health, were well reflected in the proposed programme budget, which those 
countries consequently accepted as a sound basis of work for the coming biennium. 

In its report to the Health Assembly, the Executive Board had expressed the view that 
the effective working budget level proposed struck the proper and necessary balance between 
the need to move forward for health for all and the need for realism. The delegations of the 

Nordic countries understood that view, although they were concerned that the needs of 
developing countries would not be sufficiently met by a zero growth budget. They 
acknowledged, however, that the proposed programme budget was an acceptable compromise in view 
of the world economic situation. 

In conclusion, the delegations of the five Nordic countries recommended the adoption of 
the proposed Appropriation Resolution, as submitted. 

Professor VANUGLI (Italy) said that his delegation was ready to vote in favour of the 

programme budget as set out in the proposed Appropriation Resolution. It appreciated the 
efforts made by the Director -General to limit increases while conserving a rational pattern 
of projects. However, although in real figures the contributions of Members showed an 
increase that could be considered reasonable, possible increases in the dollar exchange rate, 

and the additional burden that would thus fall on countries which had to buy dollars to pay 

their contributions, should be borne in mind. He therefore agreed with the United States 
delegate that any eventual exchange rate gains due to the fact that most expenditure was made 

in other currencies that' the dollar should be kept in reserve, and that any decision 

concerning their utilization should be left to the Thirty -eighth World Health Assembly. The 

situation might change in any direction, but if present trends continued it should be possible 

to make savings in that way. . 

i 
Dr ADANDE MENEST (Gabon) said that his delegation had carefully followed the review of 

the programme budget for the 1984 -1985 biennium in the previous meetings of Committee A and; 

taking into account the views expressed, the report of Committee B to Committee A and, 
especially, the conclusions of the Executive Board on the subject, it fully supported the 

proposed Appropriation Resolution. 

Mr FURTH (Assistant Director -General), replying to the questions raised, said that the 

delegates of Japan, the United States and others had referred to the apparently high cost 

increase reflected in the proposed 1984 -1985 programme budget of approximately 17.4% before 

currency exchange adjustments were taken into account. From the North American, Western 
European and Japanese perspectives, that might seem high, as inflation had evidently subsided 

in those parts of the world. But inflation had not slowed down in most developing countries. 
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Globally, it had gone up, particularly since the beginning of 1983, and was rising in many 

countries in which some of the regional offices were located and in countries in which more 

than half WHO's expenditure was incurred. Bearing in mind that the estimated increase of 

17.4% was for a two -year period and thus represented between 8% and 9% per year, he did not 
think it could be considered high. For example, the estimates for supplies and common 

services in the regional offices were justifiable, since some of those costs were increasing 
by 20 -30% per year. General service salaries in the regional offices, at the lower levels in 

particular, were also increasing at a very fast rate. 
There appeared to be some misunderstanding as to what was meant by the "catching -up" 

element of approximately 5% included in the estimated 17.4% increase. It represented the 
cost increase which had to be estimated over and above the expected inflationary increase for 
1984 -1985 as a result of not budgeting adequately in 1982 -1983, but did not represent any 
financing of expenses incurred in 1982 -1983. When the budget for 1982 -1983 had been prepared 

in 1980, inflationary increases had been underestimated since inflation was not then expected 

to be as high as it later became. Therefore, to arrive at a reasonable base for the 1984- 
1985 budget and before assuming cost increases during the forthcoming biennium 1984 -1985, the 

Secretariat had had to introduce a cost increase element to cover that underestimation; that 

element was called "catching -uј'. It related mainly to adjustments, or "catching -u¢', of 

provisions for post adjustments and salaries. For example, the estimates for salaries and 

allowances for Р1 -Р3 grades set out in document РВ/84 -85, page 447, paragraph 16, showed that 

while the actual expenditure for the education grant in 1980 -1981 had been US$ 3900, only 

US$ 3000 had been budgeted for the grant in 1982 -1983. For 1984 -1985, nothing had been 
added for inflation, as all inflationary cost increases since 1981 were being absorbed, but 
the Organization had "caught u1' with 1981 by budgeting for the grant in 1984 -1985 at US$ 3900, 

the amount that had actually been expended in 1980 -1981. Another example was the estimate 
for home leave, for which actual expenditure in 1980 -1981 had been higher than the amount 
budgeted for 1982 -1983. Those examples also demonstrated how much had been absorbed in the 
budget in 1982 -1983 and would again be absorbed in 1984 -1985. 

Other examples of absorption were in increases for dependents', assignment and 

installation allowances which had been approved by the United Nations General Assembly in 
December 1982, details of which would be found in document ЕВ71 /1983/RЕС /1, Annex 6, pages 
65 -67. Budgetary implications for those items had been estimated at US$ 780 000 in 1983 and 

US$ 1 560 000 in 1984 -1985, which would have to be met from the established allocations. No 
special provision had been made for those expenditures in the programme budget for 1984 -1985, 

although it was known that they would occur under the Organization's statutory obligations. 

A further example was that, with effect from 1 January 1983, as a result of decisions taken 

by the United Nations General Assembly, all temporary staff and consultants with contracts 
of six months or more (instead of one year or more, as previously) would become members of 

the Pension Fund. The exact budgetary impact of those decisions could not yet be estimated 

as requirements would only become known during the implementation period, but additional costs 

in the form of a contribution of 14% of pensionable remuneration would have to be paid from 
existing resources and from within those budgeted for 1984 -1985. 

It would be seen on page 461 of document РВ/84 -85 that the actual average expenditure for 

1980 -1981 under global and interregional activities per consultant month had been US$ 5066, 

which was already higher than the estimated average cost - US$ 5000 - in the 1984 -1985 budget. 

That meant that the known shortfall as well as cost increases over the period 1982 to 1985 

would have to be absorbed. 

A last example was duty travel. Notwithstanding the conclusions arrived at by 
representatives of United Nations organizations in Geneva on inflation rates to be anticipated 

for 1984 -1985, in which inter alia it had been considered prudent to budget for increases in 

travel costs of 10% per annum, no cost increase had been applied to duty travel at the global 

and interregional level. All increases in air travel fares and per diem rates would thus 

have to be absorbed at the global and interregional level. 

The budget estimates contained innumerable instances of cost absorption. It was 

probably because of such absorption that WHO had shown lower budgetary increases over at least 

the last 10 years than any other organization in the United Nations system, despite the fact 

that organizations located in Geneva had agreed on common assumptions as regards inflationary 

trends. 
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The United States delegate had asked how real increases and cost increases were 

calculated. It was very difficult to explain the method in a few words, but it was clearly 

set out in document РВ/84 -85, page 444, paragraph 6. To put it simply, the proposed 1984- 

1985 activities were costed in the first instance on the basis of the same cost factors as 

had been applied in the approved 1982 -1983 budget. The difference between the 1984 -1985 

activities thus costed aid the approved 1982 -1983 budget was then considered to be a real 

increase or a real decrease. For example, if a post budgeted at US$ 30 000 in the 1982 -1983 

budget and estimated to cost US$ 35 000 in 1984 -1985 disappeared in the programme budget for 

1984 -1985, there was a real decrease of only US$ 30 000. If an additional post of that type 

was included in the 1984 -1985 budget, it resulted in a real increase of US$ 30 000 and a cost 

increase of US$ 5000. After real increases or decreases had been determined, inflationary 

and currency exchange -related cost increases were then added, as outlined in paragraph 6 on 

page 444 of document РВ/84 -85. 
The United States delegate had referred to the 66 new posts and had asked why such posts 

had been included in the budget when there had been a programme reduction in real terms. In 

the first place, the net increase of 66 posts was entirely at the regional and country levels, 

the global and interregional level showing a net decrease of 10 posts. Members would recall 

that there was a net increase in real terms in programmes at the country level of 1.7 %, and 

thus the programme at the country level was in fact expanding. As would be seen from the 
tables on pages 400 -413 of document РВ/84 -85, many of the proposed new posts were at the 

country level or directly related to expanding country activities. It should also be noted 

that only one of the new posts was a professional one aid 65 were general service posts. 

He shared the hope of the United States delegate, and he was sure that the Director - 
General did so too, that all exchange rate gains as between the dollar and the Swiss franc 

in 1984 -1985 - if there were any - would be returned to Member States in the form of casual 

income. As he had stated in Committee В, it was only if the Director -General found it 

essential to cover certain unexpectedly high inflationary cost increases that any currency 

exchange savings over US$ 20 million might have to be used for that purpose. 

Mr BOYER (United States of America) thanked Mr Furth for his detailed and useful explana- 

tions. For the record, he wished to make it clear that the creation of additional posts in 

programme areas that were being expanded was not what his delegation viewed with concern. 

Rather, it was the fact that a net staff increase of 66 was being proposed at a time when 

restraint was called for that preoccupied his delegation. It seemed to him that if there were 
increases in numbers of personnel and increases in activity in certain parts of the programme, 

while the overall programme was being cut down, then there should be compensatory reductions 

somewhere else. In other words, if there were increases in staff at regional and country 
level, they ought to be balanced by decreases in staff at headquarters level. 

He hoped that the Health Assembly's support for the proposed programme budget would not be 
interpreted by the Secretariat as a diminution of the interest of Member States in effecting 

economies. His delegation trusted that staff at all levels, whether in Geneva, the Regional 

Offices, or at country level, would give the highest priority to finding cheaper and more 
effective ways of operating, so that existing resources could be made to go further. 

Although his delegation still had a number of reservations concerning certain aspects of 
the proposed programme budget, the overall picture that had emerged over the past two weeks of 
debate was that WHO was a very impressive organization, which was doing highly useful work to 
complement the efforts of national governments. His delegation's decision to vote in favour 
of the proposed programme budget should be seen as a reflection of specific appreciation of that 

work, and of WHO's success in proposing a realistic level of programme growth. 
While urging that every effort should be made to find new economies, the United States 

delegation endorsed the basic goals of the Organization, and was pleased to support the proposed 
Appropriation Resolution. It hoped that the vote on the proposal would be unanimous. 

The CHAIRMAN reminded delegates that, according to Rule 72 of the Rules of Procedure, 
decisions on the amount of the effective working budget must be taken by a two -thirds majority 
of the Members present and voting. He then put to the vote the draft Appropriation Resolution, 
as read out at the beginning of the meeting. 

The resolution was approved by 93 votes to none, with 7 abstentions. 
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Dr GONZÁLEZ'(Veпezцela) asked whether delegates could be informed before the end of the 

Assembly 0f the exact amount of their country's contribution for the 1984 -1985 biennium. It 

was important for, him to be able to inform his Government as quickly as possible what that 

amount would be. 

Mr FURTH (Assistant Director- General) said that as usual an information document would be 

distributed before the closure of the Assembly which would indicate the exact amount each 

country had to pay under the scale of assessment adopted for 1984 -1985. 

The DIRECTOR- GENERAL expressed his gratitude to the Assembly on the results of the vote 

just taken. 

By taming the forces of nature through science and technology, and by taming the forces 

of history, including the undesirable effects of market forces, mankind was endeavouring to 

attain, greater freedom, freedom which would enable him to realize his full physical, mental and 

social potential.. In that connection, the philosophy guiding the Organization was clear; 

priority, should be given to helping those suffering from the greatest degree of social injus- 

tice.. He was grateful to Member States for never having questioned the orientation of WHO 

towards trying to set right social imbalances in the developing countries, 

He was also grateful for the degree of unanimity that had been shown in the most important 

declaration of confidence in the Organization, namely the vote on the programme budget. As 

the Organization made better and better use of its own resources, so would it be able to attract 

increasing funds from external sources, in a spirit of enlightened bïlateralism. He was 

convinced that if Member States lived up to the decisions they had taken in the current 

Assembly, WHO could have a remarkable catalytic effect. In the'same spirit of enlightened 

bilateralism, he. hoped that countries which had adopted policies of fiscal conservatism would 

nevertheless do their utmost to support those areas where the Organization's policies arrived 

at by collective consent were being applied, so that health would receive its proper share of 

bilateral transfers 

de also wished to express his gratitude to those developing countries which could be 

described as the silent majority - .those which had suffered more than any from the current 

economic recession. It was greatly to their credit that those countries'had decided that, in 

order to maintain a spirit of harmony and unanimity in the Organization, they would not object 

to the measures he had judged prudent, to take in the interests of Member States as a whole. 

He was grateful also to another group of countries which had expressed reservations about 

the modest growth of the programme budget at country level; those were the countries which had 

already exceeded the United Nations target for the transfer of Official Development Assistance 

(ODA). He hoped that the voice . of such countries would continue to be heard in an economically 

cold world, and he thanked them for all they were doing to support WHO's programme, 

In conclusion, he was grateful, both for himself and on behalf of the Secretariat, for the • Assembly's expression of confidence that WHO was still faithful to the ideals set for it by its 

Member States. 

3. GLOBAL STRATEGY -.FOR HEALTH FOR AL:; BY THE YEAR 2000 (PROGRESS REPORT BY THE 
DIRECTOR-GENE RAL А REPORT BY THE EXECUTIVE BOARD ON THE METHODOLOGY AND CONTENT OF THE 
SEVENTH REPORT ON THE WORLD HEALTH SITUATION IN RELATION. TO THE MONITORING AND EVALUATICц 
OF THE GLOBAL STRATEGY): Item 21 of the Agenda (Resolutions WHA29.22, paragraph 1(4), 
WHA34.36, paragraph 7(2) and WНАЭ5.23, paragraphs 5(3) and (6), Documents ЕВ71 /1983 /RЕС /1, 
Part I, Annexes 10 and. 11, А36/30, A36/INF.DOC, /1, and `Corr .1, А36 /INF DOC, /8 and 
А36 /INF,DOC. /ál2} (continued) 

Dr MATTHEIS (Federal Republic, of Germany) said that the summary review of developments in 

primary health care (document A36/INF.DOC, /1) showed, only five years after the Alma -Ata 

Conference, that primary health care had become a widely accepted Concept, and that much 
practical experience had been gained. There was a great diversity in the approaches being 
used in implementing the strategy, but all of them were based on the involvement of the community 
in the development of the primary health care network. 

It was still too early for models to have emerged which could serve as examples on a 

broader scale. It had been learned, however, that if primary health services were to be 
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effective, they needed to be developed on the basis of an analysis of the problems of the 
region concerned, and programme activities, resource requirements, including logistics, and 
quality control through routine and specific supervision, needed to be worked out in detail. 
Supervision was often neglected for lack of suitably trained staff and transport, yet it was 
essential for the long -term success of the primary health care concept. 

More attention should be paid to the overall costing of primary health care services. 
Health services in industrialized countries and developing countries alike were beset by 
difficulties of financing, and the assumption that any expenditure on health was justified 
regardless of the overall economic situation had proved unrealistic. Her country was supporting 
a number of countries in the development of their primary health care services, and was thus 
concerned that such services should be capable of being financed within national budgets. 
Primary health care projects of the pilot type did not usually pose financing problems, but when 
the cost of such projects was extrapolated to national level, it often became apparent that 
their extension to the whole country was not financially feasible. All possible methods of 
cost -sharing should therefore be examined. The traditional concept of free medical care for 
all might have to be re- considered, aid the concept of self -help, already well established in 
primary health care, might have to be further developed. Ways should be found by which the 
community could take a share suited to its means in meeting health service costs, particularly 
the cost of drugs and perhaps also the cost of hospital services. WHO should assist by 
studying experience gained in that regard in its Member countries, and disseminating the 
information as widely as possible. 

In conclusion, she endorsed the comment made by the representative of the Christian 
Medical Commission to the effect that primary health care should aim to promote not only 
physical and social health, but also mental health. 

Dr KEYNES (France) agreed that the review of developments in primary health care 

(document A36/INF.DOC./1) showed the progress so far made and could serve as a basis for 

proposing guidelines for the future. Noting that essential needs were still not being met, 
and that many obstacles remained to be overcome in view of the wide disparity in the health 

situations, financial resources and policy approaches of different countries, her delegation 
particularly appreciated the clarity of the conclusions. The review document rightly stressed 
three points: first, the need for a policy, i.e., a definition of priorities and a strategy, 

i.e., a development plan; secondly, the need for a system for providing information and 
statistics; and thirdly, the need for a permanent evaluation and monitoring system. All 
those needs should be taken into account before any activities as such were launched, and it 

was there that her country's cooperation was directed. 
Since "community involvement" often proved the stumbling -block to the success of a health 

policy, the concept deserved more detailed analysis, Similarly, greater consideration should 
be given to the best approach to meeting the health needs of the urban poor, who were 

undoubtedly likely to present a major problem in the years ahead, as was clear from section 4.4 

of the review document. In conclusion, the fact that 60 -80% of the population had no access 
to essential drugs gave rise to great concern, and called for special efforts to set right 
the situation. 

Professor NAJERA (Spain) said that his country, which was contributing almost 2% of the 
WHO budget, had previously, for what were basically political reasons, participated relatively 
little in WHO. The new Government in Spain, however, was promoting a basic reform of 
national health services which, in seeking to establish equality in access to those services, 
coincided almost completely with the approach adopted by WHO in its strategy of health for all. 
His country fully supported the WHO strategy and approved the progress report of the 
Director -General. Integrated action within the context of primary health care was the only 
way in which health for all could be achieved and was also the only manner of proceeding from 
the point of view of both economics and social justice. 

Spain was in the process of reorienting its primarily treatment -based system of care 
towards a system of integrated care which would cover promotion of health, as well as the 

prevention and treatment of disease, and rehabilitation of patients. As it had some 80 000 
doctors for a population of under 40 million, such reorientation was primarily a matter of 
promoting a spirit of collaboration and cooperation. Primary health care must be supported 
by clinical, radiological and laboratory technology, and, above all, by epidemiology, which 
should become the scientific mainstay of the health services. 
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Dr WARD -BREW (Ghana), commenting on the Director -General's report (document АЗ6/ЗC) as 

it related to his country, said that after several years of experimental work in the field 

including some in collaboration with WHO, a health care strategy had been launched in Ghana 
aimed at catering for the needs of the common man. The activities under the Ministry of 
Health were being decentralized in order to allow local communities to take more initiatives 

in resolving their health problems. Health councils were being formed in villages, districts 

and regions to facilitate full community involvement in the primary health care programme. 
The district was intended to form the basic administrative unit, and all sectors of national 
and community development related to health were to be integrated within those units. 

An interim national health advisory council had also been set up and was expected to play a 

leading role in the Government's effort to bring health to all. The Government believed 

that the health of the rural population and environmental health were of immense importance 

in the general improvement of the health of the nation and had consequently embarked on a 

comprehensive rural health programme which would include both preventive and promotional 

aspects of health care and the provision of drinking -water. The reorientation of health 

services was thus under way in order to achieve the objectives set by the Ministry of Health - 

the implementation of the primary health care strategy and the enjoyment by all nationals and 

residents of the best possible level of health that resources would permit. 
Implementation of primary health care in Ghana had started in 1979 with a four -week 

management training course for district health management teams. It had originally been planned 

that primary health care activities would be introduced into one new district each year aid 

it was estimated that it would take four to five years to cover one district fully. 

To emphasize the multidisciplinary nature of primary health care and ensure that all 

participating agencies fully appreciated their roles, district chief executives took part in 

the first week of the training course. A symposium had also been held to acquaint heads of 

other participating ministries and government departments with their new functions and inter- 

relationships in the light of primary health care. Subsequently three refresher courses had 

been held and a three -month management course, financed by USAID, was currently being held at 

the Accra School of Hygiene. Unfortunately, it had not in practice proved possible to 

include one new district a year in the scheme and primary health care was currently being 

implemented in only 17 of the 65 districts. Although WHO, UNICEF and EEC had provided 

support in implementing the national primary health care strategy, there had been a number 

of constraints which had delayed progress, including: a serious shortage of fuel, lack of 

office and residential accommodation for district management teams, inadequate leadership 

and guidance from many regional medical officers, and inadequate intersectoral collaboration. 

Where health manpower development for the strategy was concerned (chapter 5 of the review of 

developments in primary health care), the need to train primary health care workers, 

particularly village health workers, was recognized. 

His delegation was grateful for the financial support provided by the United States of 

America, United Kingdom of Great Britain and Northern Ireland, Japan, Federal Republic of 

Germany, German Democratic Republic, Netherlands, Canada, Australia and Switzerland. 

Dr MALONE (United States of America) said that it was very satisfying to note that in a 

period of just over five years the Organization had moved from the initial identification of 
the concept of health for all, through a process involving national, regional and global 
formulations of strategy, to the development of a plan of action for implementation of that 

strategy, and to monitoring in the form of the first progress report (document ЕВ71/1983/REС/1, 
Annex 10). However, a strategy was without meaning or impact unless it was implemented; 
unless the sweep and magnitude of implementation could be determined in objective and quanti- 
fiable terms; aid unless all relevant components and resources of Member States were engaged 
in carrying it out. His delegation was, therefore, pleased that the Seventh Report on the 
World Health Situation, to be reviewed by the Health Assembly in 1986, would be linked with 
the strategy -implementation monitoring and evaluation process, particularly as common frame- 
works and formats for monitoring and evaluation should result in hard, critical assessments, 
regrouping and, where necessary, rapid corrective action. 

His delegation had been impressed at the cooperation and constructive help that the 

internal WHO Health for All Working Group was providing to Member States, as outlined in 

paragraphs 14 to 16 of the report. It strongly endorsed such interaction as it believed 

that WHO had a critical role to play in helping Member States realize their national strategies 
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and it hoped that all Member States would see the wisdom of such a central function. It had 
also noted with satisfaction the preparations under way to mobilize universities in national 
strategies. The universities, together with other professional, religious and private 

organizations, represented a most important network of action. 
The United States was approaching its goals for achieving health for all. Emphasis was 

placed on disease prevention and health promotion, bio- medical research, improved health care 
services, better health and financing mechanisms, and strengthening of data systems for 

adequate functioning and evaluation of health care. All of those were important components 
of a successful health care system truly responsive to individual and national needs. 

Dr FARZA (Tunisia) said that for countries like his own, whose development had been 
considerable in recent years, which had made significant progress in combating certain 
diseases aid social scourges through vertical programmes, and which had started a few years 

previously the considerable reforms required to develop primary health care, there were 
practical constraints hindering more speedy progress. They stemmed principally from the 
fact that professional institutions, particularly medical institutions, were not always fully 
aware of or motivated towards that type of development. That was due to the expansion of 
private medicine and to university concepts not yet being geared to the development of primary 
health care. To those basic constraints must be added a poor distribution of resources 
within the field of health care. 

In Tunisia, there also was a considerable increase in the number of national medical 
personnel. Each year some 300 Tunisian doctors completed their training, half of whom were 
recruited into the public health system. Those doctors, trained in the Western fashion and 
mostly clinicians, were recruited into the basic health services which represented the main 
support base for primary health care, so that if the universities were not made more aware of 
the needs of the new strategy for health for all through primary health care, further delays 
in implementation would ensue. His delegation called upon WHO through its regional offices 
to make an immediate effort - if that were done results would immediately follow - to develop 
seminars for those responsible for medical training in the universities. It was hoped that 
WHO would thus be able to promote functional integration of activities in order to achieve an 

approach more appropriate to the primary health care concept. 

Dr PICO (Argentina) said that, in order to attain the goal of health for all by the year 
2000, his country had established intersectoral machinery under a federal health council, 
whose members were high -level officials from all areas and were supported by representatives 
of universities, other government departments involved in economic and social development 
(including the Departments of Planning, Education, Economy and Social Security), the National 
Academy of Medicine, and medical associations (including the Medical Federation, the Dental 
Federation, the Federation of Biochemists and the Federation of Nurses). In the months ahead, 
tel regional seminars on the topic of health for all were to be held in different parts of the 
country, with the technical and financial support of PAl0. 

i 
Professor RODRIGUEZ (Cuba) said that his country fully supported the WHO strategy for 

health for all by the year 2000. Cuba was justly proud of the development of its public 
health services, bearing in mind that it was a developing country which had still considerable 
technical, scientific and economic progress to make. In spite of that, it had achieved 
certain advances, and in July 1983 it would be organizing an international meeting on 
"Health for all - 25 years of experience in Cuba ". The country's infant mortality rate in 
1982 had been estimated at 17.3 per thousand live births and life expectancy was 73.4 years 
a figure comparable to that for highly developed countries. 

The structure of the national health system was three -tiered, the most important level 
being that of primary health care which took the form of a wide network of primary institu- 
tions for prevention and treatment in which there existed a true team spirit among doctors, 
nurses and health workers. Recently, a special department had been set up within the 
Ministry of Public Health which was responsible for development in the health field and, as 
such, for keeping up to date with progress and techniques achieved internationally. Although 
in 1959 Cuba had lost half its health personnel, it had at present some 17 000 doctors for a 
population of some 10 million (i.e. one doctor per 570 to 580 inhabitants). In addition, 
Cuban doctors, nurses and paramedical personnel had been able to contribute to the promotion 
of health in 27 Third World countries, and there were now some 2000 Cuban health workers 
directly involved in health in the developing countries. 
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Dr HELLBERG (Health for All Strategy Coordination) expressed gratitude for the 

favourable comment on the progress report. That was, however, only the beginning of the 

process of monitoring and evaluation which lay ahead for the countries and for the Organization. 

Their task was no easy one; they should not shrink from investigating constraints and 

obstacles. It was important to realize, as many speakers had emphasized, that the essential 

action was taking place in the Member countries (where, indeed, action both began and ended). 

It had also been important to listen to delegates' comments, in order to determine what support 

the Member States required from the Secretariat. Here there were two main points: that the 

Secretariat should collect and disseminate information concerning the experiences of Member 

States; and that the Secretariat should provide the support which the Member States identified 

as their need. Specific points raised by delegates would be taken into account as support was 

developed. 

One problem mentioned by many speakers, and confirmed by the experience of the Secretariat, 

was that of acquiring adequate resources to develop and run national health systems based on 

primary health care. That was basic to the whole process of health for all. To find and 

allocate the resources and to determine what avenues for reallocation were open, were decisions 

which had to be taken every day, every year. Within the totality of resources, essential 

drugs had a special place, and their availability was related to the overall credibility of 

the entire process. 

The Secretariat, like the Member States, was subject to change. It was important to 

note that change was inevitable, even if there were no primary health care, no Global Strategy, 

or even no WHO. 
Delegates had decided to control the direction of this change, both in priorities and in 

the monitoring process. The Secretariat and the Member States would be working together 
over the coming years, directing and accelerating the process of change. That had been the 

decision of the Member States themselves; countries and the Secretariat would continue as 

partners, strengthening existing relationships with Member countries and (as the Director - 

General had stated several times) developing new forms of relationships in joint planning and 

administration of resources, Member States' own, those of WHO and others. In this way it 

would be possible to move forward towards health for all. The process was indeed a 

difficult one, as the present World Health Assembly had shown. Much remained to be done 

and time was running out. It was in this spirit that the Secretariat accepted delegates' 

comments and challenges. 

Dr COHEN (Programme Promotion) said that no further questions had been asked, but many 
had been raised by the discussion. Not the least of these was how the copious information 
coming in from Member States, could be summed up concisely and intelligibly, in order to 
guide the Organization in further action. The Secretariat would do its best to meet this 

need. In the following year the Director -General would provide the Executive Board with the 
information needed to monitor the Strategy, and the Board in turn would submit a progress 
report to the Health Assembly. The information provided by the Director- General would be 

based not only on formal monitoring - an important factor itself - but also on dialogues with 
Member States, as well as on statements made in Regional Committees and in the World Health 
Assembly. While monitoring was taking place and reports were being submitted to the 

Executive Board and the Health Assembly, the evaluation process would already be starting 
within Member States. The framework prepared by the Secretariat would, he hoped, help 
Member States to monitor and evaluate the strategies being carried out by them. He recalled 
the Director -General's opening remarks to the Health Assembly, when he had asked delegates to 

be forthright in evaluating the Strategy. He himself had heard comments from delegates to 
the effect that if it had not been possible to eradicate malaria, health for all, a much more 
ambitious project, could hardly be achieved. Such comments must cause all concerned to think 

hard. What did health for all actually promise? Each country must consider what it had 

undertaken when it adopted the global policy and strategy for health for all. Bearing in mind 

this interaction between States themselves and between States and WHO, he thought that the 

Seventh Report on the World Health Situation, based on evaluation of global, regional and - 

most important - national strategies would increase in relevance. This was entirely proper, 

arising as it did from an increasingly democratic process of interaction taking place within 

the Organization. 
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Dr HAMON (Assistant Director -General) said that the Director -General had noted the 
support from various delegations, including those of the Union of Soviet Socialist Republics, 
German Democratic Republic, Mozambique and United States of America, for his proposals 
concerning building of the Seventh Report on the World Health Situation around the results 
of follow -up and evaluation of the Strategy for Health for All. The Secretariat had also 
noted the suggestions made by those delegations for ensuring acceptable continuity in 
presenting the situation. Delegations might rest assured that data supplied by Member 
States would be critically and constructively examined by regional committees and the 
Executive Board, with the support of the Secretariat, before analyses were submitted to the 
Health Assembly. The delegation of the German Democratic Republic had asked an important 
and specific question concerning the repercussions of that follow up and evaluation on the 
conception and implementation of WHO programmes. Results of the follow up and implementation 
of the strategy were already available at country level and in regional offices and would, 
therefore, be taken into account in the details of the implementation of the regional, 
interregional and global components of the programme budget for 1984 -1985 as adopted by the 
Health Assembly. Those results would have an even greater effect on the programming and 
budgeting of activities in the countries themselves and would also affect the development of 
the programme budget proposals for 1986 -1987, during their preparation by Member States and 
the Secretariat. The repercussions of the first evaluation of the implementation of the 
Strategy in two years time would be similar. 

The CHAIRMAN invited the Committee to consider the draft resolution entitled 
"Implementing the Strategy of Health for All ", introduced by the delegate of India at the 
previous meeting. 

Mr CHAUHAN (India) said that the sponsors of the draft resolution had received suggested 
amendments from several delegates. Those amendments had been discussed and it had been 
agreed that they should be incorporated. Unfortunately, owing to lack of time, it had not 
been possible to circulate an amended text. He therefore read out, as follows: 

1. In the first preambular paragraph, the first line after "decisions" insert "taken ": 
and after "non -aligned" add "and other developing countries "; 
2. In the first preambular paragraph after "2000" the comma is changed to a semicolon 
and the next three lines deleted; 
Э. In the second preambular paragraph, first line, after "adopted ", delete "Seventh 
Meeting of Health Ministers ", and substitute "by "; 
4. In the second preambular paragraph, after the words "the non -aligned" add "and 
other developing "; 
the amended sentence would then read: "Stressing the importance of the decisions adopted 
by the non- aligned and other developing countries in their resolutions on "; 

5. In operative paragraph 1, after the words "non- aligned" add "and other developing "; 
6. Delete operative paragraph 2 and substitute: 

2. REQUESTS the Director -General to mobilize support for these and other Member 
countries for the implementation of their strategies for achieving health for 

all and for technical cooperation among them, and to report to the Thirty - 
seventh World Health Assembly on progress made in this respect. 

The sponsors asked that the draft resolution be amended accordingly and approved. 

The CHAIRMAN called for comments on the draft resolution as amended. 

Dr SAVEL'EV (Union of Soviet Socialist Republics) expressed his support for the amended 
draft resolution. 

The draft resolution was approved, as amended. 

Dr HYZLER (United Kingdom of Great Britain and Northern Ireland) explained that, 

although his delegation would have voted in favour of the draft resolution in the interests 

of consensus because of the subject matter of the Global Strategy for Health for All to which 

the United Kingdom had pledged its support, it did not agree with the second of the two 

resolutions of the Seventh Meeting of the Ministers of Health of Non -Aligned Countries 

(document A36/INF.DOC./12) in every respect. 
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The CHAIRMAN invited the Committee to consider the draft resolution entitled "the 

spiritual dimension in health care programmes" proposed by the delegations of Bahrain, 

Botswana, Chile, Democratic Yemen, Egypt, Kenya, Kuwait, Malawi, Mauritania, Morocco, Oman, 

Qatar, Saudi Arabia, Somalia, Sudan, Swaziland, Syrian Arab Republic, Tunisia, United Arab 

Emirates, Venezuela, Yemen and Zambia. It read as follows: 

The Thirty -sixth World Health Assembly, 
Pursuant to the objective of WHO spelled out in its Constitution, namely the 

attainment by all peoples of the highest possible level of health; 

Recalling the first principle in the WHO Constitution that health is a state of 

complete physical, mental and social well -being and not merely the absence of disease 
or infirmity; 

Considering that a spiritual dimension is implicit in such a concept of health; 

Bearing in mind the policy adopted by the Organization of ensuring primary health 
care for all peoples of the world in order to attain the social objective of health for 
all by the year 2000; 

Recognizing the major importance of the spiritual dimension in providing the 
best possible health care to peoples; 

1. AFFIRMS the importance of the spiritual dimension in providing health care to 

peoples; 

2. REQUESTS the Director -General to take the spiritual dimension into consideration 
in the preparation and development of primary health care programmes aimed at the 

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

Dr AL -SAIF (Kuwait) said that his delegation had joined those sponsoring the draft 

resolution because all men suffered from worry and anxiety caused by the times in which they 
lived. :Iaterial concerns dominated human life; people were lost and sought security and 

calm. Physicians must try to take account of man's spiritual nature. Materialism had 
dominated daily life to such an extent that spiritual values no longer counted and men were 

afraid of the future. That malaise could be ascribed, to a large extent, to a lack of 

respect for spiritual values, and to the denial of the spiritual dimension, which could help 
men to live with confidence in the future. Physicians were attempting to implement the 

policy of WHO in achieving health for all by the year 2000 for reasons which should also 

induce them to take account of the spiritual dimension in the work of caring for the health 

of mankind. That presupposed that health care, including both prevention and treatment, 

should take into account the mental and spiritual components of man's nature, and that in 

turn presupposed that physicians should try to rise spiritually above their material 

possessions. Whatever technological progress was made, there could be no true progress as 

long as men's bodies alone were treated. Man had both a body and a soul, and his soul must 

also be treated. 

If the concept of health, defined in the Constitution of WHO as "a state of complete 

physical, mental and social well -being and not merely the absence of disease or infirmity ", 

was examined, it became clear that a spiritual dimension really did exist, and must be taken 

into account. It was for that reason that his delegation hoped that the draft resolution 
would be adopted unanimously, particularly in view of the critical times which lay ahead in 

achieving health for all by the year 2000. 

Dr SAVEL'EV (Union of Soviet Socialist Republics) observed that his delegation respected 

the religious feelings of all delegates, including those of the authors of the draft 

resolution. In his country the Church had been separated from the State from the very 

beginning, and therefore, as the draft resolution stood, his delegation could not accept it. 

He recognized that religion played a certain role in the activities of health services in 

individual countries, but that was not true everywhere. The Director -General would find it 

difficult to take re ligious aspects into account in elaborating and developing primary health 

care programmes, as was proposed in operative paragraph 2 of the resolution, in view of the 

numerous religious beliefs which existed. That could be successfully undertaken by the 

Member States concerned in planning their national primary health care programmes. In order 

to make the resolution acceptable to his delegation, he had a number of amendments to propose 
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that would not change its content but would more correctly reflect the attitudes of the 

various regions and countries on the subject. To begin with, he did not think that the 

concept of health should be interpreted in a resolution, particularly from only one point of 

view, especially since the title of the resolution spoke of health care programmes, and not 

about the meaning of that concept. He therefore proposed that the third preambular paragraph 

should be deleted. 

Further, if he had correctly interpreted the idea underlying the words "spiritual 

dimension ", it was something that had never been of any fundamental significance in the 

provision of health care services, and particularly the best possible services. In that 

connection, he proposed that, in the fifth preambular paragraph, the words "major" and "the 

best possible" should be deleted, and the words "in some Member States" added at the end, so 

that the paragraph would read: "Recognizing the importance of the spiritual dimension in 

providing health care to peoples in some Member States ". 

Since operative paragraph 1 was practically a repetition of the previous sentence, in 

which the importance of the spiritual dimension was already recognized, he proposed that the 

whole of that paragraph be deleted. 

Finally, in operative paragraph 2 he proposed that the words "Director- General" should 
be replaced by "interested Member States" and that, after the words "into consideration ", the 

words "where appropriate" should be added. The whole paragraph would then read as follows: 

"REQUESTS the interested Member States to take the spiritual dimension into consideration 
where appropriate in the preparation and development of primary health care programmes aimed 
at the attainment of the goal of health for all by the year 2000 ". 

If the sponsors of the draft resolution were unable to agree to those amendments, his 
delegation would have to vote against it. 

Dr KLIVAROVA (Czechoslovakia) said that her delegation was also in a rather difficult 
position, because it felt that the resolution could not be accepted by all the Member States 
of the Organization, since it was based on certain religious beliefs. There were'different 
religious beliefs in different countries, as well as countries where there were atheists. 
In Czechoslovakia, for example, atheists and those who had religious beliefs all had the same 
rights. It was therefore not possible for her delegation to adopt the draft resolution as 

proposed. Her delegation could, however, accept the amendments proposed by the delegate of 
the Soviet Union, aid she supported them. 

Mr CHAUHAN (India) observed that the Director - General had been requested to take the 
spiritual dimension into consideration in the preparation and development of primary health 
care programmes; he would therefore welcome the Director -General's views on the matter. 

Dr AL -SAIF (Kuwait) said that the draft resolution was not based on any specific 
religious belief; he could not, therefore, accept the amendments that had been proposed, and 
would be interested to know whether the Director -General would have any difficulties in 

implementing the resolution. 

Dr HAJAR (Yemen) expressed his support for the draft resolution; the importance of 
stressing the spiritual dimension in health care programmes had become even greater, since 
materialism had become a dominant factor in medical care, in which all those concerned with 
public health dealt with man's most precious possession. The spiritual dimension could 
therefore not be disregarded in training manpower in that field. The reference to the 
spiritual dimension in the resolution did not mean fanaticism but was intended simply to 
call the attention of those concerned to the fact that they had to take into account the 
spiritual aspect which was the concern of a large part of humanity. He called on the 
Committee to adopt the resolution as it stood. 

Dr HAMDAN (United Arab Emirates) thought that it went without saying that the spiritual 
dimension was very important for man's well -being, especially as regarded his sense of 
belonging to a community. The spiritual dimension was also capable of bringing health 
concepts to a large number of the inhabitants of the earth who believed in one form of 
religion or another. Since health was defined as being a state of complete physical, mental 
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and social well -being, to stress the spiritual dimension was therefore also to stress the 

importance of prevention. One way to help familiarize people with the idea of health might 

be through religion, which could reach all those who attended religious services in mosques, 

churches and so on. The spiritual dimension was important, and a component of health. 

Modern man suffered from a kind of spiritual unease, which was due, not only to industrial 

and material development, but also to the fact that he had lost his religious beliefs; he had 

thereby become dissipated and had no firm roots in society. That drift away from belief 

had had a deep social impact, although no studies appeared to have been made of its effects; 

he would be glad to have any information on such studies if they existed. Those considera- 

tions gave the resolution a great deal of importance, and he urged the Committee to adopt 

it in its original form. He agreed with what had been said by the delegates of Kuwait and 

Yemen, and did not wish to add anything to it. His country, which was among the sponsors 
of the resolution, never compelled anyone to take the spiritual dimension into account, but 

left everyone free to do so or not, as they wished; nevertheless, his delegation did consider 
it worthwhile to stress that dimension. 

Dr BATCHVAROVA (Bulgaria) said that positions on the draft resolution obviously 
differed a good deal; that was quite normal. The amendments to the draft resolution 
proposed by the delegate of the Soviet Union would, however, make it possible to respect the 

religious feelings of some delegations and at the same time allow other delegations to 

support the resolution. She therefore suggested that a vote be taken on the draft 
resolution; her delegation would vote in favour of the resolution as amended by the delegate 
of the Soviet Union. 

Mr WEITZEL (Federal Republic of Germany) said that his delegation was in the awkward 
position of no longer knowing what was really being talked about. The text of the draft 
resolution mentioned a spiritual dimension, but other delegations had spoken of a religious 
dimension; perhaps it was even the mental dimension that was meant. For that reason, his 
delegation would greatly appreciate any clarification of what was understood by "spiritual" 
dimension ". 

Dr HOUÉNASSOU- HOUANGBE (Togo) was a little surprised at the discussion over the draft 
resolution, w'.:ich ought to have been already voted on and adopted. As a doctor and health 
worker he did not see why the idea of a spiritual dimension offended some people, or why 
some even seemed to believe that it was intended to create a special religion of primary 
health care. As had just been suggested, the spiritual dimension could be anything from 
the purest atheism to the purest fanaticism; he saw no contradiction in caring spiritually 
for human beings, and fellow -countrymen, who were the recipients of primary health care. 
He therefore requested that the debate be closed after the Director -General had spoken, so 
as to permit the rapid adoption of the draft resolution. 

The CHAIRMAN said that, for his part, he thought that the question was to some extent 
one of semantics, involving the meaning of the word "spiritual ", and invited the 
Director -General to reply to the questions that had been put to him on the subject. 

The DIRECTOR -GENERAL said he did not really know how best to reflect on the question. 
He had looked at the definition of "spirit" in the Oxford English Dictionary, and the first 
definition given was the "Intelligent or immaterial part of man, soul "; under "spiritual" 
was given "Of spirit, as opposed to matter ". But it was equally true that there were many 
other definitions in the dictionary that would create a large number of question marks for 
anyone. He did think that the Health Assembly, when dealing with such an interpretation of 
health, must read the word in a spirit - and he stressed the word "spirit" - of real 
understanding and unanimity. He believed there would be a possibility of arriving at such 
unanimity if there was sufficient time for dialogue as to what was implied. For himself 
personally, he thought most would agree that there was a spiritual dimension of man, in the 
sense expressed by the Oxford Dictionary; whether there could be a spiritual dimension in 
health care programmes, according to the English language, he was not so sure. He realized 
he was not being particularly helpful, but since he had been requested to speak, he had to 
say that the Director -General obviously could not become the "driver" of that spiritual 
dimension of man as it related to man's health; that devolved on man himself, individually, 
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or his family, community or representatives. The Health Assembly had done something very 
important in raising the issue; in fact it had been raised by India's designated Member of 
the Executive Board some years ago, and at that time no response had been given by the Board. 
He did not wish in any way to influence the decision by the Health Assembly, but he tended to 
believe that it would be important for the Health Assembly to express its concern about the 
issue and request the Executive Board to study the implications of that concern and see how 
it related to the promotion of health for all. He thought it would be possible for the 
Board, if the Health Assembly so requested it, to come to the next Health Assembly with a 
resolution that all Member States could unanimously support, and he thought that would be 
tremendously important. However, he stressed that he had been asked to express himself and 
did not want to influence the final decision taken by the Health Assembly. 

Dr HANDAN (United Arab Emirates) said that, a few years before, popular medicine or 
traditional medicine had been unacceptable in the Organization's health programmes; they had 
been rejected and considered outside the mainstream of health and trends in the development 
of health services in the world. Currently, they were widely accepted and had begun to 
assume their proper role in the medical lore of various nations. The Committee was 
discussing a subject which might seem strange, but it was necessary to look to the future. 
He knew of one country where spiritual medicine played a role in healing. Such spiritual 
methods were even shown on television; that might or might not be appropriate. Why should 
WHO refuse to include it in its Global Strategy? Some countries depended on such spiritual 
ideas: why did WHO not try them out? 

Dr HOUÉNASSOU- HOUANGBÉ (Togo) pointed out that he had asked for the closure of the 
rebate after the Director -General's statement. 

The CHAIRMAN said that he had not quite understood that at the time. Did any 
delegates, up to a maximum of two, as provided by the Rules of Procedure, wish to speak 
against the closure? 

Mr CHAUHAN (India) said that in his intervention he had asked the Director - General to 
express his views, and he would like to hear any reactions to those views. He was therefore 
against closure of the debate. 

The CHAIRMAN invited the Committee to vote on the motion to close the debate. 

The motion was adopted by 26 votes to 22, with 36 abstentions. 

The CHAIRMAN then invited the Committee to vote on the amendments proposed by the 
delegation of the Soviet Union. 

The amendments were rejected by 30 votes to 11, with 45 abstentions. 

The CHAIRMAN then invited the Committee to vote on the draft resolution as originally 
presented. 

The draft resolution was approved by 42 votes to 9, with 38 abstentions. 

Professor RODRIGUEZ (Cuba), speaking in explanation of his delegation's vote against 

the resolution, recalled that the Director -General had on a number of occasions referred to 
the need for a certain decency when considering the health of the peoples of the world and 
the need for compassion in the promotion of health. The word decency had an ethical 

connotation and the word compassion a spiritual, but not necessarily a religious one. 

He wondered whether the decision the Committee had just taken was not contrary to what was 
stated in the preamble to the WHO Constitution, namely that the enjoyment of the highest 
attainable standard of health was one of the fundamental rights of every human being without 
distinction of race, religion, political belief, economic or social position. That also 

implied the right of those who practised health care to do so in accordance with their own 

mental outlook, ideology, religion or socioeconomic conditions. He wondered how far the 
Organization could incorporate the spiritual dimension in practice into the strategy for 

health for all by the year 2000 and at the same time respect the sovereignty of each 

Member State. 
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Mr TOMO (Mozambique), in explanation of his delegation's abstention from the vote, said 

that it had not felt that an adequate consensus had been reached in the discussion to enable 
a concrete strategy acceptable to all to be formulated. In his view the Health Assembly 
should not adopt the resolution but should transmit it to the Executive Board for further 
study of the subject. 

Dr RWASINE (Rwanda) also felt that the most acceptable compromise, which he had been 
prevented from proposing by the closure of the debate, would be to submit the matter to the 

Executive Board for study. 

The CHAIRMAN pointed out that the draft resolution just approved still had to be adopted 
by the Health Assembly in plenary. The status of the text at present was that of a draft 
resolution proposed by Committee A to the plenary. Any further comment on the subject should 
therefore be deferred until it was debated in plenary. 

Dr AL -SAIF (Kuwait), speaking on a point of order, said that the resolution referred to 

the spiritual dimension in health care programmes, in recognition that health depended on the 
soul as well as the body. The references that had been made during the debate to a 
religious dimension were quite irrelevant. 

Mr VAN DEN DOOL (Netherlands) said that his delegation had voted for the draft resolution 
on the understanding that the word spiritual was not synonymous with the word religious. 

Dr ROSDAHL (Denmark), speaking on a point of order, said that according to Rule 85 of the 

Rules of Procedure one -third of the members of the Committee constituted a quorum, whereas a 

majority of the Committee had to be present before a question could be put to the vote. 

Since the number of those present and voting, as defined in Rule 71, had been below those 
figures, was the approval of the resolution valid? 

Dr RAY (Secretary) said that, in accordance with Rule 71, the number of those present and 
voting referred only to those casting an affirmative or negative vote and took no account of 

those abstaining, who were included in the calculation of the quorum. 

The CHAIRMAN then invited the Committee to consider the text of the draft resolution on 

the methodology and content of the Seventh Report on the World Health Situation in relation to 

the monitoring and evaluation of the Global Strategy for Health for All, which read as follows: 

The Thirty-sixth World Health Assembly, 

Noting the record of the seventy -first session of the Executive Board on its debate 
on the methodology and content of the Seventh Report on the World Health Situation in 
relation to the monitoring and evaluation of the Global Strategy for Health for All; 

Having considered the report of the Director -General on this subject; 

Recalling resolutionsWHA23.59 and WHA29.22 in which the need was reiterated for the 

Organization to publish an analysis and evaluation of the information on the state of 

health of the world population and on environmental health; 
Appreciating the opportunity to improve the relevance of the Seventh Report by 

building it on the basis of reports on monitoring and evaluation of the Global Strategy 

for Health for All which the Member States are preparing in 1983 and 1985 in accordance 

with the plan of action adopted in resolution WHA35.23; 

Recognizing the need to associate WHO's governing bodies as closely as possible 

with the monitoring and evaluation of the Global Strategy as well as with the preparation 

of the Seventh Report on the World Health Situation, 

1. DECIDES that: 

(1) the Seventh Report on the World Health Situation should be prepared on the 

basis of the first global report on the evaluation of the Strategy for Health for 

All which will be reviewed by the Health Assembly in May 1986; 

(2) one global report should be published in the six official languages in the 

second half of 1986, entitled 'Evaluation of the Strategy for Health for All by 

the Year 2000 - Seventh Report on the World Health Situation "; 
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(3) six regional health situation reports should be published in the respective 

regional working languages, based on the first reports on the evaluation of the 
regional strategies for health for all, including country reviews; 

(4) the other proposals contained in the report of the Director -General be 

implemented; particularly with respect to the content of the Seventh Report; 

2. URGES the Member States to develop or improve mechanisms for monitoring and 
evaluating their strategies for health for all, collecting relevant information and 
using it to assess their health system, analysing health situation and trends, and thus 

providing a sound basis for epidemiological surveillance and for decision -making for 
health development; 

3. INVITES the WHO regional committees to evaluate the action undertaken at national 
and regional levels for monitoring and evaluating the implementation of the strategies 
for health for all by the year 2000 at these levels so as to use these processes as a 

tool for: 

(a) improving these strategies; 

(b) improving the national and regional capability in the field of monitoring 
and evaluation, assessing health situation and trends, and generating the 
information required for national health management and WHO programme development; 

(c) guiding the WHO Secretariat in the preparation of the regional components of 
the Seventh Report on the World Health Situation; 

4. RECOMMENDS that the Executive Board guide, through its Programme Committee, the 

Director -General in the preparation of the Seventh Report; 

5. REQUESTS the Director -General: 

(1) to ensure the preparation of the Seventh Report on the World Health Situation 
in accordance with this resolution; 

(2) to support Member States in their endeavours at monitoring and evaluating their 
strategies for health for all, at assessing their health situation and trends, and 
at generating and using essential information to these ends. 

Dr SAVEL'EV (Union of Soviet Socialist Republics) recalled that, during the debate on 
the subject the previous day, his delegation had expressed the view that both the global 
report and the country reports on which the Seventh Report was to be based should be published 
at headquarters. It therefore proposed that operative paragraphs 1(2) and 1(3) of the draft 
resolution should be combined to form a new paragraph 1(2) to read as follows: 

1(2) one global report together with six regional health situation reports based 
on the first reports on the evaluation of the regional strategies for health 
for all, including country reviews, should be published in the six official 
languages in the second half of 1986, and entitled "Evaluation of the Strategy 
for Health for all by the Year 2000 - Seventh Report on the World Health 
Situation. 

Dr HUYOFF (German Democratic Republic) said that his delegation, in view of its 
statement the previous day and the reply made by the Secretariat, proposed that a new 
operative paragraph 5(2) should be added to read as follows: 

5(2) to take the provisional results of the Seventh Report on the World Health 
Situation into consideration in the preparation and discussion of the proposed 
programme budget for 1986 -1987. 

Former operative paragraph 5(2) would then become operative paragraph 5(3). 

The draft resolution, as amended, was approved. 
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4. THIRD REPORT OF COMMITTEE A 

Dr MAKUTO (Zimbabwe), Rapporteur, read out the draft third report of the Committee, 
which included the resolutions that it had just approved; there had been no time to circulate 
the report in writing. 

The report was adopted. 

5. CLOSURE 

After the customary exchange of courtesies, the CHAIRMAN declared the work of the 
Committee completed. 

The meeting rose at 13h20. 


