
4 WORLD HEALTH ORGANIZATION 

‚јј i ORGANISATION MONDIALE DE LA SANTÉ 

THIRTY- SEVENTH WORLD HEALTH ASSEMBLY 

COMMITTEE A 

PROVISIONAL SUMMARY RECORD OF THE THIRD MEETING 

Palais des Nations, Geneva 
Thursday, 10 May 1984, at 9h00 

А37/A/SR/3 

10 May 1984 

CHAIRMAN: Dr K. AL- AJLOUNI (Jordan) 
Later: Professor F. RENGER (German Democratic Republic) 

CONTENTS 

Page 

Global Strategy for Health for All by the Year 2000: Report on monitoring of progress 
in implementing strategies for health for all (continued) 2 

Note 

This summary record is provisional only. The summaries of statements have not yet 
been approved by the speakers, and the text should not be quoted. 

Corrections for inclusion in the final version should be handed in to the Conference 
Officer or sent to the Records Service (Room 4013, WHO headquarters), in writing, before 
the end of the Health Assembly. Alternatively, they may be forwarded to Chief, Office of 
Publications, World Health Organization, 1211 Geneva 27, Switzerland, before 2 July 1984. 

The final text will appear subsequently in Thirty -seventh World Health Assembly: 
Summary records of committees (document WHA37 /1984 /REC /3). 



A37 /A /SR /3 

page 2 

THIRD MEETING 

Thursday, 10 May 1984, at 9h00 

Chairman: Dr K. AL AJLOUNI (Jordan) 

GLOBAL STRATEGY FOR HEALTH FOR ALL BY THE YEAR 2000: REPORT ON MONITORING OF PROGRESS IN 

IMPLEMENTING STRATEGIES FOR HEALTH FOR ALL: Item 19 of the Agenda (Resolutions WHA34.36, 
WHA35.23, WHA36.34, EB73.R3 and EB73.R6; Documents А37 /4 and A37t5)f (continued) 

Mrs BOROTHO (Lesotho) commended the Executive Board on its report (document A37/4) and 

the Director -General on his comments (document X37/5), facilitating the work of the Health 
Assembly. The assistance provided to Member States by headquarters and the regional offices 
in their review of progress in implementation of the global strategy had been greatly 
appreciated. Through that exercise, countries had been able to identify areas of weakness 
that needed urgent attention. She wished to highlight a few such areas that had been found 
in her own country - indicating that the way ahead was still fraught with difficulties. 

Data collection and processing needed considerable strengthening to ensure the 
reliability of data. National budgets and expenditures were not disaggregated in a manner 
that permitted the isolation of primary health care expenditure. It was therefore difficult 
to assess primary health care expenditure accurately when reporting on progress. 

The evaluation exercise had also revealed that many of the impediments to progress were 
related to the availability and utilization of resources. For example, manpower - its 

development, retention, reorientation to primary health care and deployment - was an area 

that needed considerable attention at all levels of the health care delivery system. 

Logistical support for primary health care also required much attention. The general 

support and supervision of primary health care programmes were seriously affected by the lack 

of transport and communications, especially with remote facilities. Programmes were being 

set up to improve that aspect, and remote health centres were being linked to parent 
hospitals by two -way radios. Like the problem of data processing, logistical difficulties 

were closely linked to the process of monitoring and evaluation of primary health care. 
Another area of concern was that of managerial capabilities. It had been accepted that 

attainment of the global goal of health for all by the year 2000 was not dependent on the 

activities of the health sector alone. There was a high level of commitment to the strategy 

in most countries, and concerted multisectoral efforts were being made towards achieving the 
goal. For example, the Ministry of Rural Development was cooperating with the Ministry of 

Health in implementing water and sanitation projects and the Ministry of Agriculture had sent 

nutrition extension workers to educate village populations. The coordination of all such 

efforts was most important. However, weak managerial capabilities continued to impeed 

progress. 
Countries had been grateful for WHO's assistance in completing the questionnaire on 

monitoring progress. In her country, without the help of a WHO staff member some of the 

questions would not have been answered satisfactorily, if at all. Her delegation felt that 

the questionnaire could be simplified and shortened. Since it was clear that uniformity of 

reporting was very difficult to achieve, it might be preferable to request only information 

on what had been achieved in the key elements of primary health care, in order to show the 

trend in the various countries. 

Professor NAJERA (Spain) said that, although the item under consideration was a broad 

topic, he wished to highlight just four points of concern. As regards health policy and 

political commitment, he agreed with the Director -General that it was easier to accept the 

philosophy of the programme than to undertake its implementation. The right to health - or, 

rather, the right to the protection of health - should be included as such in countries' 

constitutions and basic laws. As indicated in operative paragraph 1(8) of the draft 

resolution contained in resolution EB73.R6, laws and regulations should be enactedin- order 

to facilitate the basic structural changes needed to ensure that health• for all was more than 

just a slogan. 

Progress in plans of action and development of health systems had Bret been as great as 

it should have been over the past five years because of the lack of basic structural 

changes. Real changes in health systems required specific laws, going beyond considerations 

of health alone, which, if necessary, would change the course of social and economic 

development so that it was in consonance with the underlying philosophy of health for all. 

Further, the indicators used should be sufficiently sensitive to determine whether changes 

were actually taking place. 
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Because structural changes had not yet been made, community participation was as yet 
theoretical and passive. Participation should be spontaneous and should be a logical 
consequence of the proper functioning of the system and an active commitment to the 
philosophy and practice of the strategy. 

He emphasized the special role of health sciences research, not merely medical and 
biological research, in the achievement of the strategy's goals. As planning had to be based 
on epidemiology, epidemiological research - on the health problems of the population and the 
effectiveness of the health services - was particularly important; it should provide the 
main guidelines for monitoring progress. 

His country was making considerable efforts, and was overcoming many of the difficulties 
encountered; the recognition and analysis of such problems would bring success closer. 

His delegation supported the draft resolution contained in resolution EB73.R6. 

Dr BATCHVAROVA (Bulgaria) commended the Executive Board on its report. Although the 
results of the first evaluation of the implementation of the global strategy were not 
entirely positive, they were of great significance for Member States, since they provided a 
situation analysis at the national, regional and global levels. That analysis not only 
provided a basis for comparison in subsequent evaluations, but also indicated current 
shortcomings so that measures could be taken promptly to correct them at the appropriate 
levels. Her delegation shared the Director -General's concern at the disappointing results. • At the same time, it should be remembered that a timetable had been established by the Health 
Assembly, and perhaps it was necessary to show more patience, allowing Member States to 
prepare carefully their national strategies aid plans for implementation. The 
Director -General's comments on existing inadequacies would be of great use to Member States 
and provide guidance for national health administrators. The questions he had raised should 
be studied carefully at all levels involved in the implementation of the strategy. She also 
agreed with the Director -General that the specific ways in which Member States would move 
towards the attainment of the goal of health for all would vary, depending on the conditions 
prevailing in each country. On the basis of its own experience, however, the Bulgarian 
delegation was convinced that the elimination of social inequality in the health field would 
necessitate social and economic reforms. The Director -General's question as to whether 
countries could learn from one another raised certain questions of principle. The experience 
of others could, of course, be useful to avoid duplication of work - whether on a basis of 

bilateral cooperation, or through WHO. The importance of self -help and self -reliance could 
not be overemphasized. A number of countries, including Bulgaria, had considerable 
experience in that respect, and would be happy to cooperate with interested States in any 

aspect of health, including planning, management, the organization of health services, 
training, and health information systems. 

The progress achieved in the implementation of the global strategy in Bulgaria had 
already been outlined by the head of her delegation in his address in plenary session. 

Dr WARD -BREW (Ghana) said that this delegation had noted that the information provided 
by Member States had not been complete and that the support of the regional offices would be 
needed to improve health information systems where necessary. 

In his own country the formerly relatively well -developed infrastructure of social 

services in urban areas had deteriorated in recent years, owing to the economic situation and 

the rapid growth of the urban population. The situation was even less satisfactory in rural 

areas. Only one -fifth of the country's health establishments were located outside towns, 
only 1 in 7 of the population had access to safe water, and only 1 in 50 had access to 

electricity supplies. The infant mortality rate was 1 in 10 births and mortality rates among 
children aged 1 -4 years were high. Life expectancy at birth was 50 years for women and 47 

years for men. The many reasons for the unsatisfactory health situation included social and 
economic problems, unhealthy lifestyles, lack of health -promoting facilities such as safe 
water, food, housing and refuse disposal, and the poor coverage and standard of the health 
services. The relationship between under -development, poverty and disease was too well known 
to merit further discussion. Ghana had 106 hospitals, 119 health posts and 67 dressing 
stations, most of which were run by the Ministry of Health. Those statistics, for a 

West African country with a population of 13 million and two medical schools, were probably 
fair indicators of the status of progress in implementing strategies for health for all. The 
health services in Ghana were operating under great difficulties brought about by the severe 
shortage of personnel aid financial constraints, leading in turn to lack of maintenance of 

equipment and a grossly inadequate supply of drugs and other essential items. By any of the 

known measures of health status, such as the crude death rate, infant mortality, life 

expectancy at birth, educational attainment, the per capita gross national product, water 
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supply, levels of nutrition, etc. - all of which were elaborated in the 12 global indicators 

- Ghana was ranked among the bottom third of countries. It was now being recognized that 

investment in the health services could be considered as part of the investment in the 

country's social and economic development. 
The strategy for health for all had been fashioned around concepts relating to social 

justice, political involvement, decentralization and intersectoral coordination. Further, 

the concept of community involvement was a key element of primary health care. The health 

system of Ghana was therefore being reorganized with decentralization of planning, 

implementation and evaluation of health -related activities to the district level. The 

present economic situation made it difficult to predict future progress toward health for 
all. However, with greater efforts towards making communities self -reliant in basic health 

care, it would be possible for the majority of his compatriots to lead socially and 

economically productive lives, as embodied in the objectives of health for all by the 
year 2000. 

His delegation supported the draft resolution contained in resolution EB73.R6 

Professor BERTAN (Turkey) welcomed the Executive Board's report and the 
Director -General's comments on the item under consideration. 

In 1979 the Turkish Government had launched a national primary health care programme to 
meet basic health needs and to promote relevant rural and urban health activities. National 
health policies were being reviewed, keeping in mind the goal of health for all. Specific 

targets had been set for nationwide health education to promote community participation, 
multisectoral collaboration, equitable distribution of health services, slowing of population 
growth, and reduction of infant mortality and morbidity. In the past two-and-a-half years 
several laws had been passed to promote primary health care at various levels. Rural health 
centres established in the 1960s had been revitalized and graduates of medical schools now 
had to serve in those centres for at least two years. Most rural health centres were 
adequately staffed, with at least one physician. Laws had also been passed on family 
planning and child nutrition: all advertisements of baby food products had been prohibited, 
and measures were being taken to ensure food safety; paramedical staff such as midwives were 
being trained in the use of birth control devices, and abortions under medical care had been 
legalized. There had been a reorganization of the Ministry of Health and Social Assistance 
to provide administrative integration of services within the conceptual framework of primary 
health care. Close and active links had been established between universities in order to 
mobilize adequate manpower and to strengthen multisectoral cooperation in the implementation 
of health strategies, with the main emphasis on primary health care. WHO's efforts to 

promote collaboration between the health sector and universities were to be highly commended. 
The Executive Board's report indicated that only three -quarters of Member States had 

submitted progress reports on the implementation of national strategies. The failure to 

submit reports was probably not due to a lack of interest, but rather to technical problems 
and to shortcomings in answering the questions. Further, the answers that had been received 
did not necessarily give reliable information. How many countries were able to give precise 
values for infant mortality rates, crude birth rates, life expectancy, nutritional status 
etc.? The collection aid analysis of health information was of course often difficult 
for developing countries; but such information had to be reliable in order to evaluate 
changes. The establishment of several well - controlled regional health centres in 
well -- defined areas might facilitate and enhance the collection of accurate health 
information; such a system could be expanded nationwide as conditions allowed. 

Her delegation supported the draft resolution contained in resolution EB73.R6. 

Dr BISHT (India) said that the Indian National Parliament had approved a national health 
policy which had clearly identified goals and targets in line with the main goal of health 
for all by the year 2000. The health for all strategy was an integral part of the national 
social and economic development plan, and India's seventh five -year development plan would be 
launched in 1985. 

The Ministry of Health had identified indicators for infrastructure, for services, for 
health - related aspects (such as water supply, sanitation, nutrition, the environment, and 
education), and for the impact of those factors. Initial work had been completed and 
resources were now being allocated to those areas requiring urgent attention. Rural and 
urban areas had been considered separately so that adjustment of allocations could be 
undertaken during implementation, where necessary. 

India was a country with a vast population - 700 million - and a wide variation of 
geography and topography, ranging from deserts to the highest mountains. It was therefore 
extremely difficult to ensure that all the people received adequate health care coverage. 
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However, a start had been made with the training, so far, of 300 000 workers at the primary 
health care level and 200 000 at the intermediate level - in itself an immense task. An 

experiment was being undertaken to involve medical institutions in the delivery of health 

services. Each institution was being made responsible for three health districts, covering a 

population of 100 000 -150 000. Medical and paramedical workers from the institutions were 

thus being encouraged to work as a team, providing total health care. 

Health services research, including field research, had been incorporated as an integral 

part of the health services. India had provided technical cooperation to neighbouring 

countries, since it possessed many medical and paramedical teaching and training institutions. 

His country had experienced many difficulties in its first evaluation of the 

implementation of the strategy for health for all. The greatest difficulty had been the 

human factor. It had proved difficult to involve the community and to make individuals 

realize that they must be responsibile towards themselves, their families and the community. 

People involved in the delivery and management of the health services at the lower levels had 

been given responsibilities which were beyond their competence; at the intermediate level, 

in the field, they had often been more conscious of their rights than their responsibilities 
and had been reluctant to do what was asked of them; and at the highest level, medical and 
health administrators had been in need of considerable logistic support - which it was hoped 
could be provided under the next five -year plan. There was a need to learn to work as a 

team. Financial constraints would always be present, but they should not form a barrier to 
progress. Individual responsibility must be stressed since, in the last resort, it was the 

basic element which would enable the objective of health for all to be attained. 
To improve progress towards achieving that goal, he suggested that support be given to 

the improvement of health information systems. Special sections should be established within 
the health services, especially in developing countries with large populations, to monitor 
the various indicators. Time was very short, and it would probably be necessary to speed up 
the development of the health services, for the quality of the information obtained depended 
on the standard of the services. Education of the people was needed, so that they did not 

confuse needs with wants, and would not clamour for high -cost but negatively cost -effective 
measures; in a democracy, people often demanded measures which negated planning, and 
succeeded in getting resources allocated to areas which did not need them. 

He supported the draft resolution contained in resolution ЕВ73.R6, while stressing that, 
in order to implement it, countries with vast populations and low per capita incomes would 
need more technical and educational support. 

Dr АВВАS (Somalia) stressed his Government's long- standing commitment to the goal of 
health for all by the year 2000, which aimed, in particular, at addressing long -standing 
injustice in the provision of health services and the socially unacceptable situation whereby 
a minority but articulate urban community accounted for a disproportionate share of health 
services, to the disadvantage of the nomadic, rural and urban shanty communities in the 
developing world. Somalia's efforts would be directed in the coming two decades to improving 
and extending health services for the latter communities. His country found it easy to 
accept the tenets of health for all since that philosophy was in line with its political and 
social aspirations as expressed in its Constitution. 

Consequently, a national strategy had been developed in cooperation with WHO, aiming 
both at strengthening the existing health infrastructure and at initiating a new emphasis on 
primary health care. In pursuit of the latter aim, action had been taken to develop health 
manpower by appointing primary health care coordinators at the district, regional and central 
levels and providing training in managerial skills, and a referral system. In addition, 
efforts were being intensified to control communicable diseases, to promote maternal and 
child health and to improve nutritional status. 

The experience of the last few years had taught his country that, although it had reason 
to pride itself on a certain measure of success in the implementation of primary health care, 
it was evident that the overall deficiency in the machinery of health management had 
contributed to shortcomings. Other factors, such as the resource constraints prevalent 
throughout the world, had aggravated the deficiencies. The most acute current problems in 

health management were due to lack of an essential information base. In addition, if 

mechanisms to attract foreign investment, both financial and technical, could be devised, 
further improvements might be made through international and bilateral relations. 

Experience had also taught his country that high political commitment, an endeavour to 
ensure an equitable distribution of health resources, aid the consideration of health as an 
integral part of development together with the coordinated efforts of the social and economic 
sectors, were prerequisites for successful achievement of the goal of health for all. Thus 
the formulation of a national health policy should be accompanied by reforms in the existing 
infrastructure and measures to ensure the participation of the community. 
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Furthermore, planning should be not only participatory but innovatory, and concerned 
with establishing priorities and with defining what combination of resources and technologies 
should be incorporated at each level, starting with individuals, the family and community 
care and continuing with intermediate and central support and the referral level. One of the 

most important elements of success was the active involvement of communities in the process 

of development and a positive attitude to one's own health. To that end, and with the aim of 
reaching hitherto neglected groups of the population, education of the public was essential, 

and a change was needed in the concept of health manpower training. Existing health workers 
in his country would be reoriented and re- trained and new categories of health workers 

provided to work with them. 
In view of the enormous task involved in implementing primary health care, a 

satisfactory budgetary distribution was important. Cooperation was needed between developed 
and developing countries and between the more and less prosperous sectors within countries. 
In that connection, he stressed the importance of the development by WHO of the country 
health resource utilization studies - a valuable tool. 

A considerable change had already undoubtedly taken place in the concept of the health 

delivery system, but progress towards health for all could only be slow so long as "kingdoms" 
continued to be proclaimed in the vertical programmes of the health infrastructure. The 

introduction of the Common Framework and Format and the 12 indicators - which his delegation 

believed required further simplication - should stimulate thought and action and lead to 

further progress. 
Finally, his delegation supported the views expressed in the two documents before the 

Committee. 

Dr REGКI (Nepal) said that Nepal had been one of the first countries to respond to the 

call of the goal of health for all by the year 200, and the Government was committed to 

providing basic minimum health care to every sector of the population. It was endeavouring 

to mobilize internal resources and exploring the possibilities of receiving help and 

cooperation from friendly countries. In pursuit of the aim of decentralization, health 

committees were being established in each district. Health posts were being set up in all 

75 districts of the country and basic health programmes had been started in some districts. 

A countrywide system of hospitals had been established. Efforts to control communicable 
diseases had been enhanced by the introduction of an expanded programme of immunization. 

Time was short for achieving the goal of health for all by the year 2000, and new 

efforts were needed. The passing of resolutions and political commitment might have some 

effect, but the actual implementation of activities lay in the hands of administrators who 

had hitherto been unfamiliar with the idea of health for all. Community participation was, 

of course, essential, but it was not an easy task to discover how to achieve it. All sectors 

should be encouraged to cooperate in pursuit of the goal. 

The developed countries could help by mobilizing resources: most developing countries 

were particularly lacking in health service management and information systems. WHO could 

also help in that connection. 
In conclusion, all the countries of the world should be viewed as one human body: if 

one part of the body was not functioning properly, it could not be considered healthy. The 

developed countries should help the malfunctioning parts of the world's body by providing 

technical assistance and, above all, finance. 

He supported the draft resolution contained in resolution ЕВ73.R6. 

Dr PRIETO (Argentina) recalled that his country had a long tradition of membership of 

and cooperation with WHO and РАНО, but the unfortunate interruptions in its constitutional 

development and, in particular, the recent authoritarian regime, had led to constant changes 

in its health policies. Now, however, under a democratic government presided over by 

Dr Raul Alfonsin, his country had returned to the World Health Assembly to reiterate its 

support for the goal of health for all by the year 2000 and the strategies of primary health 

care expressed in resolution ЕВ73.R6, which it wholeheartedly supported. 

Those comments on Argentina's recent history were made in order to facilitate 

understanding of the efforts now being made to reverse the effects of a disastrous economic 

situation which had hit hardest the most vulnerable groups of the population. In a large 

country with only 30 million inhabitants the task was a formidable one. Although the 

Government could count on the support of the legislators, health policy makers faced many 

obstacles at the administrative levels, where the personnel was frequently indifferent and 

often opposed to change. Efforts were, however, being made to change the structures to face 

up to the challenge of the shift of emphasis from curing disease to fostering health. 



А37 /А /SR /3 

page 7 

To that end, the following policies had been adopted: priority was being accorded to 
primary health care through decentralization of services and community participation in 

cooperation with the social security sector; an attempt was being made to achieve a fairer 
distribution of national income and health services which should lead to a reduction of 
malnutrition and infectious and occupational diseases; a more equitable distribution of 

drugs, food and equipment was being ensured through appropriate legislation; and the State 
was assuming responsibility for hospitals, abandoning the outmoded idea of their being 
charitable institutions and transforming them into health centres available to all. For the 
Argentina's new Government was convinced that a true democracy was an essential condition for 

the realization of the goal of health for all by the year 2000. 
In conclusion, he reaffirmed his country's sympathy with all those Latin American 

countries which, like Argentina, were suffering the effects of the economic recession and 

were trying to develop despite the high social costs. With renewed courage, all were 
working to achieve a better life for their peoples. 

Dr MANTRA (Indonesia) said that the basic concept of the strategy for health for all by 
the year 2000 was reflected in Indonesia's state policy and national development strategies 
as well as in its national health system. The latter comprised three major elements, 
namely, the underlying philosophy of the basic policies, the strategies for long -term 
development to achieve health for all by the year 2000, and the basic structure on which the 
various efforts in other related sectors were organized and coordinated. The long -term 
objectives were five: to enable the people to take responsibility for their own health and 
live a healthy and productive life; to promote an appropriate environment in support of the 

people's health; to improve nutritional status; to decrease morbidity and mortality rates; 
and to promote a healthy and prosperous family life through the acceptance of the small and 
happy family norm. 

To achieve those objectives, five programmes were being carried out: strengthening of 
the health delivery system; development of health manpower; implementation of a national 
drug policy; strengthening of the nutrition and environmental health programmes; and 

development of health management and health legislation. 
Past experience had shown that where resources were limited an integrated approach was 

essential. The health information system and the managerial capacity of middle -level and 

lower -level workers, especially those related to primary health care, were being 
strengthened, and high priority was being given to health education. Mortality rates were 
high in Indonesia - particularly infant mortality due to communicable and diarrhoeal diseases 
and malnutrition. A first priority in the fourth five -year development plan was therefore 
the integration of activities in maternal and child health, family planning, immunization, 
nutrition, and diarrhoeal diseases. Indicators were being developed, with particular 
emphasis on those activities, on the basis of the global indicators developed by WHO and 
Indonesia's policies and guidelines for the achievement of health for all. Despite the 

problems involved in the development of indicators, his country was convinced that monitoring 
and evaluation of the implementation of the strategy for health for all by the year 2000 was 

an essential activity. 

Dr HAMDAN (United Arab Emirates) said that his country had begun efforts to implement 
the Strategy: that was in accordance with its Constitution, which guaranteed to all citizens 

the right to health care free of charge. Some problems were currently being encountered in 

connection with the provision of free medical care and efforts were being made to solve them 

and to avoid the over prescription of drugs. 
His Government had reported to WHO on the implementation of its national strategy in 

accordance with the 12 global indicators. It was necessary for all countries to work 
together with the Organization in order to achieve the goal and all governments should 
realize its importance for their respective countries and regions. Considerable progress 
had been made since the Declaration of Alma -Ata and he hoped that if the objective kept 
constantly in mind it would be possible to provide health care for all even before the year 

2000 and to ensure social and economic prosperity as well as a state of health and welfare in 
his country. 

His Government worked in close collaboration with the Regional Office for the Eastern 
Mediterranean and with the Council of Arab Ministers of Health as well as with the Council of 
Ministers of Health of the Arab Countries of the Gulf area, and regional problems were 
discussed in detail at meetings of those bodies. His Government was endeavouring to develop 
its health information system so that the Ministers could make use of the data collected to 

ensure a high level of health care throughout the Region. It also desired to collaborate 
with the developed countries and hoped that the latter would be in a position to provide the 

assistance his country needed in the field of trained health manpower and health technology. 
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He noted the importance of improving the standard of living of all workers and pointed 

out that human beings required adequate food and housing if they were to play a productive 

part in society. 

The various ways in which the global indicators had been interpreted showed that there 

might be varying approaches in different parts of the world and it was for that reason that 

it was important for Governments to discuss a coordinated approach at the Health Assembly. 

In conclusion, he expressed his approval of the reports before the Committee. 

Dr BELLO (Venezuela) said that Venezuela had already achieved some of the goals proposed 

for the year 2000, and others would be achieved before then, but certain goals were 

completely out of its reach by that date for reasons of population structure. One of the 

goals achieved was the infant mortality rate which, for 1982, was 29.8 deaths per 1000 

• liveborn. He further noted that mortality for children aged 1 -4 years was 2:1000 in 

Venezuela; that figure gave cause for concern since it was more than three times the 

mortality rate for children of that age in developed countries. Figures for mortality at 

other ages compared favourably with those of other countries. In view of the relative 

success achieved in Venezuela against infectious and contagious diseases in children under 

five years of age, the difference, in his opinion, was principally due to malnutrition even 
when that did not appear as the cause of death on the death certificate. Life expectancy at 

birth in Venezuela in 1982 was 69.18 %, and the adult literacy rate for men and women exceeded 

70 %. 

However, despite the Government's official support for health for all by the year 2000 
and its emphasis on primary health care, the truth was that in the last few decades the 

country had become increasingly dependent on sophisticated modern technology concentrated in 

the urban areas to the consequent detriment of the poorer rural areas. The challenge facing 
the Government was to reorient the system and transform the health infrastructure so as to 

achieve a better return from the amounts invested in health. 

So far as global indicator 2 was concerned, although administrative and legislative 
mechanisms had been formed for involving people in the implementation of strategies, serious 

difficulties were still being encountered regarding their functioning, one being the 

traditional concept that everything could be left to the State. In connection with the 
social and economic global indicators relating to the proportion of the GNP spent on health 
and the use of a reasonable percentage of the national health expenditure for local health 
care, he was unable to give exact figures, despite the substantial sums allocated to health 
care in his country, because of the multiplicity of institutions and the variety of 
administrative systems and legal norms involved. 

In conclusion, he again noted the impossibility, for demographic reasons, of achieving 
certain goals by the year 2000. In particular, the goal of 50% of deaths being due to 

circulatory diseases and 20% to tumours could not be attained in his country with its 

relatively young population, only 14.5% of which were over 45 years of age and 3.3% over 
65. It was estimated that in the year 2000 only 17.8% of the population would be over 
45 years of age and only 4.4% over 65. 

Professor Renger took the chair 

Professor JAКOVLJEVIC (Yugoslavia) said that he would present the views of the Ministers 
of Health of the Non -aligned Countries who had reviewed the Global Strategy at their eighth 
meeting, held on 9 May 1984. Expressing their approval of the report of the Executive Board 
and the comments by the Director -General currently before the Committee, the Ministers had 
decided to submit a draft resolution on technical cooperation among developing countries in 

support of the goal of health for all by the year 2000. The basic aim of the draft 
resolution, which would be sponsored by Yugoslavia and several other countries, concerned the 

contribution to be made by the developing countries towards the implementation of the Seventh 
General Programme of Work of WHO. The Ministers of Health of the non -aligned and other 
developing countries, in resolution II (see document А37 /INF.DOC. /6), had adopted a 
medium -term programme for the period 1984 -1989 and an initial plan of action for 1984 -1985 
with the aim of mobilizing all the efforts and resources of the developing countries for the 
implementation of the global and national strategies. The Ministers had reviewed Executive 
Board resolution EB73.R6 and, while endorsing the general lines of the draft resolution 
contained therein, proposed the following amendments: 
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1. In the third preambular paragraph, in the second line, after the word "development ", 

insert the words "based on the principles of the New International Economic Order ", the 

paragraph to read: 

Noting that the attainment of the goal of health for all by the year 2000 is 

intimately related to socio- economic development based on the principles of the New 

Interational Economic Order, and commitment to and the preservation of world peace; 

2. After the third preambular paragraph, add two new paragraphs, to read: 

Recognizing the determination of all countries to contribute fully to achieving the 
goal of health for all through reinforcement of individual and collective self -reliance, 

of which technical cooperation among developing countries is an essential element; 
Aware that cooperation among all countries and support by developed countries and 

international organizations can significantly contribute to a more rational use of 

available resources; 

3. After subparagraph (2) of operative paragraph 4, insert a new subparagraph (3) to read: 

(3) to call upon the developed countries to provide urgent and appropriate 
technical and economic support to developing countries on a bilateral basis or through 
WHO, other UN agencies and international organizations; 

former subparagraphs (3) and (4) of operative paragraph 4 being re- numbered accordingly. 

4. In former subparagraph (4) of operative paragraph 4 in the third line, after the words 
"competence to ", delete the words "support countries" and insert "provide countries with 
technical and financial support ", the subparagraph to read: 

to further strengthen collaboration within the United Nations system and with other 
intergovernmental, nongovernmental and voluntary organizations in their respective fields of 

competence to provide countries with technical and financial support in attaining the goal of 

health for all. 

Mr Sung Woo LEE (Republic of Korea) fully endorsed Executive Board resolution EB73.R6 and 
the draft resolution that it contained. 

His Government had prepared a long -term prospective health plan for the year 2000 and 
since 1980 it had promulgated and enacted the special law on health care for rural areas 
which had cleared the way for the nationwide replication of the results of the community 
health demonstration project carried out during 1976 -1980. 

In addition to the existing network of health centres and subcentres, 2000 community 
health practitioners would be deployed throughout the country by the end of 1985. With the 
primary health care network, Koreans, regardless of their place of residence or socioeconomic 
status would have ready access to good quality health care. 

Dr SO1E (Upper Volta) said that, in his view, the bad state of health of a people was to 
be attributed, not merely to disease, but rather to the factors of marginalization and apathy 
leading to general underdevelopment. Experience in Upper Volta confirmed that no unpopular 
regime aid no economic system based on social inequality could promote a health system for 
all. Until the revolution of 4 August 1983, Upper Volta, although it had signed the 
Alma -Ata Declaration was carrying out a health policy for the benefit of a privileged and 
wealthy minority in the urban areas, which swallowed up more than 75% of the health budget. 
Monitoring of the health of the population had been the least concern of the authorities, 
which explained the current absence of usable statistics. 

In spite of the substantial resources mobilized by WHO on behalf of Upper Volta, the 
level of health in the country was very low, but since 4 August 1983 its adherence to the 
strategy of primary health care had ceased to be mere lip- service for demagogic purposes and 
become a matter of adopting a health system in accordance with the stage of socioeconomic 
development of the country and a response to the need to provide essential care to the whole 
population mainly from the countries own resources. The primary concern was to decentralize 
the resources available for the benefit of the rural masses. To that end, the national 
health administration had been adapted to the administrative restructuring of the country 
into 25 provinces. A pyramidal structure had been adopted with primary health care posts at 
village level, 465 health and welfare centres run by nurses each serving 15 000 to 20 000 
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people, 50 medical centres run by doctors, 10 regional hospital centres with 
multidisciplinary medical teams and two national hospitals for specialist care. 

The country's health policy gave priority to preventive rather than curative medicine, 
the latter being considered too costly, selective and limited. That approach was 
necessitated by the low level of development in a country in which morbidity and mortality 
rates were still high as a result of diseases, such as malaria, measles, diarrhoeal diseases, 
bronchial and pulmonary infections, meningitis, yellow fever, leprosy and schistosomiasis. 
His Government was convinced that the state of health of the population could only be 
improved by immunization, health education and other actions consciously taken by the 

communities themselves. 
Measures taken to achieve the goal of health for all by the year 2000 were based on such 

factors as rural development, with a view to self - sufficiency in food and in drinking -water, 
national education and scientific research. 

No success could be achieved otherwise than through application of the principle of 

integrated development which, taking into account the limitations and interdependence of the 
different sectors, permitted national use of the resources available and was therefore 
paramount. In that connection, it was necessary to stress that external cooperation in 

health should be integrated into each country's national health plan, respecting the 

country's choices in matters of socioeconomic development. Otherwise it would entail only 

disorder and waste of resources. 
Health for all by the year 2000 would not be attained without enlightened and 

responsible individual effort within effective community participation organized on the basis 
of a political system devoted to the interests of the country. Without a health system 

organized on those lines WHO's various resolutions would remain a dead letter. 

Dr TSHABALALA (Swaziland) congratulated the Executive Board on its constructive report. 

Her Government had developed a comprehensive national health policy which placed emphasis on 
the provision of primary health care to all communities and which, it was hoped, would 

provide guidance for both health care under government auspices and nongovernmental health 

care delivery systems. In addition, the Ministry of Health had drawn up an indicative health 

plan with specified priorities, objectives and targets, as well as providing its input to the 

five -year development plan. 
With regard to the reorientation of the health system, her Government had already 

prepared guidelines on decentralization of health care, mentioning the part to be played by 

the task force on decentralization and the district health management teams that were 

starting to be formed in a few districts and included technicians from the Government health 

care system and from non -Government institutions. Furthermore, community health committees, 

of which the aim was to have 38 over the following five years, had been formed to help in the 

planning, implementation and monitoring of the communities' priority activities. 

Orientation of health personnel had begun and some middle -level managers and clinic 

supervisors had received training in technical and management skills and a few of them in the 

supervision of primary health workers. Some reorientation had also been undertaken with 

regard to health assistants on water and sanitation projects in communities. There still 

remained a need for some reorientation of staff in the Government and non -Government health 

sectors. Favourable cooperation had been achieved with the nongovernment organizations which 

had formed a national body that worked closely with the Ministry of Health in the 

implementation and monitoring of primary health care strategies. Some discussions were still 

needed however. 
Her country had been confronted with a number of problems due to drought and floods, and 

resettlement of communities had proved a slow process. But Swaziland was optimistic that the 

target set would be reached on time, although it was aware that, since funds had had to be 

diverted for rehabilitation purposes, financial problems would undoubtedly arise. 

She noted the great need for Member States to give emphasis to the development of 

managerial processes for the implementation of the Global Strategy. It seemed to her that 

the importance of so doing had not as yet been generally recognized, which explained the 

problems encountered in planning and monitoring and intersectoral cooperation and 

coordination. Most countries now recognized, she assumed, that external assistance was 

needed for the strengthening of those processes. Failing that countries would continue to 

have difficulty in monitoring and evaluating their health systems. 

Reference had been made to policies and plans, but it did not as yet appear evident that 

all such plans had received full discussion within the countries themselves with those who 

would be called upon to implement the programmes and collect the data for the reports. There 

was need to look into the possibilities of team work, and the provision of adequate 

leadership, which was important to the timely production of monitoring and evaluation 
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reports. Assistance in building up health information systems, as well as in the management 
of financial resources was also needed. She noted that very few countries had made a study 

of the financing of the health care system, which was why most of them did not know how much 
was being spent on primary health care. 

Her delegation supported the resolution proposed by the Executive Board. 

Professor SYLLA (Senegal) said that both the report of the Executive Board and the 
statements made in the discussion had made sufficiently evident the complexity of the task of 

assessing progress towards the Global Strategy of Health for All. 
His delegation had noted the comments made with regard to the 12 global indicators 

prepared by WHO, which showed that many countries had encountered difficulties in respect of 

indicators which were not of a specifically medical nature but related rather to social and 

economic factors. For instance, evaluation of the percentage of the gross national product 

spent on health had given rise to real difficulties where a large number of developing 
countries were concerned. Improved intersectoral cooperation and a better flow of 
information could counter such difficulties and facilitate the introduction of simplified but 

effective systems of monitoring and evaluation. Indeed, the previous session of the Regional 
Committee for Africa had strongly emphasized the desirability of a better understanding of 

those WHO indicators. 
Accordingly, his delegation would support the draft resolution submitted by the 

Executive Board, and he expressed the hope that the recommendations made during the 
discussion in Committee A would promote greater understanding of evaluation problems in the 

forthcoming seminars on primary health care to be held in Africa under the auspices of WHO. 

Dr SOTELO (Peru) stated that his Government was actively and unreservedly implementing 
the strategies for achieving the goal of health for all by the year 2000 through primary 

health care and community participation. The principal features of that process had already 

been communicated to the Health Assembly by the Minister of Health of Peru, and he wished 

merely to highlight for the Committee's attention a few points that had emerged in recent 

months as of particular impоr�.ance to the achievement of health for all in his country. 

He had in mind particularly the development of human resources for primary health care 

based on a careful assessment of community needs and the part that those members of the 

community who had always participated in health work, such as volunteer health promoters and 

traditional birth attendants, could play in extending services. 

Another matter of importance was the plan to promote health literacy, through the mass 

media in order to reach the whole population, with a campaign covering in a first phase the 

technique of oral rehydration, the benefits of vaccination under the Expanded Programme on 

Immunization, and certain aspects of family planning. 

The third point that he wished to single out was the application in health work of the 

risk approach which had begun in the field of reproductive health where the effort was 

concentrated on helping young women to have their pregnancies at the best age for them and 

better spaced, so that they would have smaller families. 
The final point was the entire restructuring of the support given by the health system 

to the primary levels of care, particularly in administrative and financial matters. 

His country commended the Secretariat on its efforts to assess the progress being made, 

and he reiterated Peru's commitment to continued participation, not only nationally but also 

within the subregion and the hemisphere and at the global level, in WHO's endeavours. It 

hoped that the external technical and financial cooperation provided for health work and 

applied mainly to primary health care in line with the Strategy would be used to the best 

effect and to that end Peru was making every possible effort for coordination of that 

process, which it saw as basic to ensure the most effective use of resources. 

Dr FERNANDO (Sri Lanka) considered that the main emphasis of the Executive Board's 

report had been rightly laid on reviewing the relevance of the strategies to the goal of 

health for all aid progress in their implementation. 

Commenting on a number of points in the report, that were relevant to the position in 

Sri Lanka, he stated first of all, that his country was among the very few, in the words of 

paragraph 19, that had established a national policy and strategy review mechanism in the 

form of a national health development council. The comment in paragraph 24 on the lack of 

specific targets, a time -frame or a resource projection in national plans did not apply in 

the case of his country where the preparation of a prospective plan of action up to the year 

2000 was under way. Paragraph 26 stated that few countries appeared to have adequate 

planning processes installed as an integral part of management processes and that was indeed 

the case in Sri Lanka. He agreed that it would be essential to give priority to such 
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efforts. Consequently, the planning unit had been progressively strengthened over the past 
three years, although further strengthening was still required. 

Sri Lanka had already recognized the need for reorientation of the health system 

(paragraphs 35 and 36). It was envisaged that the strategies adopted would be evaluated in 

early 1985 and presented to the national health development council. Feasibility trials 
would be required before new systems were implemented throughout the country. 

On the question of community involvement (paragraphs 44 and 46 in particular) he 

explained that the community involvement had been taking place in Sri Lanka, thanks to the 

establishment of gramodaya mandalayas. The role of volunteer health workers called for 

special evaluation, both with regard to its effectiveness and to how motivation could be 

sustained. 
With regard to the orientation and training of health workers the comprehensive approach 

advocated (paragraph 55) for manpower development was being developed in Sri Lanka, where a 

special national institute of health science was taking the proposed changes into account in 

its manpower development plans. 
As for the mobilization of material and financial resources (paragraphs 60 and 61) 

Sri Lanka's expenditure on health in 1980 had amounted to only 3% of gross domestic product. 

The need for a review of the health budget and the allocation of resources for primary health 
care had been realized and, as the Minister of Health of Sri Lanka had stressed, the 
difficulties of moving away from the medicalization of society towards primary health care 
were appreciated. 

Regarding coordination within the health sector and with other sectors concerned with 
health development (paragraph 69 and 72), Sri Lanka would be undertaking a review of the 
effectiveness of the national health development network. Although a certain amount of work 
had been done in defining tasks of health workers, it was felt that more was required. 

His Government shared the general view regarding the need for more effective cooperation 
with other countries (paragraph 76), considering that in manpower development, among the 
areas cited, that need was particularly acute. A list of requirements had been drawn up but 
TCDC mechanisms had not yet provided sufficient results. A recent meeting of senior 
officials in the South -East Asia Region should help considerably. 

As regards the relevance of WHO's functions and structures in relation to implementation 
of the Strategy, and in particular, the measures introduced to strengthen the role of the WHO 
programme coordinator and representative (WPC) at country level and the participation of 
Member States in guiding, coordinating, monitoring and evaluating WHO activities at that 
level (paragraph 103 and 107), Sri Lanka was carrying out periodic three -monthly reviews of 
the WHO programme in the country, and he commended the cooperation of the WHO programme 
coordinator in that respect. 

The statement in connection with the mobilization of external resources for health, that 
without a serious effort at the national level in a number of directions enumerated, 
including alternative ways of financing the health system and strengthening health system 
management, it would be very difficult for countries to achieve any degree of self -reliance 
(paragraph 137) prompted him to suggest that WHO should also support the bilateral efforts 
being made by countries towards mobilization of extra resources. 

With regard to the conclusions and future outlook he agreed that health was indeed not 
yet receiving a high priority in the allocation of national resources (paragraph 147). That 
was so in Sri Lanka, but it was hoped that a better share would be set aside in 1985. The 
estimation of the resources currently going in to the health sector was indeed far from a 
straightforward exercise with which most countries had difficulty (paragraph 148), including 
his own. 

The Board had identified the strengthening of national capabilities to carry out 
managerial processes as a suitable area for intensification of WHO technical cooperation 
(paragraph 149). WHO had already been undertaking that function in the South -East Asia 
Region and it was hoped that the effort would be intensified still further. 

He noted, in conclusion, that the infant mortality rate in Sri Lanka had been reduced 
from 38.1 to 34.4 per 1000 live -births. He expressed his delegation's confidence that 
Sri Lanka would be able to achieve health for all by the year 2000. 

Dr HASSOUN (Iraq) first of all expressed his deep regret at the recent death of Dr Braga 
of Brazil, whom he had considered not only as a friend but also as an outstanding personality 
in the Executive Board and in the Health Assembly. 

Comending the Executive Board's report, he agreed that the common framework and format 
had elicited a high degree of response, although not all the information submitted had proved 
of an adequate level. That had been the case in respect of his own Region. The reasons for 
that were probably not mainly the shortage of data but the type of data required. He would 
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accordingly appeal to WHO to cooperate with developing countries facing problems in 

monitoring their strategies largely because of a lack of trained manpower. 

He wished, in common with a number of delegates, to point out that it would be 

impossible to attain the goal of health for all by the year 2000 if the tragic world 

situation overshadowed by wars in various areas were allowed to continued. It was impossible 

to achieve total health without peace, and he echoed the words of the Director -General at the 

present session in calling for the orchestration of all voices into a harmony in pursuing the 

struggle for health for all. 

He fully supported the draft resolution proposed by the Executive Board. 

Dr QUIJANO (Mexico) presented to the Committee some of the most recent information, 

collected in 1981, on measures being taken in his country to implement the Global Strategy. 

With reference to the indicators, he noted that the general mortality rate had decreased 

from 6.38 in 1978 to 5.89 per 1000 in 1981, and the infant mortality rate from 56 to 35 per 

1000 live -births, most of the latter mortality being due to infectious and parasitic 

diseases. Maternal mortality had decreased from 1.4 to 0.9 per 1000 between 1970 and 1980, 

and life expectancy at birth stood at 64.2 years of age. The proportion of the population 
with access to safe water stood at 71 %. The illiteracy rate had been reduced from 22% to 13% 

in 1980, when children registered for primary education numbered 15 million. The number of 

homes available had risen by almost 3 million between 1973 and 1980, or 31 %, half of the 

latter having adequate sanitary facilities. The trend towards urbanization was apparent from 
the fact that the percentage of the population living in rural areas had gone down from 43% 
in 1970 to 35% in 1980. The economically active population over that same period had 
increased from 12 to 19 million, the proportion engaged in primary sector activities 
remaining almost stable and the proportion engaged in the secondary and tertiary sectors 
showing a significant increase. 

As regards population structure, the proportion in the under 15 age -group had fallen 
from 46% to 42% over the past ten years. During 1981 -1982 over a million students were 
registered in higher education centres, some 90 000 of whom were intending to join the health 
professions, the annual output of doctors from medical schools being 13 000. Progress had 
been achieved in health service coverage, 43.5% of the population were receiving their care 
from social security institutions, while 112% increase had been achieved in the 

infrastructure serving the general population, in absolute terms an increase from 3479 to 
7372 primary health care units. That increase had been made possible by two programmes, one 
a Government -financed programme catering for rural populations financed from general 
Governments funds and the other providing health coverage in urban fringe areas, by the 
Ministry of Health. Basic services were thus provided for 16.5 million persons, not 
including those served by the private sector. 

Mexico aimed to achieve self -sufficiency in health inputs, particular emphasis being 
placed on the production of biologicals and pharmaceuticals, and of medical equipment. In 
December 1982 the Government had promulgated a series of measures to overcome the shortage of 
drugs, followed in February 1984 by a Presidential Decree promoting and regulating the 
pharmaceutical industry. A greatly simplified list of essential drugs had been prepared, 
including 329 generic drugs and 484 pharmaceutical formulations, which was a useful guide to 
their better use. 

Dr BARRIOS (Nigaragua) expressed his approval of the Board's report and the 
Director -General's comments for the valuable information they contained. 

In Nicaragua the highest political, technical and economic priority had been given to 
the practical application of the right of all citizens to health and to the attainment of 
health for all by the year 2000. Both Government and people were making the necessary 
efforts to achieve those goals. However, the great inequality between the developed and the 
underdeveloped countries, aggravated by the economic pressures exerted by transnational 
corporations and international and private credit institutions, clearly reflected a political 
policy diametrically opposed to the goal of health for all. In the case of Nicaraguan and 
other friendly peoples, those pressures had gone further and involved unprovoked aggression 
in the economic, political and military fields, applying the law of death and destruction to 
everything that the people had built up with their sweat and blood. 

With regard to the situation in the Americas, he wished to place on record his 
Government's deep concern at the political, economic and social crisis prevailing in the 
Region. His country's external debt situation was becoming more daily critical and the 
external trade deficit was increasing impressively, thus adversely affecting the importation 
of the inputs required for development. Attainment of the health for all goal would depend 
not only on the determination shown by developing countries but also on the awareness and 
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firm commitment of the developed countries to fulfil their historic undertakings to strive 
for peace, so that all could work together to attain the social goals of twentieth century 
man and thus make for a better world in the 21st century. That would be possible through the 
establishment of a new international economic order in which the inequalities between 
countries would be progressively reduced. 

Mr AL -HAMER (Bahrain) said that the questions which the Committee had to consider in 

particular were what systematic progress had been made towards the global goal of health for 

all through primary health care, whether a comprehensive manpower policy had been worked out 
and whether sufficient attention had been paid to the important issues of health 
administration, health information and continuing education. In parallel it would have to 

assess the issue of research and its orientation towards community needs. There was general 
agreement, he hoped, that health was not a separate entity and could only be achieved in the 

context of equality, economic progress and proper living conditions. It was the function of 
an effective monitoring system to evaluate the progress made in the achievement of those 
aims. If those issues were systematically addressed the goal would be achieved by the 

appointed time. 

Dr SYLLA (Guinea), expressing his appreciation of the realism shown by the Board, said 
that the striking absence of reliable information on some of the major indicators, commented 
upon by the Director -General, was certainly a feature of the majority of African countries, 
including his own. The Board's report was particularly opportune in that it brought out 
clearly the shortcomings of national information systems. That should incite the 

Organization to make greater use of all the appropriate ways and means of assisting the 

countries that so desired to strengthen their management capacity and promote intersectoral 
activities, failing which reliable information on some of the 12 global indicators would be 

difficult to obtain. In his opinion the multisectoral approach to health activities had to 
begin at the level of the training of health and other manpower. The subject chosen for the 

Technical Discussions at the Thirty - seventh World Health Assembly was especially timely, 
since training colleges and universities had a most important part to play in implementation 

of the strategies for health for all. A rearrangement of health training curricula had 

already been undertaken in Guinea. For the past two years the three secondary health 

training colleges had adopted a new curriculum adapted to the primary health care profiles. 

A chair of public health had now been created in the Faculty of Medicine for teaching methods 

of epidemiological surveillance, applied nutrition and health service management. A group 

of 125 medical students had attended a primary health care seminar on completion of their 

training and were now carrying out preliminary surveys in rural areas to collect information 

for their doctoral theses. 

Mrs BONNER (International Federation of Health Records Organizations) recalled that the 

Director -General, in his opening address, had urged countries to use the process of 

evaluation as a springboard for action. During the debate, several speakers had stressed 

the lack of reliable information and had admitted that the collection, analysis and 

utilization of information needed strengthening in most countries. Very often simple, 

pragmatic and effective procedures and methodologies, appropriate to the economic and social 

conditions obtained in each country, were all that was needed to being about the required 

changes in national health systems, and to enable health services to monitor and evaluate 

progress and to modify indicators as required. In that connection she wished to draw 

attention to the existence and objectives of the organization that she represented - the 

International Federation of Health Records Organizations. 
The Federation had been founded 30 years ago as a medical records organization. 

Fifteen years later, in line with modern trends in medicine, it had changed its aims and - 

symbolically - its name to health records. Present practice was to use the combined term 

medical /health records, indicating that the records were used, both for diseases, mortality 

and morbidity, and for health in primary health care, i.e., for both curative and preventive 

medicine. 
A number of projects had been developed in collaboration with WHO, which was directly 

concerned in the improvement of health records, one of the first being a comprehensive survey 

of training programmes in health statistics in Member countries, mainly geared to hospital 

practice. Since 1978, the health for all and primary health care strategies had greatly 

influenced subsequent projects as could be seen from some of their titles: primary health 

records, reporting and using data generated from non- hospital medical /health records, 

training trainers of primary health workers, and ways of improving health records. 
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The Federation had at present a membership of only about 20 national organizations. 
But it believed that, with the support of WHO in channelling governments' needs and notifying 

specific requests, the Federation's knowledge and expertise in the collection, effective use 

and evaluation of health information could bring about significant progress in national 

health systems. 
As for future projects, they would obviously depend on the knowledge available and the 

help needed in different parts of the world. Among the topics mentioned in the past, the 

following could be cited as examples: a list of education and training programmes available 

in Member States; a bibliography of publications in the field of medical /health records; 

and the organization of workshops, particularly in developing countries. 

The Federation was, of course, ready to supply WHO and its Member States with whatever 

further information they might require and would welcome comments and suggestions so that its 

efforts would correspond to the needs and it could contribute effectively to the common 

struggle for health for all by the year 2000. 

Dr KLIVAROVA (Czechoslovakia) said that she was fully aware of the difficulties involved 
in compiling a report on the progress made toward health for all in a single region, let 
alone at the global level. There were, however, a number of comments that had to be made. 

Some of the global indicators appeared rather too general in nature, inadequately reflecting 
the real conditions in the country, and the introduction of qualitative indicators by regions 
should be a priority task. For example, the percentage of the gross national product spent 
on health gave no idea of the amount actually spent by governments on health. On the other 
hand, the number of doctors and intermediate -level health workers, although a quantitative 
indicator, at the same time reflected the level of health care aid was thus also a 
qualitative indicator. That applied also to the numbers of students graduating from 
university medical faculties and from intermediate medical schools. The number of hospital 
beds was also both a quantitative and qualitative indicator; it showed the population's 
access to hospitals and highly qualified specialist services, and not merely to primary 
health care. Nevertheless, it was not included in the monitoring procedure. 

The question of water supply should not be confined to access to sources of supply, but 
should cover also the quality of those sources, both in rural and urban areas. 

Another important subject was the action taken by health services to apply the results 
of scientific progress. In her country, for example, the immunization programme was firmly 
established, covering over 90% of the child population. Excellent results had been obtained 
in the control of diphtheria, poliomyelitis, pertussis, measles, and rubella in girls, and a 

programme of parotiditis vaccination was now being started. 
The Czechoslovak health service issued annually a reference book on a whole range of 

qualitative and quantitative indicators which was sent to the Regional Office for Europe and 
to WHO headquarters. 

Systematic measures to provide generally available medical and health services aid to 
create favourable living and working conditions for the population had been initiated in her 
country almost 40 years ago. It should never be forgotten that health care and protection 
were an essential criterion of a country's socioeconomic and cultural level. 

One of the principal prerequisites for the achievement of health for all was world peace 
and the curtailment of the arms race, and she would like to see a reference to that included 
in the draft resolution proposed by the Board in resolution ЕВ73.R6. 

The CHAIRMAN explained that, as the discussion on the current item, if continued at the 
next meeting, would overlap with the Technical Discussions, it had been decided not to 
proceed with it immediately in order to allow delegates who so wished to participate in both 
discussions. The further discussion of item 19 was accordingly postponed until 
Monday, 14 May. Meanwhile, Committee A would continue its work on Saturday, 12 May, taking 
up item 20 - Infant and young child nutrition (Progress and evaluation report; aid status of 
implementation of the International Code of Marketing of Breast -milk Substitutes). 

The meeting rose at 12h40. 


