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REPORTS OF THE REGIONAL DIRECTORS ON SIGNIFICANT REGIONAL DEVELOPMENTS, INCLUDING REGIONAL 
COMMITTEE MATTERS : Item 8 of the Agenda (Documents EB77/5, EB77/6, EB77/7, EB77/8, EB77/9 
and EB77/10) 

The Americas (Document EB77/5) 

Dr GUERRA DE MACEDO (Regional Director for the Americas), introducing document EB77/5, 
said that the serious economic situation in Latin America and the Caribbean continued to 
affect the health sector. Economic growth in 1985 had been slow and in most cases negative 
with uncontrolled inflation attaining 610% on average. External debt commitments and 
debt-servicing, which accounted for as much as 40% of the total value of regional exports, 
constituted a major problem. Prices of exports had decreased by 16% over the past three 
years. The adverse economic situation had, however, been accompanied by some interesting 
political developments. While the situation in Central America had remained much as before, 
therç had been a reinstitution of democratic systems in most Latin American countries, a 
trend which might be expected to have favourable repercussions in economic and other sectors. 

In the field of international cooperation, donor as well as recipient countries had 
adopted attitudes which were not always positive and resulting pressures had signified both 
potential and real threats for organizations of cooperation such as the World Health 
Organization. 

The main characteristics of the health sector in 1985 had thus been determined by 
effects of the economic crisis. In general, with three exceptions, there had been a 
reduction in resources allocated for sectoral activities• The impact of such reductions had 
so far only been visible in relation to food and nutrition problems. Trends towards greater 
urbanization of the population, demographic growth and aging of the population had 
continued. However, on the positive side infant mortality had continued to decline» 
increased cover had been provided for a number of special programmes, including immunization 
programmes, and there had been increased linkage of health institutions in many countries of 
the Region, particularly of ministries of health and social security institutions. 
Nonetheless there remained serious defects within health services in general. It was 
estimated that in 1985 over 120 million inhabitants of Latin America were still without 
regular access to basic health services• Integration of the health sector in the global 
process remained unsatisfactory and on the whole understanding of integration from the point 
of view of theory, methodological instruments and promotion left much to be desired• 
Management and organizational defects had led to an unacceptable lack of effectiveness. It 
was estimated that wastage in personal medical care in Latin America and the Caribbean 
amounted to some US$ 10 000 million each year and constituted the greatest single challenge 
which health services had to face. Current health problems in Latin America were a mixture 
of long-standing problems stemming from poverty and emerging problems related to 
development. The Region was increasingly confronted with chronic disease and problems 
arising from the physical and social environment. Challenges faced by the countries of the 
Region in 1985 and which they would continue to face in the immediate future included: 
firstly, a reorientation of research efforts to generate knowledge more appropriate to 
problem-solving in specific country contexts and including an in-depth review of health 
technology, which - it was considered - could have serious repercussions on the effectiveness 
of services； secondly, a more coordinated and effective approach to the mobilization and 
utilization of resources in each country； thirdly, cooperation between countries as a means 
of mobilizing joint efforts to solve problems affecting more than one country or susceptible 
to solution through solidarity among countries; improved integration of the health sector in 
the global development process, in particular in the public sector; the political dimension 
of health, i.e. acceptance of the challenge of the significance of health in the life of 
societies, which was one that seemed so far to have been only partially and superficially 
considered by the Organization. All those measures were designed to improve the capacity to 
cope with the increasing complexity and cost of health programmes in the years to come. 

The Regional Office had in 1985 sought solutions to the problems outlined above within 
the contexts described. Most importantly, an effort had been made to increase the direct 
participation of countries in the Organization, both at the level of governing bodies - one 
step forward being the institutionalization of the Planning Committee - and at national level 
in joint Secretariat-Organization-Government efforts to implement collective resolutions 
taken by the governing bodies. A review was being undertaken of the implementation of primary 
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health strategy in Latin America. It was considered that primary health care had been too 
much regarded only as a programme oriented towards marginal population groups and had not 
been sufficiently utilized for its great potential to change health systems as a whole. 
Efforts in that direction would continue in the future. 

The reorientation of Advisory Committee on Health Research (ACHR) strategies in the 
Region had considerably changed action strategies with the establishment of a permanent 
instrument for the development of the Organization's research policies, while at the same 
time more clearly defining research priorities which the resources of the Organization made 
it possible to promote. Subregional development strategies were being implemented, Central 
America having been given greatest attention in 1985 but also contemplating the 
English-speaking Caribbean and the Andean subregion. The Expanded Programme on Immunization 
had also been given particular attention, with the adoption of the target to eradicate 
indigenous transmission of wild poliovirus from the Americas by 1990 and the adoption by 
three countries of the Region of the target to eradicate measles. Special efforts had also 
been undertaken in the fields of technology, essential drugs and acute respiratory infections. 

The РАНО Directing Council/WHO Regional Committee had approved the РАНО 1986-1987 
budget• The total regular programme budget stood at some i 170 million and it was hoped to 
mobilize some $ 800 million to support national health programmes, some $ 110 million being 
channelled through the World Health Organization. The Organization would thus have a budget 
of some $ 280 million for 1986-1987. The final budget contained slight changes to the 
proposals considered by the Executive Board and Health Assembly in 1985 but they did not 
seriously affect programmes or the overall budget. The Regional Committee had also approved 
the regional budget policy and determined priorities for the implementation of the 1986-1987 
budget. The need to make infrastructure activities the focus of the cooperation activities 
of the Organization as a whole had been marked as a priority. 

The Regional Committee had also reviewed the Expanded Programme oil Immunization; 
approved the plan of action for the eradication of indigenous transmission of wild poliovirus 
by 1990; reviewed the maternal and child health programme and, in particular, the 
implementation of family planning policy； and considered problems related to health in 
adults, including the integrated approach to chronic diseases, the growing problem of drug 
abuse, hepatitis and particularly hepatitis В including the production of vaccines in Latin 
America, the problems of control of Aedes aegypti in relation to the potential threat of 
yellow fever and dengue fever, and the emergency preparedness programme with the 
recommendation that it should be better integrated into the Organization's normal activities. 

Regional Office efforts to increase efficiency and provide increased response to 
countries* needs for cooperation had been focused in 1985 oil the implementation and pursuit 
of management strategies approved in 1984, the review and development of the Regional Office 
system of planning and programming, especially the annual operational programming and 
quarterly administrative programming. 

One of the greatest needs in Latin America was for an effective system of evaluation of 
activities, including evaluation of cooperation programmes and of performance, of both 
operative units of the Organization and individuals. Attempts were being made to follow up 
ideas suggested by the Director-General to establish systems of programme auditing in 
addition to existing financial auditing. 

The coming year would see the continuation of the process of decentralization of 
activities together with the strengthening of the technical, administrative and scientific 
information systems to support the development of all such efforts. As in 1985, the 
development of staff would be continued, especially through training at the managerial 
levels. Special activities directed to the preparation of health leaders had been started in 
1985 and would be expanded in 1986. 

Despite the expected continuation of the economic crisis into 1986 it was hoped that 
there would be some favourable developments in the solution of the economic problems. That 
would make it possible to continue the efforts of 1985, but there was a need to concentrate 
resources and focus increasingly on health sector priorities, to increase the overall 
effectiveness of the sector and the Secretariat and to avoid wastage. Whereas in 1984-1985 
there had been an increased productivity of 6%, it was hoped to achieve a 10% increase in 
1986-1987. 
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Professor MENCHACA praised the succinct but penetrating report. The serious 
repercussions which the economic crisis and the burden of the external debt were having in 
the health sector, particularly in the Region of the Americas, had reached serious and 
sometimes alarming proportions. As was stated in the report, socioeconomic indicators had 
reflected serious economic decline over the past year. He shared the view expressed in the 
report that there must be optimum utilization of the resources allocated for health by means 
of priorities at country level and maximum development of operational capacity in health 
services. Latin America had spent over i 5000 million in drugs in 1985. That situation was 
intolerable: not only were the countries involved unable to maintain such a rate of 
expenditure； the drugs themselves were failing to reach all sectors of the population. The 
system of programming, planning and evaluation of cooperation established by РАНО/WHO was of 
great importance as it encouraged improved budgetary management and control and greater 
impact of cooperation. On the question of technical cooperation among developing countries, 
he suggested that the report might have gone into greater detail and provided some examples 
which might be of use to countries of the Region. He congratulated the Secretariat for its 
initiative in promoting the conference "Contadora/Health for Peace", which provided an 
example of the opportunities by which health might promote peace. The Regional Director was 
to be commended on the ambitious target to increase productivity, which - it could be hoped -
would serve as an example for other regions, thereby improving the work of the Organization 
as a whole. 

Dr M0LT0 joined in congratulating the Regional director on the report. He and his team 
had undoubtedly made tremendous efforts to give increased dynamism to Regional Office 
activities to promote health among all the peoples of the Region. 

Dr HAPSARA welcomed the Regional Director's analysis of the problems faced by the Region 
and his optimism concerning future developments. 

He wondered what effect the emigration of health manpower was having, especially in view 
of the economic crises outlined in the report. It was his experience that such emigration 
represented a severe economic loss. 

Dr GARCIA BATES congratulated the Regional Director on his forthright presentation of 
the realities of the situation in the Region. One of the key points he had raised concerned 
the evaluation of actions taken and the question of an evaluation system for the Region as a 
whole. The regional report on the evaluation of the health-for-all strategy would be of 
great interest and importance, particularly in view of the presently limited knowledge of 
what was being done, and was eagerly awaited. Another critical matter was the utilization of 
resources and the related issue of considerable loss and wastage in the Region where 
resources were already scarce. 

РАНО was attempting to promote a broader concept of the term "administration" at country 
level that brought together the notion of management and the need to train leaders and health 
services administrators. Unfortunate examples of lack of organizational ability could be 
found among the countries of the Region, particularly with their recent social and political 
difficulties. 

The Regional Director had outlined the Region's problems in a frank, even painful 
manner• Those problems would have to be reviewed in the light of evaluation models used in 
WHO at both regional and country levels. Evaluation in depth was - she reiterated -
necessary for appropriate and truly meaningful changes to be made in the health sector. 

The goals and targets set concerning eradication of the wild poliovirus and, in a few 
countries, eradication of measles, would be a difficult challenge for the countries of the 
Americas, particularly in view of their lack of internal organization and difficulties in 
deploying the available resources in an equitable mariner. 

Dr Uthai SUDSUKH congratulated the Regional Director on his comprehensive review of 
developments in the Region. 

Paragraph 56 of the report stated that the Regional Committee had approved the regional 
programme budget policy and urged its immediate implementation. The policy was to be 
submitted to the WHO Executive Board and implemented in the execution of the 1986-1987 
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programme budget and the preparation of the 1988-1989 programme budget. Commenting that the 

Regional Committee thus appeared to be ahead of schedule in preparing a regional programme 

budget policy and in its implementation, he said that it had been his own understanding that 

the Regional Committee was to review the first draft of a regional programme budget policy, 

which was then to be submitted to the present session of the Executive Board for comments. 

The draft would then be reconsidered at the subsequent Regional Committee meeting when final 

approval would be given. He wondered how the Region would accommodate the 1986-1987 

programme budget with the already approved regional programme budget pplicy. 

Dr GUERRA DE MACEDO (Regional Director for the Americas) thanked members for their 
comments. He agreed with Dr García Bates that it was imperative to face the realities of the 
present situation and that internal problems could not be ignored. Change was a vital 
necessity. 

In reply to Professor Menchaca, he said that the Regional Director's report was brief 
and had not included examples of technical cooperation among developing countries of the 
Region. That subject would be discussed by the Region's Sub-Committee on Planning in April 
1986 and again by the Regional Committee in September 1986. There would therefore be an 
opportunity to present the issue in greater detail at the seventy-ninth session of the 
Executive Board. 

Professor Menchaca had also referred to the development of the Central American 
initiative, which had ended its preparatory phase with a meeting in Madrid in November 1985. 
Some 32 countries had been represented, including most of the countries of Europe and the 
Americas, and Japan. The particular problems of the subregion had been discussed, including 
those of Panama and Belize. There had been an extraordinary consensus that health could be 
instrumental in promoting the conditions needed to establish peace, as well as playing a role 
in achieving equity and in the development process as such. 

In reply to Dr Hapsara, he said that the "brain drain" had been a problem for the Region 
over many years. During the present economic crisis, the process was likely to have been 
accelerated, although no statistics were available. The Region was concerned at the 
situation, particularly as regards implications for investment for training. It was those 
who were best trained and who had the greatest potential who were emigrating and thus it was 
not merely an economic loss. 

The recorded economic losses (net capital export) for Latin America and the Caribbean 

over the period 1982-1985 totalled some US¿ 106 000 million. Such a situation made 

medium-term development very difficult and seriously affected prospects for investment, 

particularly in health. 

In reply to Dr Sudsukh, he explained that in the Region the regional programme budget 
policy was finalized after the World Health Assembly had adopted the programme budget because 
the РАНО budget was approved later (September 1985). Thus there was time to prepare a 
document on regional programme budget policy which was submitted for evaluation by the 
Regional Committee prior to discussion of РАНО's biennial budget. The final preparation of 
the present budget took due account of the trends of that policy document. However, any 
revision of the regional programme budget policy already approved by the Regional Committee 
that might be proposed by the Executive Board at its present session could be re-submitted to 
the Regional Committee. The present trends in the policy document were already being 
implemented. The Region also prepared annual budgets or operational programme budgets for 
each of the years in the period covered. In preparing and implementing the annual budget for 
1986, due account had been and would be taken of regional programme budget policy. 

South-East Asia (Document EB77/6) 

Dr KO KO (Regional Director for South-East Asia), referring to the report by the 
Programme Committee of the Executive Board on changes in the programme budget for the 
financial period 1986-1987 (document EB77/4), said that although programmes were formulated 
in close consultation with Member States and were approved by the Consultative Committee 
before being submitted to the Regional Committee, subsequent changes were still necessary to 
meet changing needs in countries. They were changes of emphasis or ideas rather than 
fundamental alterations. Those country changes led to Programme changes at the country level. 
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The main change for intercountry programmes was the result of exchange fluctuations. 
The exchange rate for the rupee to the US$ for WHO purposes had increased from 10 to 11.5, 
requiring an adjustment to the budget of some US$ 900 000• 

The major programmes that had registered an increase in allocation were: 
health situation and trend assessment； health systems research; organization of health 
systems based on primary health care； research promotion and development； essential drugs 
and vaccines; drug and vaccine quality, safety and efficacy； traditional medicine; control 
of cancer; and health information support. 

Decreases in the regional allocation for Managerial Processes in National Health 
Development were mainly due to a large reduction by one country, and reflected a change of 
emphasis from general management to health services research, though within MPNHD principles. 

He went on to review trends in health development activities in the Region and the 
response of WHO and Member States to those developments• Despite the vicious circle of 
disease, poverty, unemployment, malnutrition and greater vulnerability to disease, the 
peoples and governments of the Member States of the Region were making every effort to solve 
health problems, inspired by a total commitment to the health for all goal. They were doing 
their utmost to support the development of the health sector in spite of severe financial 
constraints. Although health facilities had expanded, effective access and utilization 
remained beyond the reach of many who were in need of them. In addition, economic, 
geographical and behavioural barriers to appropriate health care continued to exist. 
Nevertheless, the increase in facilities and other resources in both public and private 
health sectors was noticeable. A decreasing trend in the crude mortality rate was clearly 
apparent in the Region. During the last decade and a half, infant mortality rates had 
decreased considerably and life expectancy at birth was increasing in most countries of the 
Region. However, neonatal deaths still represented 30-60% of all infant deaths in those 
countries for which information was available. Malnutrition and nutritional deficiency 
disorders and water-, food-, and vector-borne diseases continued to be major causes of 
illness and death. Cancer, cardiovascular diseases and other non-communicable diseases were 
threatening to emerge as major public health problems in countries that had achieved higher 
levels of life expectation. Natural and man-made disasters, such as cyclones, floods, 
landslides and civil disturbance, and refugees continued to demand attention and require 
expenditure of health resources• 

Although there were important differences among countries in the Region, their 
approaches to development had a great deal in common. The view that aggregate growth was 
sufficient as an end in itself was being rejected and in its place, concern for welfare and 
equity had emerged as the major objective in development strategies. All countries in the 
Region had now formulated such strategies, reflecting a concern with non-economic issues, 
including good health, productive employment, education, shelter and housing, distributive 
equity of income and development benefits and personal freedom and dignity• 

In the face of resource constraints, technical cooperation among developing countries in 
the health field was growing, with the health ministers taking a lead. At their fifth 
meeting in Colombo in November 1985, they had reiterated their commitment to the goal of 
health for all and had expressed continued support for technical cooperation among developing 
countries to achieve the goal. Steps to formulate and implement short-term technical 
cooperation projects had been initiated and a number of consultations and visits had taken 
place, resulting in agreement on some technical cooperation programmes• The health ministers 
had also agreed to exploit fully the potential and supportive role of nongovernmental 
organizations in motivating and mobilizing community support for the implementation of 
national health-for-all strategies. 

At its thirty-eighth session, the Regional Committee had noted some of the positive 
developments in health infrastructure in the countries of the Region, namely, the 
decentralization of appropriate authority to different levels of the health infrastructure, 
inclusion of primary health care development as an important component of the minimum needs 
programme with a multisectoral perspective for socioeconomic development, training to develop 
managerial competence at both primary health care and referral levels, and the introduction 
of the concept of cooperation among developing villages to promote self-reliance. However, 
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there was an urgent need to ensure adequate community involvement, without which the pace of 

primary health care development would not be sufficiently accelerated, despite political 

commitment. 

The Regional Committee had also emphasized the need to strengthen health information 
systems further in support of health development activities. The lack of adequate and 
reliable information had become clearly evident during the monitoring and evaluation of 
health-for-all strategies. 

Despite the advances made in health manpower development, lack of trained personnel with 

appopriate motivation still posed a major obstacle to the achievement of health-for-all 

goals• The Regional Committee had stressed the value of the application of the health 

services manpower development concept. The need for development of health management skills 

had also been emphasized. 

The Regional Committee had felt that intra- and inter-sectoral coordination were 
essential for the development of the p r o g r a m m e on information and education for health. 
While the hardware component was obviously necessary, greater attention should be paid to the 
development of software through innovative approaches relevant to the socioculturel 
situations in the Region. 

Discussion of programmes of promotion and protection of health had revealed increased 
awareness of the magnitude and significance of all major types of malnutrition in the 
countries of the Region and of the multisectoral nature of nutritional policies and 
programmes. The Regional Committee had commended the efforts of both national authorities 
and international organizations, including W H O , in developing regional programmes for the 
control of iodine deficiency diseases. WHO'S regional strategy for the control of blindness 
due to vitamin A deficiency had also been considered effective• 

In the area of maternal and child health, the Regional Committee had considered that 
strengthening of infrastructure, training of grassroots health workers, especially 
traditional birth attendants, and the integration of the Expanded Programme on Immunization, 
control of diarrhoeal and acute respiratory diseases and family planning with maternal and 
child health were all welcome trends. However concerted action was needed to accelerate 
family planning activities integrated with health services and to increase the involvement of 
women in health development activities, both as providers and beneficiaries. He was pleased 
to note that the regional plan of action for the women, health and development programme had 
been finalized in consultation with countries and was being implemented• 

Considerable progress had been made in the Region in increasing coverage with 
drinking-water supply systems and their maintenance. The Regional Committee had expressed 
concern at the inadequate progress in the sanitation component of the Drinking Water and 
Sanitation Decade programme• Water quality-control activities also required acceleration. 
The Regional Committee had supported efforts for institutional development, especially at the 
rural level, for better planning and management of Decade activities. The programme was 
being strengthened on the basis of the five-point Decade strategy adopted by W H O , which had 
generated many initiatives in countries. 

The programme on essential drugs was making steady progress and all countries of the 
Region had incorporated principles of essential drugs in their national drug policies. All 
countries now had a national list of essential drugs which was more or less adhered to, at 
least in the public sector. Governments were making efforts to become self-reliant through 
the adoption of appropriate systems of procurement, production and management, and the 
application of quality control principles for drugs and vaccines. However, most countries in 
the Region would continue to need W H O f s technical support in that area. 

The Expanded Programme on Immunization had made considerable progress in a number of 

countries of the Region. The available data oil some of the target diseases, although limited 

in some cases, showed a declining trend in areas where coverage with the Expanded Programme 

was adequate in quality and quantity. The trend was felt to be encouraging, since, in the 

ultimate analysis, the real indicator for the impact of the Expanded Programme was the 

reduction in morbidity and mortality due to the target diseases. The Regional Committee had 

advised that targets for disease reduction should be quantified in order to facilitate future 
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evaluation. The Expanded Programme in the Region currently stressed integration with primary 
health care, community involvement, strengthening of infrastructure, training of health 
workers in both technical and management aspects, and the improved surveillance of target 
diseases. 

Malaria continued to be a major problem in spite of the declining trend in incident rate 
in the Region as a whole. Parasite resistance to the commonly used antimalaria drugs and 
vector resistance to insecticides was persisting, and the shortage of trained personnel and 
lack of adequate financial resources were becoming difficult issues. Countries in the Region 
were preparing for a prolonged struggle to control malaria through mobilization of community 
efforts and the inclusion of bio-environmental measures in the control programme. 

The programmes for control of diarrhoeal diseases and acute respiratory infections were 
progressing satisfactorily. 

The Regional Committee had expressed concern that morbidity and mortality from both 
tuberculosis and leprosy were continuing at high levels in several countries in the Region, 
with problems related to early diagnosis, effective caseholding, prompt and adequate 
treatment, drug resistance, and adequate and timely supply of drugs• Multidrug therapy had 
been introduced for both diseases, reducing duration of treatment and facilitating better 
management in most countries. The role of nongovernmental organizations and voluntary 
agencies in the control of the two diseases had been emphasized• 

Cardiovascular diseases and cancer were threatening to emerge as major public health 
problems in a number of countries in the Region. The Organization's support was mainly in 
epidemiological studies to define the nature and extent of the problem and to institute 
preventive actions, including health education. Member States were showing a keen interest 
in tobacco-related diseases, and the topic had been discussed as a separate agenda item by 
the Regional Committee. The Committee had considered the existing situation in countries and 
had examined alternative intervention measures for implementation as recommended by a 
regional workshop held in response to an earlier suggestion by the Regional Committee. The 
Committee had recognized the multisectoral dimensions of the problem and had advised the 
implementation of intervention measures taking into consideration the prevailing 
socio-cultural factors and the limitation of resources. 

Three other matters of vital importance which had been discussed by the Regional 
Committee, and later, at the meeting of Ministers of Health from countries of the South-East 
Asia Region, should be highlighted： the evaluation of the Strategy for Health for All and 
its implementation, the Regional Programme budget policy, and health-for-all leadership 
development. Evaluation of the Strategy for Health for All had been a stimulating experience 
for most governments, although they had needed the initial support of WHO to carry out that 
exercise. All countries had established multidisciplinary national committees for that 
purpose and the common framework and format for evaluation had been universally used as a 
tool to that end. Member States had shown proof of their maturity in fearlessly reporting 
the facts as they were, showing the strengths and weaknesses of their national strategy for 
health for all and the processes of its implementation. The 10 issues detailed in the 
report, which had been identified as a result of the evaluation, were not new but would 
certainly affect future action for health development in the countries of the Region, since 
national decision-makers had had an opportunity to see for themselves more clearly the state 
of affairs which existed. Concerning the regional programme budget policy, the Consultative 
Committee on Programme Development and Management had already produced a draft, based on the 
guidelines provided by the Director-General, which had been examined in depth by the 
Programme Budget Subcommittee of the thirty-eighth session of the Regional Committee. Its 
report suggesting modifications had been endorsed by the plenary Regional Committee and the 
final draft of the regional programme budget policy would be submitted to the thirty-ninth 
session of the Regional Committee in September 1986 for approval. The Regional Committee had 
expressed its satisfaction at the timely effort to implement regional programme budget 
policy, as it would certainly facilitate optimal use of WHO resources in support of the 
health for all goal. The health-for-all leadership programme was attracting the interest and 
attention of governments in the Region. Many institutions and national training programmes 
were being identified for further development potential in that context and in addition to 
initiatives taken by national administration and institutions, great enthusiasm was being 
shown at many regional meetings, seminars and symposia. It had been most encouraging when 
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health ministers, at their fifth meeting in Colombo in November 1985, had taken up the 

subject as an agenda item and endorsed the WHO approach for leadership development. On the 

basis of their guidance and the outcome of the task force meeting at headquarters in December 

1985, the Regional Office had developed a regional action plan for leadership development for 

health for all. 

While the commitment of Member States in the South-East Asia Region to the health for 
all goal was total and they were sincerely trying to streamline strategy and accelerate 
implementation, their action was limited by resource constraints. Mobilization of resources 
from within the Region was particularly limited by the fact that all the countries of 
South-East Asia were developing countries and four of them belonged to the group of least 
developed countries. While they were striving hard to obtain as many resources as possible 
for health development from their own economies, it was their legitimate hope that more 
affluent countries would come forward to fill the resource gap. Nonetheless, despite such 
difficulties, he was confident that, given the existing political commitment and enthusiasm 
for health development, and with the guidance and support of developed countries, the 
countries of the Region would continue to progress towards the goal of health for all by the 
year 2000• 

Dr HAPSARA, welcoming the Regional Director's report, observed that the management 

capacity of health development in many countries in the Region had been strengthened, as 

reflected in the evaluations undertaken at the annual meetings of ministers of health. Such 

management capability should be still further improved• 

Various primary health care activities had been strengthened and implemented more 
efficiently in many countries and priorities for promotive and preventive measures had been 
established. Some countries faced the challenge of further strengthening local hospitals as 
part of the total referral system. 

The consistent downward trend referred to in the third sentence of paragraph 5 of the 

Regional Director's report could be observed not only in Burma and India but in some other 

countries also. 

Dr Ulthai SUDSUKH welcomed the Regional Director's report and the efforts of Member 
States in the Region to attain the goal of health for all through the primary health care 
strategy. The progress towards that goal, which was well reflected in the report, had been 
made despite the many economic restraints. In the current world situation, WHO'S technical, 
financial, managerial and moral support for the development of Member States was extremely 
important. Closer contact had been established between Member States and the Organization at 
the national, regional and global levels through appropriate mechanisms and programmes, many 
of them unique in South-East Asia, including national WHO coordinating committees at the 
country level, country support teams at the regional level, the Consultative Committee for 
Programme Development and Management, annual meetings of Ministers of Health with emphasis oil 
TCDC promotional activities, and the Regional Committee with its leading catalytic and 
innovative role. Through all those mechanisms, Member States would continue to implement 
bilateral TCDC activities. Agreements had been reached between various pairs of countries 
with common interests, among them Nepal and Thailand, which had signed a memorandum of 
understanding for TCDC programmes for the three-year period 1985-1987• The Regional 
Director's strong support for Member States in such activities had been among the reasons for 
his renomination by the Regional Committee, which he welcomed. 

Dr BELLA, referring to the problem of A I D S , to which the Director-General had briefly 
referred at the previous meeting, observed that whereas the disease, when first encountered, 
had been thought to be confined to a specific geographical area, it was now known to be 
widespread. Some panic had been engendered by lack of knowledge of the disease, and he 
therefore welcomed the Director-General 1 s statement that WHO intended to provide countries 
with relevant information. 

Dr REGMI welcomed the efforts of the Regional Director and his staff to overcome the 
health problems in the Region. Although the latter comprised countries with differing 
social, economic and cultural backgrounds, all had common overall development activities and 
common problems of malnutrition, poor environmental sanitation, high infant mortality rates 
and high population growth. National authorities were making every effort to alleviate those 
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problems and the Regional Office had played a leading role in health development activities. 
The management team had become extremely active and the Health-for-All Steering Committee was 
playing a leading role in many countries. Evaluation of the health-for-all strategies had 
been pursued with encouraging results. TCDC activities were going forward and a memorandum 
of understanding between two countries - the first of its kind in WHO 1s history - had been 
signed. A second evaluation of EPI activities had also taken place in one country in the 
Region. The annual meetings of Ministers of Health had played a significant role in 
encouraging Member States in their work. With WHO'S help, several health-related activities 
had been launched in 1985 as a timely support to the activities of nongovernmental 
organizations. 

There appeared to be no reference in the Regional Director's report to workshops and 
seminars on drug abuse control, a number of which had been held in the Region. Several 
innovative activities were being carried out but many remained uncompleted for lack of 
technical, managerial and financial resources, and help was needed to tackle the problems 
confronted. 

Dr Sung Woo LEE welcomed the report and congratulated the Regional Director on his 
renomination by the Regional Committee. Referring to the last sentence of paragraph 41 of 
the report, he asked whether the problem referred to was that of hepatitis В or hepatitis A . 

Dr KO KO (Regional Director for South-East Asia) agreed with Dr Hapsara concerning the 
importance of management. WHO'S efforts in all countries were now focused on the improvement 
of management capability which it was hoped would lead to improved programmes in general. 
Such improvement was linked with the evaluation of the health-f or-all strategies. He 
welcomed the fact that the strategy in the various countries was being pursued within the 
framework of health development programmes and of general economic development. The relevant 
statistics would be examined in detail in working papers under agenda item 11. 

He thanked Dr Sudsukh for referring to unique developments in South-East Asia in the 

utilization of various mechanisms of Government/WHO collaboration and coordination. 

Close collaboration was maintained with government leaders, who were keenly interested 
in the health situation of their peoples, and it was hoped with their support to achieve more 
in the future. 

The Regional Office was aware of the importance of the situation with respect to AIDS. 
Members of its staff had attended consultations at headquarters in December 1985 and had in 
turn organized a regional consultation on 30 December, in which most countries of the Region 
had participated. It was felt that, although there was no cause for alarm, it was essential 
to be prepared and be alert to the situation. Attention was being focused on the development 
or further acceleration of diagnostic capabilities, which existed in some three or four 
countries, on epidemiology studies and on identification of the group at risk. 

The drug abuse control situation in the Region could be seen from the annual report. 
Implementation of the programme in that area or health sector was at present confined to 
Thailand and Burma, but the possibility of expanding it to other countries was being explored. 

Viral hepatitis existed in most countries of the Region and was not confined to 
hepatitis A or B, with Noil-A, Non-B hepatitis reported in some countries. Epidemiological 
studies had been carried out in many countries. Trials oil the effectiveness of vaccines and 
the use of vaccine, of the conventional type as well as yeast-cell vaccine, had been 
conducted in Burma, Thailand and India and was being planned in others. Lack of manpower and 
of other resources made the problem one of the most difficult in the Region and there was a 
need to collaborate with developed countries, whose encouragement and assistance were highly 
appreciated. 

Europe (Document EB77/7) 

Dr ASVALL (Regional Director for Europe) said that only through a perusal of the annual 
reports of the Regional Director and similar documents could a full picture be obtained of 
the many important issues dealt with in the hundreds of scientific meetings, courses and 
other activities undertaken by the Regional Office. He would concentrate on a few issues 
dealing mainly with the health-for-all policy development at regional level, the response of 
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countries to that development, and some major mechanisms designed to foster cooperation 

between the Regional Office and Member States. Credit for many of the achievements must go 

to Dr Kaprio, the former Regional Director, who had retired at the end of January 1985. 

Prior to the 1980 session of the Regional Committee, few in Europe had seen any great 
relevance to the developed countries in the health-for-all movement and European countries 
had made no serious attempt to assess their own situation in the light of the health-for-all 
ideals, which had been seen at the time largely as a concern of the developing world. 

The decision to formulate a European regional health-for-all strategy directed 
specifically to the health problems of developed countries had changed all that. In 1980, 
the Regional Committee had adopted the regional strategy and had agreed that the major health 
problems in Europe lay in the areas of life-styles and health, environmental health and the 
health system itself. 

In 1981, the Regional Committee had decided that one of the foremost roles of the 

Regional Office should thenceforth be to promote the development of national health-for-all 

policies and programmes in the Region, thereby giving WHO a political role which it had not 

had hitherto. 

In dealing with the regional component of the Seventh General Programme of Work, the 
Regional Committee had decided at the same time that major changes in the programmes, 
organization, work methods and staffing of the Regional Office were needed to equip it to 
perform its new role. In 1984-1985, therefore, a number of new programnnnes - on health 
promotion, smoking and health, alcohol abuse, drug abuse, social equity, disability 
prevention, etc. - had been added to the work of the Regional Office. Important changes had 
also been made in other programme areas• 

Staffing patterns had been changed to give a broader field of expertise in such areas as 

sociology and political science, which complemented the existing expertise in such fields as 

medicine, engineering, economics and law. 

When adopted in 1980, the regional strategy had given only general indications of the 
desired development and had provided no precise indication of the commitment required of 
individual countries and the Region as a whole to do something serious about the issues 
involved. In its awareness of that situation, the Regional Committee had decided that the 
regional strategy should include regional targets clearly specifying how far the Region as a 
whole should go by the year 2000 to solve the problems identified in the regional strategy. 

That work had required a major effort by the Regional Office and Member States and had 
represented two years of intensive analysis by many expert groups and special advisory 
groups. Some 250 experts from 25 disciplines had been involved in the work. A draft text 
had been submitted to the Regional Committee in 1983 and a written consultation had been 
carried out with all Member States in 1984. On the basis of their comments and of a review 
by the Regional Health Development Advisory Council, the Regional Committee, in September 
1984, had given its final views and unanimously adopted the 38 regional health-for-all 
targets, which had included four areas of health improvement : reducing existing health 
inequities among countries and between groups within countries; adding life to years by 
improving people's opportunities to develop and use their health potential; adding health to 
life by increasing the average number of years of life free from major disease and 
disability； and adding years to life by reducing premature mortality from certain diseases 
and accidents. Targets had also been set with respect to factors influencing life-styles and 
health, improving environmental health, improving the functioning of health services and 
strengthening resources in terms of national health policy formulation, manpower development, 
and so on. The target-setting process had given rise to an intensive debate not only in WHO 
and its expert groups but in most countries of the Region, which had had to provide written 
comments on the preliminary version of the document. 

All involved had put forward their views as to what the targets should express. The 

Regional Health Development Advisory Council had most aptly stated that they should be "a 

blend of tomorrow 1s dreams and today's realities". They should thus have a firm basis in 

scientific knowledge of the current problems and the existing solutions to those problems, 

but they should go beyond a mere prediction of current trends to include a vision of what 

could be done given the political will to work effectively with the solutions at hand. 
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It was still politically safe to set targets provided it would not be necessary to 
report back later on what had happened. It was remarkable that the European countries had 
identified that danger and decided to go significantly further and to identify for each of 
the 38 regional targets a set of indicators that they all pledged to apply routinely in their 
own health information systems, measuring progress, reporting back to the Regional Committee 
through WHO and using the indicators for routine evaluation within individual countries and 
for the regional evaluation. A total of 65 such indicators, including the global indicators, 
had been adopted by the Regional Committee and used for the first evaluation of national 
targets reported upon by countries in March 1985. 

The 33 Members of the European Region thus now had an extensive and detailed common 
health policy which they had produced together through years of analysis and negotiation and 
which represented a common framework for their work both as a region and in individual 
countries. When it was considered that that development had come at a time when 
international cooperation had been at its lowest ebb for many decades, that the agreement on 
a common health policy touched upon very sensitive political, ethical, technical and 
humanitarian issues and that it had been concluded between Member States at very varying 
stages of development and with vastly different political allegiances, it must be concluded 
that the European countries and the Regional Committee had indeed played their roles in 
health-for-all development in an amazing way. 

Those were still only paper decisions on a regional level, however, and the question to 
be answered was whether the European countries were now doing anything to change their own 
national health policies, to bring them into line with the regional policy, as they had 
agreed to do in the formal resolutions adopted by the Regional Committee. Had that question 
been raised in 1980, the answer would undoubtedly have been negative, but the situation in 
December 1985, as opposed to January 1984, was that almost one third of the Member States had 
made, were in the process of making, or had taken official decisions to develop a national 
health-for-all strategy in line with the regional one. Positive results in that connection 
had been achieved by Bulgaria, Denmark, Finland, Hungary, Italy, Malta, Netherlands, Norway, 
Poland, Sail Marino and Yugoslavia. 

In other countries, a serious debate had started regarding the relevance of the regional 
strategy to their own health developments. At a meeting of the Federal and Lender Ministers 
of Health and their senior public health advisers in the Federal Republic of Germany, which 
he had recently attended, it had been decided that all Lender would analyse the regional 
targets to identify gaps in their own achievements and policies, and that the federal 
authorities would study the situation in the country as a whole to determine what might be 
done to improve development. The issue would be resumed by the Ministers in 1986. 

Preliminary discussions of a similar nature had recently taken place between the 
Regional Office and the national authorities in a number of other countries. Four top-level 
delegations had visited the Regional Office to discuss such issues during the past two and a 
half months and it would not seem unlikely that by the end of the next biennium half of the 
European Member States would have embarked on national health-for-all strategies 
development. While it could not be said that all those developments were due to the 
health-for-all debate alone, there was no doubt that in a number of countries that debate had 
been a major factor in bringing about a new thinking and a political will to raise the 
broader issue of a comprehensive national policy - i.e. health policies that were truly 
intersectoral and dealt with all the components of the regional health-for-all strategy -
thus to take up a number of questions previously considered to be outside the remit of 
ministries of health. That achievement had created considerable excitement in a number of 
countries, not only among national health authorities； the Regional Office was increasingly 
receiving information about sub-national and even local authorities taking up the regional 
health-for-all strategy and applying it to their own province, region or community, and the 
Regional Office was ready to assist when and where needed. 

A very important aspect in support of that development had been the involvement of 
leading health officials in Member States in the work of the Regional Committee and the many 
preparatory groups that had been involved. A special effort had been made to reach the top 
non-political officials in the health field in Member States, and the Regional Office 
therefore now organized a one-week seminar each year for such persons from about a third of 
the Member States, to give them an opportunity to reflect oil key health for all policy issues 
and to exchange experiences. The last of those seminars had been held in Greece in 1985. 
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Another important aspect was the provision of technical advice and training 
possibilities for key planners and decisionmakers in countries. To that end a network of 
collaborating centres had been built up, one for each of the four language groups in the 
Region, which held special seminars every year in management techniques related to health for 
all policy and programme planning, monitoring and evaluation• A particularly important event 
in 1984 had been the second European Conference on Health Planning and Management, held in 
the Netherlands, where there had been a breakthrough in the attitude of countries as to their 
views on health planning and the possibilities of influencing health development in their 
countries in a meaningful way, given the constraints of their political and administrative 
systems. The Conference had agreed that health planning should be seen to include not only 
the highly structured, more traditional planning systems, but also the less highly structured 
blend of economic and other incentives that could be used to influence health developments, 
thus paving the way for all those countries in central Europe that had been sitting on the 
sidelines on account of their weaker mandates in health planning. To support that decision, 
a special development group comprising those countries and the Regional Office had been 
created and was now making good progress in determining ways of promoting health-for-all 
policies in the political and administrative environments of such countries. 

One of the major findings of the regional evaluation report 
deficiency in national health information systems, which had led 
Regional Office's role, work and methods, and its position as an 
health and health-related information in the Region. 

In the biennium under review, the Office had therefore started to develop a new network 
of special collaborating centres, each of which would be responsible for the continuous 
monitoring of the development, in the 33 countries of the Region, of one particular field of 
regional strategy, e.g., smoking, health manpower development. The Regional Office was 
extremely grateful to a number of Member States which had made substantial national resources 
available for the running of those collaborating centres, for which the Regional Office paid 
nothing, and which worked for the Region as a whole. The Regional Office had also 
endeavoured to create special cooperative frameworks for countries wishing to take up special 
issues within the regional strategy. Thus, during 1984-1985, a special agreement had been 
signed with eight Member States, and a number of others were interested, that wished to 
design permanent programmes aimed at improving life-style and health problems and certain 
other issues related to non-communicable diseases. Other countries had taken up individual 
problems within that area, inter alia Ireland which had recently developed a very active 
anti-smoking programme, and the USSR, which in 1985 had initiated a very comprehensive 
alcohol abuse control programme. 

The Regional Office had also been particularly active in areas such as primary health 
care and appropriate technology. In the past three years very interesting developments had 
taken place in primary health care in the Mediterranean Region in particular, where countries 
such as Morocco, Portugal, Spain, Greece and Turkey had taken significant new policy 
initiatives and active steps to strengthen their primary health care by creating networks of 
health centres. The Regional Office had actively collaborated in that work. 

As far as appropriate technology was concerned, the Regional Office in 1984-1985 had 
created a special collaborating centre broadly to monitor variations in medical technology 
among institutions and countries. A framework had been developed for a new methodology for 
assessing the appropriateness of health care technologies, arid pilot studies had been 
undertaken to test those principles in practice on an emerging new technology. An 
international information network was currently at the planning stage for routine information 
on evaluation of new technologies and a project had been started to develop a forward-looking 
warning system for emerging health care technologies and their likely impact on health care 
and health care systems. In general, the Regional Office had succeeded in increasing the 
awareness of the importance of health technology assessment and quality assurance in a number 
of countries and among many professional groups• 

In spite of the progress made, however, it was evident that knowledge of the new 
European health-for-all policy was still limited to a relatively small number of persons in 
Member States, and that broad knowledge and involvement of professional, political and lay 
groups in that new policy in the 33 Member States and among the 800 million people in the 

had been the current 
to a rethinking of the 
information centre for 
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Region were still a long way off. A special policy paper had therefore been presented to the 
Regional Committee in 1985 suggesting ways of creating a promotional campaign to make the 
regional health-for-all strategy and national strategies better known in the Region, and to 
create a truly Pan-European movement in health. That proposal had been strongly endorsed by 
the Regional Committee. 

The regional target document distributed to all members of the Executive Board 
identified five target groups that needed to be actively involved in promoting the health for 
all movement and which therefore needed to be informed and motivated accordingly. Those five 
groups were the people themselves and their politicians, the health authorities, the health 
professionals, sectors other than health, and international organizations• With regard to 
the people themselves, the Regional Office h a d , in 1984, adopted a new policy of producing 
certain publications specifically for the general public. The first of those publications, 
entitled Health Crisis 2000, presented the problems described in the original health for all 
strategy of 1980, but as seen by a professional journalist and written specifically for the 
lay public. That book was now sold on the general market in a number of languages of the 
Region, and special efforts were being made to encourage publication in other countries and 
in other languages. 

A number of technical publications and courses were aimed at health authorities, 
although particular importance was given to working through the nongovernmental organizations 
of the various professions. The Regional Office cooperated very closely with, and had its 
policies debated in, virtually every meeting of the European Association for Medical 
Education, the Association of Public Health Schools in Europe, many nursing associations, 
international associations of bio-engineers a n d , to a varying degree, pharmaceutical 
industries' associations, among others. In addition, the Regional Office had actively 
promoted the creation of a number of new associations in fields in which such associations 
were believed to be needed to promote the strategy in the various professions. It had 
consequently helped in the creation of the European Association of Deans of Medical Schools, 
the European Society for Medical Sociology, and new associations created in 1985 which dealt 
with different aspects of appropriate technology issues. It had also stimulated the creation 
of new professional journals in different fields, including health promotion, appropriate 
technology and quality assurance, thus ensuring direct influence on the message going out to 
the thousands of members of those associations, a mechanism which was considered essential 
for the catalytic effect which WHO tried to obtain, 

A particularly important group was the medical profession, which had traditionally shown 
little interest in the Organization's work and was often even hostile to it. In 1984, a 
decision had been taken to tackle that problem directly by inviting a large number of 
national medical associations in Europe to a meeting in the Regional Office to discuss the 
new regional health-for-all strategy• After a frank and lively discussion, it had been 
agreed to hold such meetings on a regular basis, and a second meeting was to be held in 1986 
to which all the national medical associations of the 33 Member States would be invited to 
discuss key health-for-all policy elements and their implications for the work of 
physicians, A significant breakthrough in relations had been achieved, and it was to be 
hoped that very productive cooperation would take place in the years to come. In that 
connection, the Region1s new involvement in appropriate technology issues would be important, 
since such issues were seen by the medical profession as being relevant to "real medical" 
concerns. The epidemiological evidence now being collected on the use of technology was 
providing WHO with an insight into medical practice that was often more extensive than that 
possessed by the professional groups themselves. Thus, the Organization was now gaining a 
new, badly needed, respect and interest on the part of medical groups. That would 
drastically change WHO1s relations with the medical professions in the future, both in the 
Organization as a whole, and with the Regional Office in particular. 

Another important development during 1984-1985 had been the way in which the Regional 
Office worked with individual countries. On the basis of pilot experiences obtained in 1983, 
medíurn-term cooperation programmes of collaboration had now been established with one-third 
of the Member States. Those programmes had been developed after frank and friendly 
discussions between the senior health policy-makers - or special "WHO" committees - in 
countries and the Regional Office, Such talks had identified the countries' key health 
development issues and, on that basis, the most appropriate areas for EURO cooperation. 
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The new emphasis on cooperation with individual countries and the sharper policy 
directives given by the 38 regional targets had led to a reassessment of the Organization's 
structure and programme budget• Thus the Regional Committee in 1985 had decided that in 
future the regional programme would take as its point of departure the 38 regional 
health-for-all targets, so as to make the work of the Regional Office as relevant to the 
regional problems as possible. A similar principle was now being adopted with regard to the 
medium-term programmes with individual Member States. 

In the same spirit, some internal reorganization had been carried out in July 1985 to 
enhance the possibilities of working with individual countries and to strengthen the research 
and development work on lifestyles and health. A number of internal management studies and 
management training exercises had also been conducted during the past two years to simplify 
procedures, provide a better working environment for staff and to enable each staff member to 
function better in his or her individual job. An important part of that effort had been the 
introduction of an integrated word processor and computer system aimed at increasing internal 
efficiency, improving data handling routines and opening up new possibilities for direct 
communication between the Regional Office and Member States. A number of Member States had 
expressed interest in collaborative projects designed to transfer elements of those 
management routines and information systems to the work of their own ministries of health. 

The overall regional health-for-all developments could be judged either by achievements 
already obtained or by what still remained to be done. Clearly, the process was only just 
beginning and the majority of the work lay ahead. In many ways, however, the greatest 
difficulty had already been overcome with the broad agreement that the regional 
health-for-all strategy was indeed very relevant to Europe as a whole and to all Member 
States, and that it focused on a number of issues which had not been considered adequately in 
the past. Also, there were definite signs that the work with the regional health-for-all 
policy had changed the attitude of members of the Regional Committee as well. At its last 
session in September 1985, there had been a general feeling that the Committee was now 
working harmoniously on clearly-defined issues and many delegates had expressed the view that 
the various developments and issues being dealt with by the Committee now formed a more 
logical part of a whole, and that they felt they were working creatively as part of a 
long-term movement with a clear, forward-looking focus relevant to every country. 

The Regional Office staff had been very pleased to sense a sharp increase in interest 
and positive attitude on the part of leading health authorities in the countries of the 
Region during the past few years, as well as through the openings that had been created 
towards cooperation with the professions and the industry. The Regional Office was fortunate 
in having an unusually competent professional and administrative staff with very high 
productivity. As a rule there was only one professional person dealing with one whole 
programme area, and that person alone was creating the whole catalytic and multiplier effect 
on the activities of intercountry and country programmes. Furthermore, as a result of 
constant efforts to streamline and reorganize the work, all the new programmes and directions 
had been created with practically no staff increase at all during the past five years. 

Given that successful background, it was all the more unfortunate that, because of the 
system for financing WHO*s budget, elements completely beyond the control of the 
Secretariat - such as currency fluctuations 一 had played havoc with years of careful 
planning. The continuous fall in the value of the US dollar had brought about a situation in 
which the Regional Office was starting the biennium 1986-1987 not with the effective working 
budget approved by the World Health Assembly in May 1985 but with one already approaching a 
deficit of US$ 3 million, a deficit which would be even more catastrophic if the present 
downward trend of the dollar continued. The only way in which the situation could be met was 
by not filling a considerable number of professional posts and by taking other economic 
measures which would seriously threaten the effectiveness of a number of programme areas. 

He was aware that the issue was a highly sensitive one, yet he felt compelled to express 
his deep concern at the inability to find principles of financing ùhaù would prevent the 
Organization from falling into such meaningless traps. The Regional Office would, however, 
deal with that problem like any other. Nevertheless, it was very disappointing to have to 
divert attention and even have to reduce the Regional Office's input to health-for-all 
development, just at a time when all the indications were that it was on the verge of 
profiting from the momentum it had created in many fields and thus could promote the 
development much more effectively. 
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Sir John Reid welcomed the encouraging developments in Europe since the adoption of the 
Regional Health for All Strategy, referred to in paragraphs 9 and 10 of the Regional 
Director's report. The translation of that strategy into a set of specific targets, one of 
the most significant developments in the formulation of a regional health policy, had given 
substance and direction to what might otherwise have been no more than an abstract exercise 
involving lip-service rather than action； it had set a challenge which was being taken by 
health authorities at national level; and there was growing evidence of efforts to reflect 
the targets in strategic health plans at the operational level in several individual 
countries. The evolution of indicators was a complementary and valuable development, and an 
essential component of the strategy. There were valuable lessons to be drawn from the 
European initiative by other regions, and in that connection the regional target documents 
distributed to the Board provided a source of many ideas which could be of help to Member 
States. 

Paragraph 51 of the Regional Director's report recorded the endorsement of the proposals 
for a regional programme budget policy and the beneficial effects it should have on 
developing a more rational approach to the budgetary management of the programme, European 
support, as provided by the Regional Committee, for the Board's initiative endorsed later in 
1985 by the World Health Assembly was most welcome, but unless such regional programme budget 
policies were taken seriously and implemented in reality rather than on paper, the 
health-for-all projects would not succeed. The Region certainly appeared to be moving along 
the agreed road towards the year 2000, and the Member States and the Regional Office were 
acting as they should in a complementary manner towards each other. 

In conclusion, he welcomed the efforts of the Regional Office in informing different 
groups of the community and the community at large of the work of the Organization, and 
commended the Regional Director on his written report and frank verbal presentation. 

Professor STEINBACH endorsed the views of the Regional Director. The planned promotion 
campaign would undoubtedly be instrumental in winning over organizations, institutions and 
authorities which had up to now been waiting on the sidelines of WHO'S programme, and showing 
that they could join in it without risk. In carrying out that task, however, great care 
should be taken to select appropriate contacts and promotion methods. 

Federal States, such as his own country, had specific problems in following the 
planning, reporting and other procedures included in the programme, and he was grateful for 
the Regional Director's understanding of those problems. His country, together with others 
of similar structure, was preparing a meeting aimed at solving their mutual difficulties. 

Dr GRECH endorsed the view of the Regional Director that Europe had travelled far in its 
response to a firm commitment to the Alma-Ata Declaration and the Global Strategy for Health 
for All. An impressive list of targets and indicators, and a plan of action which had been 
endorsed by the Regional Committee in 1984, created a common health policy framework to be 
acted upon and actively pursued by the 33 European Member States, despite the differences in 
attitudes, in ingrained infrastructures oriented towards curative care, and in economic 
situations. More encouraging was the acceptance of and the priority given to primary health 
care, which was being recognized by all countries as a much broader approach to health. The 
development and promotion of primary health care in Europe had not been an easy task, having 
been bedevilled by three common fallacies: that primary health care was something new, 
invented by the Alma-Ata Conference and subsequently promoted by WHO； that it was intended 
for the developing countries, and irrelevant to the needs of the industrialized countries; 
and that it was identical to primary medical care. It was to be hoped that those fallacies 
were things of the past and that Member States could now advance in the direction determined 
by the regional strategy. 

Three salient features had emerged in the formulation of health plans: first, increased 
public participation in health policy-making as one of the most noticeable elements of health 
service planning and management in the eighties; second, the search for positive health 
indicators towards a new information base for health promotion, mortality and morbidity 
measures having failed to identify priority areas for health promotion activities, 
particularly when multiple risk factors were involved in the etiology. The Australian risk 
factor prevalence study in 1980, and the "Life-style and your health" questionnaire of the 
Canadian Health Survey in 1981, had been important earlier attempts, but other sensitive key 
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areas which could be monitored by positive health measures should now be explored. Third, 
the need for support by countries in the development of information systems to enable them to 
identify scientifically and highlight trends and priorities, and realistically evaluate and 
monitor the effectiveness of their health services. 

Professor RUDOWSKI welcomed the formulation of a long-term health policy for Europe and 
the selection of the necessary targets and indicators. He also welcomed the priority given 
to the preventive side of health promotion and care, and to the strong emphasis placed on 
prophylaxis. The recognition of quality assurance and control was of particular importance• 
However, he was unable to agree with Dr Asvall's statement that some members of the medical 
profession were hostile to the goals and guidelines of WHO. It was more likely that they 
were unaware of what the Organization did； the idea of inviting professional groups and 
associations to annual meetings at the Regional Office was the best way of resolving doubts 
and gaining their support for the goal of health for all by the year 2000. 

His own country had formulated a health policy programme which had already been adopted 
at government level, and could therefore be added to the list of successes. 

» 

Mr Almar GRIMSSON also wélcomed the Regional Director's informative report and 
presentation. One concern he had mentioned that deserved further emphasis was the 
considerable difficulty the Regional Office was facing because of exchange rate 
fluctuations• The budgetary exchange rate established by the Health Assembly in 1985 was 
currently more then 10% above the actual exchange rate for the United States dollar against 
the Danish krone. Some countries had considered at the time that it would be more prudent to 
settle on a lower budgetary exchange rate and thus tighten the safety net under the regional 
programmes, since even if savings were made the greater proportion would be returned to 
headquarters and used to help finance the programme budget. It was evident that considerable 
care was required in taking budgetary exchange rate decisions since ultimately they could 
adversely affect programme delivery. 

A further important concern mentioned by Dr Asvail was that health-for-all policy was 
known to only a small circle, generally public health officials, in the Region. A campaign 
to increase awareness of health-for-all policy and the 38 regional targets was thus important 
and one was at present in its initial stages• The Regional Director was to be commended on 
his firm proposals thereon, which had been adopted by the Regional Committee in September. 

Dr JАКАВ (alternate to Professor Forgács) commended Dr Asvail on his comprehensive 
report. 1984 had seen the European health policy, including the 38 regional targets, a list 
of regional indicators and a timetable, accepted as the framework for health development in 
countries and in WHO in a spirit of joint endeavour, allowing for due regard to local 
conditions and national priorities in adopting targets. It was also clear that targets could 
not be attained without multisectoral cooperation and participation by the community as a 
whole, such participation being a basic principle of national health policy. The regional 
Committee had on that basis endorsed the idea of a promotional campaign for regional and 
national health-for-all strategies, with the responsibility for running national campaigns to 
rest with national authorities. The need for more readable versions of the target document 
as well as for films to show to target groups was stressed in view of the fact that there was 
limited awareness of health-for-all strategy although it was of interest to a broad segment 
of the population. In Hungary, the health-for-all regional target document had been 
translated and distributed to health and other institutions, as well as to nongovernmental 
and other social organizations, and there was an increasing demand for copies. At a recent 
training course organized by the Hungarian Ministry of Health for chief medical officers, the 
health-for-all movement and the target document had been discussed in the context of the 
country's seventh five-year plan and noted with great interest. The Ministry of Health was 
asked as a result to organize similar courses at country level. 

Such national debate on the strategy was very important in order to identify priority 
issues at different levels and to outline action for the health authorities and identify 
areas where WHO resources were needed. In that context the regional programme budget policy, 
as endorsed by the Regional Committee, was of particular importance since it provided for the 
optimal use of WHO1s resources at both regional and national level and gave maximum effect to 
the Organization's collective policies. Continuing discussion with WHO senior officials, in 
addition to national debate, was also necessary to identify areas where Members States 
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required WHO resources. A good opportunity for that was provided by the development of 
country medium-term collaborative programmes, which, besides being excellent tools for 
cooperation also provided for optimal use of the Organization

1
s resources by supporting 

national priorities in line with health-for-all principles. 

A third regional development of note had been the preparation of the first regional 

evaluation of strategies for health for all in Europe on the basis of the common framework 

and format• The interest of Member States in the exercise was evidenced by the fact that 

each of the European countries had prepared a contribution to the regional evaluation despite 

the difficulties of the task. Although some suggestions had been made for improvements, it 

had been acknowledged that the first evaluation had been most stimulating both for Member 

States and for the staff of the Regional Office. 

Dr KOINANGE commended Dr Asva11 on his clear report• The development of health-for-all 
policies in Europe, coming as it did several years after the Alma-Ata Declaration, marked a 
historic turning point as it indicated that all the regions were now in tune. At a first 
glance the regional target document appeared to have the potential, with appropriate 
modification, for use in many places. He himself fully intended to draw upon it. 

Dr HAPSARA congratulated Dr Asvall oil his comprehensive report. He noted that the 

regional target document not only identified each target but also indicated how it could be 

attained. It might be useful to highlight that dual aspect and make it more clearly apparent 

in the document• 

With regard to the five groups of actors required to achieve the targets, he asked what 

had been found to be the main constraints that interaction among and between the five groups 

placed on attainment of the targets. 

Dr 0T00 joined in the commendation of the Regional Director 1 s clear and comprehensive 
report. One problem mentioned was the lack of interest in public health shown by medical 
practitioners• In his view, the type of training such practitioners had received as students 
was largely responsible for that attitude. Unless practitioners took an interest in public 
health, health for all would not make the impact expected of it. He therefore considered 
that WHO should take a serious look at the medical training programmes in use in different 
Member States and endeavour to initiate reforms to inculcate a more positive approach to 
public health and secure the more active involvement of medical practitioners in progress 
towards health for all. 

Professor LAFONTAINE, after congratulating the Regional Director on his report, noted 
Dr Asvall 1 s appeal concerning the financial difficulties the Regional Office might well be 
facing in the future. It would be well for the countries which were partners in Dr Asvall 1s 
efforts to remember when they commended him that both financial and intellectual resources 
were needed if those efforts were to succeed. 

In the context of prevention and early diagnosis, which in his view should be part of 
primary health care, it was important that an integrated approach should include the 
rehabilitation of the disabled and those who had been ill. 

Medical training, to which a reference had been made, was in many countries the 

responsibility of the national education authorities, not of the public health authorities• 

Some coordination was perhaps necessary to prepare medical practitioners to play a more 

active part in prevention and primary health care. 

A further important need was for WHO to continue to support research on a number of 

essential topics. 

Professor MENCHACA said that he had found a number of very interesting points in 
Dr Asvall 1 s report, as in Dr Ko K o 1 s , and was sure they would provide food for much thought 
on the part of Board members. He welcomed the issue of the regional target document and 
hoped it would be possible for it to be distributed to all Member States. He hoped in 
particular that the promotion of the aspects important to the Organization as a whole that 
Dr Asvall had raised would be carried out in such a way that the majority of people would 
have access to them. It was a welcome initiative that could well be imitated by other 
regional offices. 
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Dr TAPA also congratulated Dr As val1 oil his report. It was encouraging to hear that the 
health-for-all strategy had application for developed as well as developing countries. The 
European Region was made up mainly of developed countries with high average incomes； that 
perhaps accounted for the absence in the report of any reference to the likely effect of 
economic crisis or recession on the progress of health for all as had been made in the other 
regional reports. 

With reference to the health economics programme mentioned in paragraph 28 of the 
report, he was pleased to inform the Board that a health planner from Tonga had been enabled 
by means of a WHO fellowship to attend a three-month course on health economics in the 
United Kingdom. 

Dr ASVALL (Regional Director for Europe), thanking Board members 
said that it was clear that there was general recognition of the fact 
WHO and its regional offices was determined solely by the efforts and 
Member States. 

for their comments, 
that the work done by 
political will of the 

He agreed with Sir John Reid that the regional programme budget policy was very 
important and should be tailored to the needs of the region concerned. For example, from 
1988 onwards the European Region would be taking the 38 regional targets as its point of 
departure for its regional budget policy. That would not, however, affect EURO'S reporting 
to the rest of the Organization; the European input to global documents would be presented 
in a way compatible with overall WHO budget structure. 

Professor Steinbach had underlined the importance of the promotional campaign. A very 
important meeting was to be held in Iceland in March 1986 to consider all the issues involved 
in such a campaign. Although the topic was a very complex one it was hoped the meeting would 
achieve positive results for both national and regional efforts• A number of countries had 
shown interest in the question as ministries of health found they were facing the same 
problems in their countries as the Regional Office was finding vis-à-vis the Region as a 
whole. Professor Steinbach1s approval of the way the Regional Office was trying to help with 
the problems of federal States was encouraging. There were a number of such States in the 
Region as well as an increasing number of countries beginning to face similar problems. 
Collaboration between the Secretariat and such countries had produced a number of solutions 
and reduced the magnitude of the problem. 

With regard to Dr Grech's comments, there was general acceptance in Europe of what the 
primary health care physician's role consisted of, apart from some matters of detail. That 
was not the case for several other professional groups. A major European conference was 
therefore planned by EURO in 1988 to initiate a broad discussion of the role of nurses in 
primary health care. Increasing importance was being given to the search for "positive" 
health indicators and the use of quality of life indicators as a measure of health. The next 
Regional Committee would therefore be called on to consider a modified list of indicators in 
certain areas. With regard to Dr Grech*s reference to Australia and Canada, those countries 
had been involved in some regional health promotion activities as well as in a special 
project the Regional Office was carrying out in cooperation with headquarters. A major 
conference on health promotion - the first of its kind ever - was to be held in Canada at the 
end of 1985. 

The Regional Office had been following the Polish health-for-all strategy, as referred 
to by Professor Rudowski, with close attention as a very interesting development. The 
Regional Office was pleased by the proposal to translate the regional target document into 
Polish and would be prepared to cooperate in the project. 

He noted with respect to Dr Jakab1 s request for more readable versions of the strategy 
that some work to that end had already been done in Hungary as in some other countries. 
Sweden and Portugal were preparing national editions of the target document that included 
comments on each target derived from the national evaluation report. Denmark had already 
published its national health-for-all evaluation report in full and France had issued a 
publication based extensively on its report. A number of countries had also issued 
publications on the subject aimed at the general public. The Regional Office was now working 
on versions of the regional health-for-all policy documents aimed at different target groups. 
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In the textual layout of the regional target document, the subject of Dr Hapsara 1s 
comment, the targets were intended to express the level of achievement wished for and the 
accompanying text was intended to identify the problems existing in the Region and propose a 
number of alternative solutions. The intention was to stimulate debate in countries and 
groups on how best to reach each target. The main constraints between the five target groups 
varied considerably among the countries of the Region. In countries with more unified 
systems there was a greater coincidence of views than in others. An attempt was being made 
in the latter countries to reach not only the national authorities but also to approach 
professional associations directly, sometimes at the request of the national authorities 
themselves. 

Support for research was very necessary, as Professor Lafontaine had pointed out. The 
European ACMR was at present carrying out a special review of the target document to identify 
all areas where research could help its development and pinpoint its implications for 
research. It was hoped that, following approval of the document by the Regional Committee, a 
dialogue with national research academies would be engendered by the Regional Office and the 
European ACMR. 

Distribution of copies of the regional target document to all WHO Member States, as 
suggested by Professor Menchaca, would be feasible if requested by the Health Assembly, since 
it was planned to publish a large number of copies. 

With regard to Dr Tapa's comment on the absence of a reference to the economic crisis in 
the report, he said that with regard to the developed countries of Europe the main impact of 
the crisis had been to create unemployment and poverty groups. Both those phenomena had 
health implications and a special new programme oil social inequity and health had therefore 
been created within the Region to deal with them. It was believed that the majority of the 
developed Member States in the Region had adequate, or more than adequate, resources to cope 
with traditional health care problems and that they could introduce the major changes in 
emphasis and orientation needed to reach the regional targets with not too much increase in 
health expenditure• 

The DIRECTOR-GENERAL noted that it had been said by an eminent economic philosopher who 
had played a major role in European postwar history that without capital there could be no 
development. Lack of capital to ensure health-for-all policy development in the Region was 
of concern to Dr Asvall, but he should also be aware that incomplete information was also one 
of the mortal sins in any information system. 

With regard to Mr Grimsson's comment on the transfer of possible exchange rate savings 
to headquarters, he wished to make it very clear that any such saving went straight back to 
the Member States in the form of casual income, except for 10% of regional savings which were 
retained by the regions themselves. It would have been interesting to have heard from the 
Regional Committee the reason why it did not invoke Article 50(f) of the Constitution if it 
considered its portion of the central budget insufficient• A debate on the subject at the 
Regional Committee would have been useful, particularly since there seemed not to be an 
economic crisis in Europe and since its Member States were not only the major contributors to 
WHO'S budget but also the major opponents of any suggestion to increase the Organization's 
budget as a whole. The possibility of including the regions in the casual income facility 
whereby some compensation was made for currency fluctuations had been discussed with the 
Directors of the Support Programme and was open for consideration by the Regional Committees, 
the Executive Board and ultimately for decision by the Health Assembly, but it must be 
understood that inclusion in that facility would completely rule out any possibility of 
retaining gains on exchange rate fluctuations. Again, another option, as in the past, was 
recourse to a supplementary budget, but many Member States, and especially those in Europe, 
were resolutely opposed to such a move. Member States should attempt to show some 
consistency in their attitudes in regional and global forums or at least acknowledge openly 
that they were different. It should be remembered that the financial situation in other 
regions and for the Organization as a whole was not bright either, for reasons other than 
currency fluctuations. However, it should be remembered that in the past, in spite of a 
critical situation in many regions, support had been given to the work of the European 
Region, as its programmes were of interest to other Member States outside it. That would no 
doubt apply in the future as well. 

The meeting rose at 18h05, 


