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FIFTH MEETING 

Friday, 10 January 1985, at 9h30 

Chairman: Dr G. TADESSE 

GLOBAL STRATEGY FOR HEALTH FOR ALL BY THE YEAR 2000： Item 11 of the Agenda (continued) 

REVIEW OF FIRST EVALUATION REPORT (SEVENTH REPORT ON THE WORLD HEALTH SITUATION)： Item 11.1 
of the Agenda (Document WHA36/1983/REC/1, p. 31, resolution WHA36.35, and p. 64, Annex 7; 
documents EB77/13 and EB77/13 Add.l) 

The CHAIRMAN invited Dr Khanna to proceed with her graphic presentation of the 
evaluation report. 

Dr KHANNA (Monitoring and Evaluation of Health for All Strategy) said that, as requested 
by Dr García, she would attempt to present some highlights of the information and analysis 
contained in the evaluation report (EB77/13 Add.l). The report was still to some degree in 
draft form, since some of the data provided by Member States were being updated or 
completed. The Programme Committee had made a number of suggestions for changes and 
modifications, and some of those had been reflected in the revisions made. Further revisions 
requiring more time, as well as those arising from the Board's deliberations, would be made 
to the final version of the report before its presentation to the Health Assembly in May of 
the present year. 

By the end of 1985, 144 national evaluation reports had been received, constituting a 
response rate of about 88%, However, not all reports had arrived in time for inclusion in 
the regional reports, and as a result there was need for continuing updating and adjustment 
of the data presented. 

The first projection was intended to show in graphic form how the report was 

structured. Chapter 1 focused on the relations between socioeconomic development and 

health t Global demographic, economic and social trends were reviewed, and implications for 

social policy and intersectoral cooperation in health were examined. In the same context, 

global indicator number 11 (adult literacy rate) and global indicator number 12 (gross 

national product per capita) were considered. 

Chapter 2 reviewed progress in health development processes in countries, and identified 
the main obstacles encountered and measures taken to overcome them by Member States. The 
majority of the global indicators were reviewed under this chapter, namely 1 (political 
commitment), 2 (community involvement), 3 , 4, 5 and 6 (resources, particularly financial) and 
7 (availability of primary health care). 

Chapter 3 assessed the health status of the world 1 s population, analysed patterns and 

trends in mortality, morbidity and disability, as well as in health behaviour and life-style, 

and also examined key environmental factors affecting health. The chapter covered global 
indicators concerned with health status, namely 8 (nutrition status of children), 9 (infant 

mortality), and 10 (life expectancy)• 

Finally, Chapters 4 and 5 of the report contained an overall assessment of the progress 

and effectiveness of the strategy, and the main issues affecting its implementation； the 

main challenges which that assessment presented for Member States and for WHO were summarized. 

Using two separate screens, she next introduced selected highlights from the information 
and analysis contained in the report. The first projection gave a picture of average 
population growth in the six regions over two five-year periods, 1975-1980 and 1980-1985. 
During the first period the growth rate had been highest in the African and Eastern 
Mediterranean Regions, averaging almost 3% per year. For the second period, growth had 
remained static in the European Region but had increased at an average of 3% per annum in the 
African Region, declining slightly in the other four regions. The largest decline had 
occurred in the Western Pacific Region. 
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The second projection showed crude birth rates and death rates, the principal 
determinants of population growth, for the same periods in the six regions. For the first 
period, the highest crude birth rates 一 averaging 47.6% - had been in the African and Eastern 
Mediterranean Regions; the second period had been marked by a small decline in crude birth 
rates in all regions except the African Region. The crude death rate during the same periods 
had been highest in the African Region, while the European Region showed a marginal increase 
which was most probably linked to the aging of the population. 

Projection 3 indicated trends in urbanization, which had become, especially in 
developing countries, an important determining factor in population change. It focused on 
percentage increase in urbanization during the same two periods: it was noteworthy that over 
the whole 10-year period 1975-1985, the fastest urbanization (an increase of almost 75% in 
the urban population) had occurred in the African Region. However, the Region of the 
Americas, where 71% of the population lived in urban areas, was still the most urbanized. By 
the year 2000 it was estimated that roughly one half of the world's population would be 
living in urban areas, and that 17 out of the 20 largest urban agglomerates would be in the 
developing countries. 

She next presented some information on selected global indicators, and drew the 
attention of the Board to the fact that, when approving the health-for-all strategy, the 
Health Assembly had decided on a short list of 12 indicators, to be used for global 
monitoring and evaluation. That decision had implied that countries were committed 
individually (as well as collectively, in regional groupings) to using those indicators, and 
to providing the necessary information on them. Since average global values had little 
meaning, it had been decided to rely on indicators in terms of number of countries. 

Global indicator 3 was the number of countries in which at least 5% of GNP was spent on 
health. While 55 countries, many of them in the European Region and the Region of the 
Americas, spent 5% or more, 43 countries, including all those within the South-East Asia and 
Eastern Mediterranean Regions, spent less than 5%. No information had been forthcoming from 
65 countries, including 44 from the African Region； however, data from that Region had 
proved difficult to break down, and it was hoped to desegregate it for inclusion in the 
analysis at a later stage. Many countries experienced difficulties over the defining and 
interpreting of information when using this indicator, as also when using the other 
indicators relating to resources. 

The sixth projection illustrated global indicator 7, which related to the availability 
of some of the essential elements of primary health care and was thus an important reflection 
of the adequacy and effectiveness of health development measures taken. For safe water 
coverage, 57 countries had been able to show 80% coverage, while 85 countries (the majority 
from the South-East Asia, African and Eastern Mediterranean Regions) had reported below 80%. 
No information had been received from 21 countries. The urban/rural breakdown was available 
for only a few countries, but in terms of numbers it was estimated that about 1000 million 
more people, 80% of whom lived in the rural areas, needed to be provided with safe water• 

The seventh projection illustrated the second component, adequate sanitary facilities in 
the home or immediate vicinity. Forty-three countries, including one in the South-East Asia 
and one in the African Region, had reported access to such facilities for 80% of their 
population, whereas 73 countries, the majority from the African and South-East Asia Regions, 
had reported access for less than 80%. No information had been received from 47 countries, 
including 26 from the African and 10 from the Western Pacific Region. Once again the 
urban/rural breakdown was available for only a few countries, but the situation was likely to 
be the same or even worse than that relating to water supplies. In fact, a few countries in 
the South-East Asia, African and Eastern Mediterranean Regions had reported coverage as low 
as 1% in rural areas. 

The eighth projection showed the availability of trained personnel attending pregnancy. 
Thirty-eight countries, including all those in the European Region, had reported coverage of 
80% or more of their population, while 41 countries, including those in the African and 
Eastern Mediterranean Regions, had reported below 80% coverage. However, the position was 
not as encouraging as might appear, since no information had been received from 84 countries, 
among them 28 from the African Region, 21 from the Region of the Americas and 19 from the 
European Region. It was likely that the more developed countries in the European Region and 
the Region of the Americas were no longer collecting such information routinely now that the 
goal of full coverage had been achieved. 
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The ninth projection illustrated the availability of trained personnel attending 
childbirth. Roughly half of the reporting countries showed 80% or more coverage in that 
area, the same regional pattern emerging as with the coverage of pregnancy； a large majority 
of countries in the African, South-East Asia and Eastern Mediterranean Regions reported lower 
coverage, some below 20%. There was no information from 73 countries, including 21 countries 
in the European Region, possibly for the same reasons as already stated. 

For the next component, availability of local health care, including availability of at 
least 20 essential drugs within one hour T s walk or travel, 66 countries had reported access 
by 80% or more of their population, including all the countries in the European Region; the 
situation in the Western Pacific and Eastern Mediterranean Regions had improved. However, 
65 countries had not reported, including 25 from the African Region and 21 from the Region of 
the Americas, and even some from the European Region； here too, it was possible that such 
information was not now being collected. 

Three of the global indicators dealt with health status: global indicator 8, shown in 
the ninth projection, was nutrition status of children measured by the criterion that at 
least 90% of newborn infants had a birthweight of at least 2500 g. Of 123 countries 
reporting, 77 (well over half) showed a 90% value, but 46, chiefly in the African and 
South-East Asia Regions, reported a lower value. Forty countries, including 15 from the 
African Region, had not reported on that indicator. 

The tenth projection concerned global indicator 9, number of countries in which infant 
mortality rate for all identifiable subgroups was below 50 per 1000 live births. That 
indicator was on the whole well reported, 74 out of 155 countries (including all but two of 
those in the European Region) reporting a rate of below 50. Of the 81 countries with rates 
of 50 and above, 44 countries had rates of 100 or over; of the latter, 29 were in the 
African and 8 in the Eastern Mediterranean Region. No information had been received from 
8 countries. 

The eleventh projection illustrated global indicator number 10 (number of countries in 
which life expectancy at birth was over 60 years). Of 144 countries reporting, 81 had 
achieved life expectancy of 60 years or more, but for 63 countries the figure was still below 
60; a majority of those countries were in the African Region. No information had been 
furnished by 19 countries, 14 of them in the Western Pacific Region, but she believed that 
the information would eventually become available. 

The twelfth projection dealt with global indicator number 11 (number of countries in 
which the adult literacy rate exceeded 70%). Here, of 133 countries reporting, 75, largely 
from the South-East Asia Region, the Region of the Amerias and the European Region with one 
from the African Region, had reported a rate of 70% or more； many countries in the Eastern 
Mediterranean Region showed a low rate. No information was available from 30 countries. 

It should be rioted that, whereas female literacy rate would be a relevant indicator for 
health, many countries did not differentiate between literacy rates for men and for women. 
Analysis of the available data had shown that in the least developed countries the literacy 
gap between the sexes had widened. Almost two-thirds of illiterate adults in the developing 
countries were women. The range of literacy was often large, extending in the African Region 
from 7% up to 82%. One country in the Eastern Mediterranean Region had reported illiteracy 
to be 84% for men and 99% for women. 

Chapter 3 of the report also contained information on some of the communicable and 
noncommunicable diseases, as well as on conditions related to health behaviour and 
life-style; much of that information was compiled from sources other than national 
evaluation reports, chiefly from programmes and survey data. Her summary analysis of the 
global indicators by regions could be included in Chapter 4 of the report, as suggested by 
the Programme Committee. 

In summary, where the progress and effectiveness of the strategy were concerned, many 
countries had reported important progress in terms of physical accessibility of health 
services to the population. Some developing countries had reported 80-100% coverage with 
some or all of the essential elements of primary health care. Among those elements, 
immunization - though not shown in the projections - had received high priority. While 
individual countries, due to accelerated efforts, had made impressive gains, many 
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least-developed countries were still reporting less than 15% coverage with the last dose of 
DPT. Some progress was noted in the care of women during pregnancy and childbirth, but care 
for children under 5 years was still very limited. Some improvements were to be noted in 
water supply and sanitation, but most gains had been nullified by population growth and 
recent droughts. A particularly poor situation prevailed in regard to sanitation in rural 
areas. However, progress had been made in making essential health care available at local 
level. 

Although it was still too early to assess impact or to directly attribute or relate any 
changes to national strategies, infant mortality and life expectancy did show trends towards 
improvement in a majority of countries. 

Some Member States had had difficulty in analysing information for some of the 
indicators, particularly those related to resources and their distribution. No doubt a 
closer look at those indicators and guidelines in terms of the collection and analysis of 
relevant information would be desirable. 

Dr REGMI congratulated the Programme Committee on its fine report. It was probably the 
first time in the history of WHO that such a remarkable fact-finding exercise had been 
undertaken. 

He supported the Committee's suggestion that existing global indicators should be 
reviewed and others added. He further endorsed the suggestion that an annex summarizing 
overall progress should be included in the report； such an annex might perhaps list some of 
the procedures by which key activities could most effectively be carried out. 

He drew particular attention to the last sentence of paragraph 17 of the Executive 
Summary of the report, which contained both a timely caution and useful advice. He welcomed 
the positive aspects of the report, which should be seen not as a gloomy picture of the past, 
but as a hopeful forecast of the future. He urged that developed and developing countries 
should work together to reach the common goal and that the "have's" should come forward to 
aid the "have-not's". At the same time, governments of developing countries should realize 
that they could not continue to depend on others and that money spent on health was a vital 
investment in the future. If the Strategy was to be successful, managerial skills, community 
involvement, and political will would all be needed, as well as regular monitoring and 
evaluation of the progress made. 

Professor MENCHACA thanked Dr Khanna for her excellent presentation and commended the 
work of the Secretariat and the Programme Committee in producing so interesting a document 
pursuant to resolution WHA36.35 and based primarily on information provided by the Member 
States themselves. 

The highly significant era in the life of the Organization that had begun with the 
Alma-Ata Conference in 1978 and the adoption of the Global Strategy for Health for All by the 
Year 2000 continued to call for substantial efforts oil the part of all countries and by WHO 
towards attaining that ambitious goal. 

The analysis made in the evaluation revealed the adverse effects of the world economic 
crisis on social progress and consequently oil the health situation. The reduced availability 
of essential inputs such as drugs, equipment and transport meant that health infrastructures 
were quite unable to meet the health care needs of the population. The reported high infant 
mortality rates and low life expectancy in a large number of countries were but two of the 
consequences of that situation. 

The report had rightly stressed the close link between health and socioeconomic 
development, the importance of policies outside the health sector and the need for a 
multisectoral approach to health problems. It had also highlighted the growing 
interdependence of the industrialized and developing countries. Factors such as the economic 
recession in the industrialized countries, their high interest rates, protectionism, 
inequitable terms of trade and inflation had led to the loss of a whole decade of development 
for many countries； funds had had to be diverted from such fundamental areas as social 
development and health care. 
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Political factors had also affected health development. In that respect the efforts of 
a number of countries to promote nuclear disarmament and establish nuclear-free zones were 
encouraging. He wished to draw attention in particular to the work and fine example of a 
nongovernmental organization, International Physicians for the Prevention of Nuclear War, 
whose two Co-Presidents, one from the USSR and one from the United States of America, had 
recently been awarded the Nobel Peace Prize. The excessive increase in world military 
expenditure on account of the arms race, referred to in the report, also deserved comment. 
Even a slight reduction in such spending would enable the debtor countries to pay their debts 
and would, moreover, have a positive effect on the economies of the industrialized countries 
themselves. The measures imposed on the debtor nations by the International Monetary Fund 
had the effect of reducing public spending and ultimately lowering the living standards of 
broad sectors of the population. Serious economic problems, such as unemployment and its 
attendant social evils and repercussions on health, were also affecting the developed market 
economy countries. If all the economic problems could be solved and progress made in the 
transfer of technology, a new international atmosphere would be created in which peaceful 
coexistence would be possible. The gigantic external debt, which sucked out all that the 
developing countries earned by their exports, together with, for example, the high illiteracy 
rate and the spectre of famine were an irrefutable proof of the irrationality, injustice and 
inequality of the existing economic order. Ten years after the World Food Conference had 
said that it was technically possible to eliminate famine by the year 2000, people in many 
regions of the world were still dying of hunger. 

He agreed with the report that the fulfilment of the right of everyone to be free from 
hunger involved the removal of a number of international and national obstacles, and in many 
cases the efforts of countries themselves to escape from their difficult situation would not 
be enough to enable them to do so. Economic conditions had seriously affected the 
application of policies and strategies approved at the highest level, compelling many 
countries to struggle merely to sustain the existing level of health development. Political 
commitment to reducing socioeconomic inequalities was essential if everyone was to enjoy good 
health, and the poorest countries could not attain the health-for-all goal unless 
considerable resources were mobilized and more effective support given to national action in 
the health field. 

Mr Almar GRIMSSON commended Dr García Bates on her introductory statement and Dr Khanna 
oil her presentation, in which she had clearly pinpointed the weaknesses in information 
systems. The Programme Committee 1s thorough review at its October meeting had been most 
helpful for the Board and, having himself attended that meeting, he wished to comment on some 
of the issues on which opinions had differed. 

He did not agree with the suggestion made by some members and referred to in paragraph 8 
of the Committee's report, that comments oil potentially sensitive or controversial issues 
should be deleted from the draft report, which would thereby lose much of its value； all of 
those issues, covered in paragraphs 23-28, related to preconditions for health and social 
equity. 

He agreed fully with Dr García Bates 9 point that political decision-makers should be a 
target group to be reached by the report. On the question of format and presentation he 
appreciated the difficulties of further summarizing the report so as to make it suitable for 
decision-makers and the public, but agreed that Chapters 4 and 5 might be combined and a 
concise assessment of the global indicators incorporated, subject to the inclusion of some 
reference to the sensitive or controversial issues mentioned previously. That would provide 
a basis for a simplified version. It was also a good idea to highlight, at the end of each 
major chapter, the main issues involved. 

Referring to paragraphs 11 and 12 of the Programme Committee
1
s report, he felt that it 

was essential to collect and validate information from sources other than national evaluation 
reports, however cumbersome an exercise that might be. 

Dr García Bates had rightly referred to the evaluation exercise as part of an action 

plan; in that context, he would have expected to see more reference to health-for-all 

leadership plans. 

He would further like a paragraph on deafness, containing whatever information might be 
available, to be included in the draft report in addition to that on blindness 
(paragraph 344), under the subheading relating to disability in Chapter 3. 
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Finally, he had also failed to find adequate coverage of drug utilization patterns, the 
essential drugs concept and the essential drug programmes that were coming into being. He 
concluded by expressing his general endorsement of the draft report, and thanking those 
involved for their excellent work. 

Dr BELLA said that, although the report was rather too voluminous to be considered in 
detail in the time available, it was to be commended for its review of the health situation, 
covering historic dates in the life of the United Nations and WHO, all the factors involved 
in health development, the links between health and socioeconomic development, the major 
disparaties between the health situation in the developing as compared with that of the 
developed countries, and progress in the implementation of health strategies, without 
forgetting, however, certain failures and the reasons for those failures. As such, it 
merited broad dissemination. 

Dr KOINANGE, expressing his appreciation of the draft report (document EB77/13 Add.l), 
said that a significant point to emerge from it and from the explanations given by 
Dr García Bates and Dr Khanna was the lack of data on indicators from the African and Eastern 
Mediterranean Regions. That showed a need for assistance and cooperation from headquarters, 
the regions, United Nations agencies and bilateral agencies so that the necessary baseline 
information could be obtained for the assessment of strategies. There was also a clear need 
to refine some of the indicators for use in certain regions. 

Chapter 5 of the draft report on the outlook for the future was a very important one. 
While appreciating that evaluations must be continuous, he wished to know when it was planned 
to carry out the next global evaluation and report on it, before the year 2000. 

Sir John REID considered that, given the problems posed by such an evaluation exercise, 
the results achieved were most commendable. The draft report would no doubt receive a final 
revision in the light of the comments of the Executive Board and of the Programme Committee, 
and in its final form would provide an excellent base line on which to build and to assess 
progress. 

Since it was a major document which should be debated thoroughly at the Health Assembly, 

he would particularly request that it should reach Member States as early as possible. 

Endorsing the comment made by Mr Grimsson, he agreed with the Programme Committee's 
suggestion that there should be a popular version of the document； that would be very useful 
not only for politicians but also for many other interested groups. 

Dr MARUPING thanked all those who had provided, compiled and analysed the information 
contained in the draft report. The evaluation had been facilitated by WHO'S common framework 
and format. Of particular importance and usefulness was the report's assessment of the 
strategy's effectiveness and impact, and its attempt to identify the factors contributing to 
success or failure, together with those influencing national, regional and global actions, as 
well as the implications from the point of view of readjustments to the strategy. 

She drew attention to the positive response by health sectors to the much-needed 
reorganization of health manpower training in the managerial process and the team approach to 
health development. The health sectors had played a leading role in the formulation and 
training for decentralized health services management. However, similar progress had not 
been achieved in all areas that had a bearing on health development, and efforts should be 
harmonized to ensure that community needs and expectations were satisfied. 

The fact that the health sector was a service sector and did not earn much revenue meant 
that, especially in small national budgets, it was an easy target for cuts at times of 
economic austerity. The consequences of such cuts were far-reaching. It was important for 
the credibility and also the confidence of health workers living with communities in often 
remote parts of the country, and for the participating communities themselves, to be able to 
rely on technical support in the form of adequate medical supplies, drugs and basic 
infrastructures. 

Resources should be channelled more efficiently in support of national health 
development efforts, towards communities and other peripheral levels, where there tended to 
be a high degree of organization and accountability and clear-cut planning and 
decis ion-making. 
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The continuing role of WHO in encouraging other donor agencies and governments to invest 
wisely by supporting development at the grassroots and supporting levels remained one of the 
major challenges to be faced. 

Dr ТАРА thanked the Programme Committee for its report and commended the in-depth 
analysis provided in the draft report. In general he agreed with the contents of the 
Programme Committee 1s report. However, he thought that "the potentially sensitive or 
controversial issues" referred to in paragraph 8 should not be deleted from the draft report, 
as some members had suggested, since they were facts of contemporary life. He also strongly 
disagreed that issues such as world population distribution by WHO regions were irrelevant to 
the evaluation. 

With regard to the suggestion that Chapters 4 and 5 of the draft report should be 
combined, he considered them to be its two most important chapters, was satisfied with their 
contents and believed that they should be kept separate. 

Both WHO and Member States were to be highly commended for their combined efforts in 
implementing the Global Strategy for Health for All by the Year 2000 and also for their work 
in producing the first evaluation. He agreed wholeheartedly with the conclusion reached in 
paragraph 505 of the draft report and particularly with the reference to the need for 
continuing commitment and leadership to guide the national policy decisions in order to 
advance more rapidly in the march towards health for all. It was a march of people, by 
people and for people• The common link between peoples was their humanity, and WHO could not 
afford to fail in the great human movement of health for all by the year 2000. 

Dr GRECH noted the hearteningly high response rate (97%) obtained from the European 
Region, as compared with the disappointingly low feedback recorded in the first monitoring 
exercise in 1983. The greatest value of the first evaluation report was that it constituted 
a yardstick against which future endeavours would be judged. It had, moreover, highlighted 
certain priority areas which called for concerted action. They included the disparities that 
existed between regions and within regions; the lack of adequate information systems as a 
tool to evaluate and monitor trends in the health services； the deficiencies in managerial 
skills; the vital role to be played by health education and balanced nutrition if any impact 
was to be made on the waste and devastation wrought by the cardiovascular and other 
noncommunicable diseases in both developed and developing countries; the search for positive 
health indicators as measures of well-being and risk； and the need for a multisectoral 
approach geared to the preventive and primary care services if the present state of health 
was to be improved in the context of existing constraints. 

He supported the suggestion that there should be an annex to the report summarizing the 
overall progress, or lack of progress, in each of the key components of the health-for-all 
strategy, broken down by country and by region, since the information offered to national 
administrators and politicians could serve as a catalyst in provoking them into further 
action. He was confident that the Secretariat would find an imaginative and convincing way 
to relay the Organization's messages to decision-makers and the wider public. 

Dr AD0U agreed with Mr Grimsson
1
s comments regarding those points in the Programme 

Committee's report on which opinions differed. He was gratified to note that the draft 
report on the evaluation of the Strategy for Health for All by the Year 2000 provided 
political decision-makers with a clear summary of the world health situation and of current 
health trends that would enhance their awareness of their responsibilities. The draft report 
was, however, disturbing in that, in relating health problems to economic and population 
problems, it showed that the poor were becoming poorer; if present trends continued, in the 
year 2000 most developing countries might well find themselves in the third and least 
favoured group of countries mentioned in Chapter 5. There were a number of prerequisites for 
health, of which food was one, so that it was also disturbing to note how quickly regions 
such as Africa had become areas of food shortage. It would therefore be advisable if, in 
addition to the indicators for the per capita gross national product and the percentage 
allocated to health, some indication of the food situation were to be given, particularly for 
the developing countries. He supported the idea that a popular version of the document 
should be distributed at country level. 

Professor RUDOWSKI said that the corrections suggested by the Programme Committee would 
improve the structure and comprehensiveness of the excellent draft report on the evaluation 
of the Strategy for Health for All by the Year 2000. The document described a situation in 
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which military expenditure for 1984 had been US$ 750 billion at a time when annual 
expenditure on research and development had been US$ 150 billion, of which only 7% had been 
devoted to research related to health. Those figures alone called for a dramatic 
reorientation of world priorities. If only a small part of military budgets were spent for 
health purposes, the Strategy would be implemented much more quickly and effectively. 

The draft report clearly showed that the implementation of the Strategy should be a 
continuous process demanding, among other prerequisites, active community participation, 
broader health planning, and the introduction of rational management procedures for health 
development. A serious obstacle was the lack of proper information support facilities to 
supply health managers at the various levels with good-quality data oil the health status of 
the population, health services, the environment, and other important items. 

In Poland, the Government had recently defined targets relating to health equity, the 
reduction of disability, the elimination or reduction of the incidence of certain preventable 
diseases, and the reduction of infant and maternal mortality. The targets could be achieved 
by the promotion of healthy life-styles, adequate and effective care, protection of the 
environment, and multisectoral cooperation. Community cooperation and the development of a 
comprehensive information system were important elements in the long-term programme. 

Dr LAW recalled that, when the strategy evaluation project had been elaborated, there 
had been some concern that the exercise, though necessary, could not possibly succeed owing 
to the great difficulty of collecting the required information. In the light of the gaps in 
reporting that had occurred, it could be said that such fears had been realistic, since it 
was discouraging to see how little progress had been made in some cases. Nevertheless, the 
information gathered was certainly useful. The fact that the exercise had actually been 
carried out, together with the clear and helpful content of the draft report, which would be 
enhanced in a popular version, would stimulate better reporting in the next round, 
particularly where the information required was available to countries but had not been 
reported• All in all, a very encouraging start had been made. 

Professor FORGACS said that the informative and comprehensive draft report on the 
evaluation of the Strategy for Health for All by the Year 2000 reflected the well-known fact 
that the health status of a population was determined primarily by the national and 
international economic and social situation, as well as by the political climate, which 
necessarily imposed limitations on any health system infrastructure. It was doubtful whether 
realistic and true comparisons could be made if different interpretations were made of 
indicators such as the volume of health expenditure, the infant mortality rate, or the 
proportion of pregnancies and deliveries covered by trained personnel. The data on the world 
health situation reflected an extreme range of circumstances, and were therefore very 
difficult to interpret correctly. A more sensitive analysis might require a more detailed 
spectrum of indicators including, for instance, the literacy rate. In any case, the draft 
report was a valuable tool for planning and managing health care services up to the year 
2000. He therefore supported Sir John Reid's suggestion that a popular edition should be 
prepared as a useful didactic instrument for the training of health leaders. 

Dr HAPSARA said that the Board had to face the painful fact that evaluating the Strategy 
for Health for All by the Year 2000 was a very complex and sensitive process calling for a 
courageous approach to actual circumstances. Only a firm and relevant philosophy of life, 
such as that embodied in the Strategy, could see the process through to a successful 
conclusion. If there were problems associated with the Strategy, they were problems of 
implementation rather than of conception. In fact, many operational policies and tactical 
concepts had already been appropriately developed since the Alma Ata Conference in 1978. In 
any case, the primary concern of a social development strategy should be equity and the 
satisfaction of basic human needs. 

As stated in paragraph 29 of the draft report, although there had been important 
breakthroughs in advanced technology during the past decade, not enough attention had been 
given to the large-scale use of simplified technology at a cost which countries could 
afford. The problem of urbanization and migration discussed in paragraph 43 should be 
analysed in greater depth, taking into account not only quantitative factors but also the 
sociological and economic aspects. With regard to paragraph 53, where it was indicated that 
the poor were getting poorer and that part of the middle-class was falling back into poverty, 
he wondered what the future position of the rich would be. He agreed with the statement made 
in paragraph 94 to the effect that the health sector was still characterized by most 
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countries as the weak partner, but he wondered why that should be so and what prospects there 
were of strengthening the health sector in the near future. With reference to paragraph 103, 
he fully agreed that information was lacking on vital issues and recommended that more 
research should be done in that field. 

The problem of inadequate information support for the managerial process mentioned in 
paragraph 155 could be explored further, due account being taken of the influence of 
prevailing social philosophies. He was glad to note the inclusion, in paragraphs 159-167, of 
a section on the important role played by supporting legislation. The summaries of the 
assessment of achievements and the outlook for the future contained in Chapters 4 and 5 might 
not have been clear enough; the inclusion of a bridge passage at the end of Chapter 4 might 
improve the presentation. 

He endorsed the seven aspects that had been highlighted by the Programme Committee in 
paragraph 16 of its report as being crucial to the achievement of the objectives of the 
Strategy, but he felt that attention should also be drawn to the need to further strengthen 
the primary health care network, with emphasis on promotional and preventive measures and the 
integrated delivery of component services. 

Dr Uthai SUDSUKH said that the evaluation of the Strategy for Health for All by the Year 
2000 was so important that it should be carried out every three years if possible, with 
relevant modifications of indicators and, where necessary, methodology. The draft report 
before the Board was so useful that it ought to be given wide distribution, as suggested by 
Sir John. 

Dr DE SOUZA noted that Dr Khanria and her team had picked up the main points discussed in 
the Programme Committee with regard, in particular, to the presentation of the tables and 
figures in the draft report. He hoped that the graphics shown by Dr Khanna in her excellent 
introduction to the discussion would be included in the revised version. 

As for the draft report itself, he agreed with Dr Bella that it was a little verbose and 
repetitious. It was not written in such a way that the main points could easily be 
identified, but he assumed that, when the document was rewritten to incorporate the remaining 
points made by the Programme Committee and in the light of the Board's discussions, an effort 
should be made to use a slightly more "punchy" style which, with the introduction of the 
graphics, would improve the quality and also facilitate the production of the popular version 
mentioned by previous speakers. 

Professor LAFONTAINE said that he too would welcome a more popular version of the draft 
report. It would also be helpful if values could be given in terms of population as well as 
of country and if the meaning of percentage figures could be clearly specified. 

Dr MACEDO (Regional Director for the Americas) said that many members of the Board might 
be wondering why the Region of the Americas had produced such a low percentage of replies in 
the evaluation exercise. The matter required some explanation and was also, in some 
respects, a source of concern. Some of the additional information which he was in a position 
to supply would improve the picture, while other information would make it seem worse. On 
the positive side, for instance, it should be borne in mind that the countries that had 
replied accounted for 88% of the Region's population and that the information included and 
analysed covered all countries. On the negative side, however, it should be realized that 
with very few exceptions the work of completing the forms had been performed by the 
Secretariat, the results being merely confirmed by Member States. No real evaluation had 
therefore been made. 

There were three general explanations for that situation. In putting them forward his 
intention was to explain but in no way to justify what had taken place. The first was 
connected with the way in which planning activities, particularly health planning activities, 
had developed in the Region over almost 25 years. Starting with the Alliance for Progress 
initiative in 1962, almost all Latin American countries had prepared national health plans 
that had been given regional expression in the Region's four-yearly health projections. In 
1972 the countries concerned had prepared a ten-year regional health plan with very specific 
goals culminating, within the movement for health for all, in 1981 in the preparation of 
regional strategies and, in 1982, in the preparation of a plan of action to implement those 
strategies. All that work represented an extraordinary amount of experience, but also a 
great accumulation of frustration in terms of the difference between what had been planned 
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and what had actually been achieved. That had happened not only in the health sector, but in 
the development planning process as a whole. Such technocratic planning had led to a certain 
disenchantment and fatigue, with the result that countries were extraordinarily critical and 
reluctant to adopt measures not included in their normal activities. Some degree of recovery 
had recently taken place as a result of the redefinition of the planning process and the 
adoption of a more strategic outlook incorporating new elements. 

When the common framework and format for the evaluation exercise had first been 
submitted to the РАНО Executive Committee, all the countries had been critical of it. As a 
result, it had been decided that the Secretariat should fill in the formats and send them to 
the countries for their confirmation of the information provided and for the addition of any 
information not available in the Regional Office. It had also been decided to send the 
format to four countries as a pilot survey. The results had been disappointing and, in the 
end, only 19 countries had returned the previously filled in forms. 

The second explanation for the poor response from American countries was that a review 
of "Health conditions in the Americas" was customarily undertaken in the Region every four 
years and that review had coincided with the evaluation of the health-for-all strategies and 
had led to a certain amount of confusion between the two requirements. 

The third explanation was that during the past three years there had been an 
extraordinary lack of stability in the political or administrative situation in many 
countries• In the three years during which he had been the Regional Director, he had had to 
work with 84 ministers of health from 34 countries. Since, in Latin America, a change of 
minister usually meant a change in the chief officials in the ministries and in the 
Administration, after each change the officials had to be briefed afresh. The Board should 
be under no misapprehension: in reality, the evaluation exercise had not been sufficiently 
authentic to commit governments； rather it had been an exercise to meet the requirements of 
PAHO/WHO governing bodies. Recognition of failure could, however, be constructive as only 
thus could corrective action be taken. He hoped that as a result a more realistic and 
positive attitude would emerge in the future. Moreover, the draft report under discussion 
should prove to be of great help in producing in each country - and within PAHO/WHO itself -
better conditions for the necessary continuing, as well as periodic, evaluation of the 
strategies for health for all. That was the aim which the Region of the Americas intended to 
pursue with renewed vigour and determination. 

Dr OTOO said that, as a member of the Programme Committee, he, too, wished to 
congratulate Dr García on her introduction of the report and Dr Khanna for the visual 
analysis of the data. 

He recommended that the various issues raised in connection with the indicators should 
be looked at in depth. That could only be done meaningfully at the regional level, where the 
data were available and could be more effectively applied to the existing situation. If the 
evaluation report was to be used to further the improvement of health for all in Member 
countries, a detailed analysis of the issues raised would have to be carried out by the 
regional offices and the regional committees. 

Dr MONEKOSSO (Regional Director for Africa) said that the first evaluation exercise had 
encountered many problems in the African Region. Many countries had had difficulty in 
completing the common framework and format. There had been difficulties, in particular, in 
replying to the questions on the proportion of the budget that was devoted to health - as 
opposed to health care - on the provision of clean drinking-water and on food and nutritional 
status. Moreover, some had felt that the evaluation was just a WHO exercise and it had taken 
special seminars organized by the Regional Office for progress to be made in understanding 
that the exercise would be of benefit to the countries themselves. 

Consideration was given as to the type of question that would best elicit the required 
information where "health policy" was concerned, especially in a context in which there were 
frequent changes of health leaders. In a changing situation, the only way to determine 
whether a policy was being followed was to consider its effects and impact. In future, it 
might be best to consider omitting such questions. 

The usefulness of current health information systems designed by experts also needed to 
be reviewed. Many countries did not possess such systems and those that did were often 
unable to manage them. There was a growing body of opinion in the African Region that the 
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indicators should be reviewed at the regional level, as Dr Otoo had suggested, and also at 
the national level where they would be utilized for health management purposes. If emphasis 
on district level management was encouraged, appropriate data would be built up at the local 
level where they would be used and could also be extracted by officials at the national level 
for reporting on the global indicators. 

Dr NAKAJIMA (Regional Director for the Western Pacific) said that the evaluation 
exercise had had a great impact on the countries of the Western Pacific Region since it had 
led them to consider matters they previously had not thought about as affecting health 
development. It was in those new areas that countries had found their health systems 
lacking. The fact that the common framework and format had been completed by the health 
authority in the country had meant that certain new areas or essential elements of primary 
health care had not always been well reported. For instance on such matters as the extent of 
community involvement, the response chiefly reflected the views of the health authority. 
Another weakness which had been revealed by the reports was in environmental health, which 
was weak in most countries and would be receiving attention from WHO. Health manpower 
development, being multisectoral, was another field that had not often been well reported. 

The Regional Committee felt that some improvement was needed in the indicators, 
including the possibility of combining some of them. It was also felt that evaluation should 
be forward looking and not merely retrospective and that future challenges and major 
obstacles should be identified. In connection with medical education, for example, his 
Region was endeavouring to see how health needs would be met by the year 2000. The needs of 
the community and of people were changing day by day. Consideration was therefore being 
given to the kind of technology which would be available at that date and how it would be 
used. The Region was not aiming merely at appropriate technology, but at appropriating 
suitable technology for its own use - in the production and use of vaccines, for example, 
whereby costs could be reduced and safety and efficacy increased. 

Referring to Table 1, on page 7 of the report, he pointed out that several non-Member 
countries and areas in the Region had reported. Their results had been included in the 
regional report, but not in the global report, no doubt on account of political 
considerations understandable from the global standpoint. However, in view of the efforts 
made by those non-Members, he was disappointed that their results had not been included 
although he agreed that the global evaluation as a trend analysis was not affected by that 
omission and could be used for indicating general trends. 

Dr ISMAIL thanked all those who had been concerned in the preparation of the important 
draft report before the Board. WHO 1s information system was one of its best services to 
countries and the report was a fine example of it in action. 

He had certain reservations, however, as to how far the information in the report truly 
reflected the situation in developing countries. In the first place, the indicators had been 
understood by many countries as having been chosen and defined by WHO and therefore the 
information given on common framework and format represented their response to a WHO 
request. He wondered whether the information systems of all Member States covered all the 
indicators• Perhaps they did, but it was by no means certain that the officials concerned 
had real information about all the matters asked for or that they provided that information 
to their own authorities. Countries should therefore ensure that their health information 
systems included all the indicators, that the information provided was more than a short-term 
answer to a questionnaire and that it truly reflected the health situation. 

Secondly, it was not enough to obtain a completed format. More evidence of real 
progress towards health for all should be asked for; it might take many forms such as the 
strengthening of political will, the participation of the community, the strengthening of 
administrative capabilities and the aspects of making all integrated health services 
available to entire populations. The regional offices should monitor such developments in 
addition to the reports on the other indicators. 

Dr ASVALL (Regional Director for Europe) said that, whereas two years previously only 
60% of Member States in the European Region had completed the common framework and format, in 
the present case only one was missing - and he had been informed that its report was ready, 
but was being translated. That result revealed the tremendous change in motivation that had 
taken place in the intervening period. 
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Many Member States had, moreover, carried out a very extensive exercise. In one 
country, for example, 40 different institutions had been involved. In others, of course, 
that had not been the case. 

There had also been a great difference in the views expressed in the Regional Committee 
and by individual Member States as regards the enthusiasm with which they had tackled the 
matter. Much of that enthusiasm stemmed from the regional indicators, which in Europe 
touched on more sensitive issues than did the global ones, since most of the European 
countries had already reached all the global targets, which were therefore of less interest 
to them； indeed questions had been raised as to what should be done in the future as regards 
those countries that had attained levels specified in the global indicators. All those 
factors perhaps explained why the response from some European countries was not so extensive 
on the global indicators as might have been expected. 

But there was no doubt that the evaluation exercise had had very important results, 
although it was impossible to measure them quantitatively. For instance, special 
publications on the national evaluation exercise and its findings had been issued in three 
Member States, A new awareness had arisen that there were issues to be looked at which 
countries had not been aware of previously, such as social or health inequity, particularly 
due to social class. That question called for a reassessment of their policies. Similarly, 
the issue of life-styles and the information system itself had given rise to further thought 
and had led to greater motivation for establishing health-for-all strategies: the evaluation 
exercise had been very valuable in that respect. 

As regards the value of the indicators themselves, the European Region was already 
revising some of its own and he was sure that other regions would be interested in the 
results of that work. 

The question of the frequency of reporting had also been discussed in the Regional 
Committee which, in resolution EUR/RC35/3, had suggested that triennial rather than biennial 
reporting would be sufficient as there was not much change in the situation from year to year 

Dr GEZAIRY (Regional Director for the Eastern Mediterranean) said that the evaluation 
process had been of great interest to Member States in the Region. Only one Member State had 
not submitted its findings in time for inclusion in the report, but they would be 
incorporated in its final presentation. It was important to note not only that all Member 
States had reported, but also that, as had been discussed in the Regional Committee, the 
exercise had helped to bring to light a number of deficencies existing in the information 
systems of most countries. Furthermore, it had become apparent that information on such a 
wide variety of indicators had great relevance for decision-makers in health ministries, in 
addition to providing support for intersectoral cooperation between the different ministries 
and agencies - a field which had been well defined some years previously but regarding which 
little action had been taken. Moreover, such studies could serve to assist health ministries 
in defending their budgets at the national level. 

In fact, the entire exercise had been extremely beneficial in itself, in spite of a few 
faults here and there, such as the tendency, to which Dr Ismail, among others, had called 
attention, to consider the process as a WHO rather than a country exercise. However, it 
would seem that by now the process had been accepted as an important tool for many health 
ministries. 

Dr DIALLO congratulated all concerned. He particularly supported the statement by the 
Regional Director for Africa, who had referred to the problems facing the African countries 
in the evaluation of their strategies• It would appear necessary for changes to be 
introduced with a view to improving indicators at the regional level. He also supported the 
production of more concise and popular types of evaluation reports for wide circulation among 
Member States. 

Dr BANKOWSKI (Council for International Organizations of Medical Sciences (CI0MS)) 
expressed appreciation for the opportunity to address the Board on an aspect which, although 
possibly not the most important in terms of the global strategy, none the less represented a 
crucial element, namely, health manpower development. Reference was made to that subject 
under Chapter 2, Development of health systems, and he drew particular attention to paragraph 
185 relating to production and availability of health manpower. 
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While it was obvious that for the large majority of developing countries, shortage of 
health manpower still remained the main problem, it had rightly been pointed out in the 
report that in many countries, developing as well as developed, there existed a situation of 
overproduction of health personnel, not only in terms of physicians, but also with regard to 
dentists and nurses• In recognition of the importance and possible effects of that imbalance 
where the achievement of the goal of health for all was concerned, CIOMS had, in close 
collaboration with WHO, initiated a study, to be followed up by a conference to discuss the 
situation. The Director-General had accordingly decided to carry out a country study for 
which some 20 countries had been identified and were in the process of preparing a case study 
for purposes of that conference. They would be endeavouring to identify the position with 
regard to the different categories of health manpower, and to assess the existing imbalance 
in distribution and skill patterns with a view to arriving at the most favourable solution to 
halt that trend. Those country reports would provide the background for the joint WHO/CIOMS 
conference, co-sponsored by РАНО, and which would be held in September 1986 in Mexico at the 
invitation of the Mexican Government. 

As the Board was no doubt aware, Mexico was a developing country having overproduction 
of health personnel, including 20 000 unemployed physicians. That trend was continuing, and 
would certainly create many social, economic, and even ethical and moral problems in the 
future if some action were not taken. The aim of the conference was precisely to study the 
problem, and it was expected that its outcome would be, following examination of the current 
and foreseeable imbalance in health manpower and the possible consequences of such a 
situation in terms of the achievement of health for all, the elaboration of a set of 
recommendations to serve as the basis for regional and national health manpower policies, as 
well as for the identification of information gaps and areas calling for relevant health 
manpower. 

It was hoped that those preliminary steps would prepare the way for more rational action 
in the future, and he was glad to inform the Board that the World Federation for Medical 
Education was collaborating closely and planned to hold a series of regional and global 
conferences to discuss, in greater detail, the problem of overproduction of physicians. 
CIOMS was prepared to do whatever was needed in order to find out what the next step should 
be in finding the best way of eliminating that phenomenon. 

He wished to thank the Director-General arid all concerned in WHO who had provided 
concrete help in developing the country study and in preparing the conference. He 
particularly welcomed the assistance being given by the Regional Director for the Americas, 
who had also agreed to attend the conference and would be giving a keynote address. 

Dr KHANNA (Monitoring and Evaluation of Health for All Strategy) thanked members of the 
Board for their encouraging comments. Naturally, those congratulations should be shared both 
by Member States, which had undertaken the process of contributing to the evaluation by 
regional committees and by many members of the Secretariat. The Board's comments had been 
rich, incisive and analytical• 

On a specific point, she wished to reassure Mr Grimsson regarding the problem of 
deafness. There was only very limited information, mostly from the developed countries, in 
respect of that area, but the forthcoming Health Assembly session in May would look at that 
topic in more detail, and it should then be possible to include a small paragraph on the 
matter. Additional comments by Mr Grimsson and others, including the specific remarks made by 
Dr Hapsara, would be taken duly into account in the revision of the draft report. 

She had particularly noted the comments of the Programme Committee, further endorsed by 
the Board, concerning the presentation of the report• Endeavours would be made to introduce 
improvements, bearing in mind also Sir John's recommendation that the report should be 
despatched as soon as possible to Member States in order to allow adequate time for them to 
review it in depth before the Health Assembly, There seemed to be overwhelming support for 
presenting the information in a more imaginative, sensitive and challenging manner. All the 
reports, the six regional reports as well as the global report, would have to be examined 
with a view to arriving at the best possible method of using the information contained 
therein. She hoped that Member States themselves would also give attention to the question 
of how best to use national, regional and global reports within their own national framework 
in order to obtain the best results. 
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In reply to Dr Koiriange, she said that, in recognition of the importance of the need for 
Member States to improve their situation with regard to information, it had been recommended 
by all the regional committees that Member States should report on their monitoring of the 
Global Strategy every three years rather than every two, and the Board would no doubt take 
that recommendation into account. 

Mr UEMURA (Epidemiological Surveillance and Health Situation and Trend Assessment), also 
replying to the various points made, said that many members had referred to the difficulties 
encountered in obtaining, analysing and using relevant information, and special mention had 
been made of indicators. He thought that the situation in many of the countries regarding 
capability for information support to health system management was quite unsatisfactory, as 
had been pointed out. However, the present health-for-all evaluation had promoted better 
understanding and deeper recognition of the role played by information as part of the 
managerial process, as opposed to merely the collection of figures for publication, as had so 
often been all that had been done in the past in many countries. 

He was glad to hear the view expressed that the national level constituted the most 
important one at which to promote better information support for health management, naturally 
with the support of the regional and global levels. The emphasis on the national level was 
vital in devising more practical procedures for handling the global indicators adopted by the 
World Health Assembly in 1981, and for developing or improving regional indicators to 
supplement those global indicators, as well as for using the specific indicators of 
particular national interest and relevance. He assured members of the Board that the 
Secretariat would support such activities to the extent of its capacity, and would endeavour 
to assist in strengthening information capabilities within the countries. 

On the point raised by the Regional Director for the Western Pacific regarding the 
inclusion of information from non-Member countries and areas, he believed that the text of 
the draft global report, being based on population figures, rather than on Member States 
would be found to include information on all populations, including those of non-Member 
countries and areas. Some of the tables, however, did relate to Member States only and he 
would look into the possibility of working out a better presentation which would incorporate 
information from those countries and areas, where appropriate. 

Dr GARCIA BATES suggested that a draft resolution reflecting the discussion be prepared 
for submission to the Health Assembly； the Chairman might wish to invite some members of the 
Programme Committee, with the assistance of the Secretariat, to incorporate the main points 
of the debate in a draft resolution for consideration by the Board. 

The DIRECTOR-GENERAL said that his original reaction of scepticism to the Programme 
Committee 1s insistence on a more thorough evaluation process within the Organization had been 
due to his own experience as a programme manager in India, when it had appeared that all 
attempts at evaluation were punished because of the information they revealed. It 
accordingly seemed difficult to arrive at a "culture" of evaluation. There were now, 
however, certain programmes where that culture of evaluation already existed, and programme 
managers were endeavouring to convince Member States that they had nothing to fear from 
evaluation. On the contrary, rather than being punished for that, they were being encouraged 
to do better by having a proper information basis. It was nevertheless true that the process 
of evaluation illustrated the precept that all choices virtually always involved some degree 
of sacrifice. 

Indeed, it was emerging that WHO was in danger of being penalized because it took, in a 
sense, a more transparent approach than many other national or international organizations. 
That could lead to a defensive approach and a lack of willingness to adopt that culture of 
evaluation. His own remarks tied in with the comment made by the Regional Director for the 
Americas, and he himself would stress the need for a permanent culture of evaluation at the 
national level. The achievement of that would make it apparent whether the present report 
was merely a cosmetic exercise, or whether it had reached the heart of some of the political, 
economic and social realities facing Member States. 

He believed that, if all were asked to set down what they considered to be the major 
constraints in the way of arriving at health for all, there would be wide divergencies as to 
which were the real obstacles. Accordingly, there was no doubt a long way to go before the 
evaluation process started revealing the whole truth. The Regional Director for the Americas 
had drawn attention to the fact that it had been estimated in the Americas that some 30% of 
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all national resources were wasted outright； that might well imply that more than 50% were 
wasted in fact. He himself knew from past evaluation that, in many infrastructures, outright 
waste amounted to 70-80%. 

As for human resources, many were aware that, even though hundreds of thousands of 
physicians were being produced over the years, in many countries that had, if anything, a 
demoralizing effect on other non-medical staff, because the doctors, as leaders of the 
primary health care team, were dissatisfied. He would not dwell on the many types of 
obstacles, but he was convinced that there was no way back and that a culture of evaluation 
and of respect for relevant, sensitive and consistent information necessarily had to be a 
priority for the Organization. Indeed, he was concerned that not more resources were being 
used at the national level precisely in order to ensure such accuracy of information. 

If the Board felt, in the light of the discussion which would take place at the Health 
Assembly, that a more popular and "punchy" version of the report should be produced, it would 
be necessary to decide, in conjunction with the Secretariat, what was really meant by a 
popular version. In fact, as matters stood at present from an information point of view, WHO 
had at the time of the African crisis not been in a position to generate proper information 
as to the situation in the health sector. When Africa's development came to be considered 
later that year, he felt that the documentation so far produced by African leaders by no 
means gave health its rightful place in development. He hoped that the Board, by the end of 
the session, would endeavour to rectify that situation so that the African leaders would 
recognize health as a meaningful component of overall development. 

His remarks were intended to convey the problematical nature of the situation as a 
whole, and to emphasize the importance of information with regard to health. It would 
therefore be extremely valuable if the Board felt that the present report could serve as a 
platform for progress towards a culture of evaluation, not as the basis for punishment, but 
rather as the foundation for rewarding truth and the courage to find the way forward• He 
hoped also that it would provide food for thought for the industrialized countries as to how 
they had hitherto taken so very little action in spite of their implicit moral сошш!tm6nt to 
support the developing countries by their acceptance of the health for all goal. 

He hoped that the discussions in the Health Assembly would provide a basis for a more 
vivid popular version, which would also go beyond the present report as a result of any 
further information made available during the session. He suggested that the Board could, 
following on the Health Assembly, discuss what type of report it wished put forward regarding 
the state of progress achieved, and taking into account all the aspects involved. Extensive 
documentation existed which bore witness to the psycho-dramatic effects of evaluation, but he 
felt that the Organization had no alternative other than to accept the challenge posed by the 
need for information and that it should include the evaluation process as part of that need. 

The CHAIRMAN strongly emphasized that information systems were a prerequisite for a 
correct and rational assessment of progress at the country level. It was essential that the 
World Health Assembly should be kept informed in that regard, and that the inevitability of 
that need should be impressed upon it. 

In keeping with the suggestion made by Dr García, a draft resolution would be 
distributed to the Board for its consideration. 

The meeting rose at 12h45. 


