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FOURTH MEETING 

Saturday, 10 May 1986, at 9h00 

Chairman: Dr J. M. BORGOÑO (Chile) 
later: Professor J. SZCZERBAN (Poland) 

1. ORGANIZATION OF WORK 

The CHAIRMAN expressed concern over the slow progress the Committee was making on its 

lengthy agenda, and repeated his request to speakers to be brief and to the point; unless 
substantial progress was made it might be necessary to convene night meetings as from the 

following Tuesday. le had received a request for early consideration of item 20.6 of the 

Agenda from the United Kingdom, supported by Botswana, Canada, Denmark, Israel, Italy, Kenya, 

Malawi, New Zealand, Sierra Leone, Swaziland and Zambia. He accordingly suggested that the 
Committee consider item 20.6 immediately after item 20.2. 

It was so agreed. 

2. GLOBAL STRATEGY FOR HEALTH FOR ALL BY THE YEAR 2000: Item 20 of the Agenda (continued) 

Economic dimension: Item 20.2 of the Agenda (Resolutions WHА38.20, WHА38.21 and EB77.R11; 

Document А39/4) (continued) 

Dr WILLIAMS (Nigeria) expressed his appreciation to the Director -General and his staff 

for the detailed, thought -provoking reports contained in documents А39 /3 and А39/4. The grim 
reality of the economic situation in Africa and the gloomy prospects for the future, at least 

in the short term, as described in document А39/4, pointed to the need to refrain from using 
scarce resources on wasteful and prestigious programmes and to concentrate on projects to 

benefit the silent majority, namely the deprived masses living in rural areas, as well as 
projects likely to generate internal and external revenue for the government. The depressed 
economic situation of the African countries was adversely affecting the health of their 
people and the orderly implementation of the health -for -all strategy. 

Most countries in Africa depended very heavily on imports to sustain their economies, 
and the current shortage of foreign exchange had exacerbated their problems. For some time 
to come they would have to continue to import food, drugs, equipment, machinery, spare parts 
and technological know -how for their survival and development. As a result of the foreign 
exchange shortage, many countries in Africa, including his own, faced serious problems of 

employment among skilled and unskilled workers, greatly reduced capacity utilization in 
industry, shortages of goods and services, high inflation and the deterioration of social and 
economic infrastructures. 

In Nigeria courageous efforts were being made to put the economy on to the path of 
recovery and utilize meagre resources to promote the greatest good of the greatest number. 
Nigeria's adjustment programme, applying the concept of equity, had entailed considerable 
sacrifices from all segments of the population. A compulsory savings scheme among those in 
paid employment in both the private and public sectors had been introduced. All imports had 
been placed under import licence, with the imposition of a 30% levy. The proceeds of the 
levy were being paid into an economic recovery fund, which was being used to promote 
accelerated rural development and increase the yield, income and productivity of farmers, and 
also for the vigorous implementation of the primary health care strategy. The petroleum 
subsidy had been removed and the local currency had been adjusted so as to attain a realistic 
value. Some government parastatal enterprises had been made to operate on strictly 
commercial lines. Agriculture had been accorded very high priority and industries had been 
asked to seek their raw materials locally. The Government had also introduced firm measures 
against inflating the prices of contract awards and overseas procurement. 

In the health sector priority had been given to the implementation of primary health 
care, which in the 1986 health budget had been allocated a 35% share, a marked departure from 
previous practice. It was now government policy that only generic drugs would be procured 
for use in government institutions, and the standardization of equipment was being promoted. 
The Government was discouraging unnecessary aid expensive duplication in teaching hospitals 



А39 /A /SR /4 
page 3 

by establishing four centres of medical excellence. Adequate resources were being allocated 

to tertiary health institutions to rehabilitate their facilities and enable them to operate 

with optimum efficiency. 

In conclusion, he wished to make a passionate appeal to the industrialized nations and 

multilateral financial institutions to step up substantially their development assistance to 

the African countries, where the issues of economic survival remained very critical. He 

expressed the hope that the international community would rapidly find ways and means of 
relieving the Third World countries of their external debt problems. 

Mr LIU Xining (China) noted the objective and fair analysis made of the repercussions 

on health of the world economic situation in recent years, as described in document А39/4. 
Although difficulties regarding access to data were such that a more detailed report could 
not be expected at the present stage, the provisional report, which was a good reference 

document, enabled Member States to examine their medical and health care situation in the 

world economic context, thus helping them to revise and adjust the immediate goals of their 

health development strategies and formulate appropriate countermeasures. 

Noting the adverse effects of the global economic recession on health care, he expressed 
particular concern about the situation in those developing countries - including some in 

Africa - that were victims of natural disasters, resulting in a series of health problems. 

He noted with satisfaction that Committee A would at a later stage devote special 

consideration to providing further support for the least developed countries' national 
strategies for health for all by the year 2000, as well as technical cooperation among 
developing countries (TCDC). He hoped that the Assembly would reach agreement on concrete 
and feasible measures on those matters so as to provide further assistance to countries 
experiencing the most serious difficulties. China was ready to extend its help, within its 

own capabilities, to developing countries with worsening health problems, and in particular 
was ready to provide technical assistance and health manpower. 

Between 1981 and 1985, with the economic development of China, his Government had been 
able to allocate more funds to medical and health care, with the result that the five -year 
period had been an important one in the development of health. However, China was still a 

developing country and the basis for medical and health care was still weak, especially in 

the rural, remote and economically backward areas, and regions inhabited by national 
minorities. His Government was actively studying ways of providing the necessary support for 
those areas so that all their inhabitants could gain access to health care services. 

Dr FIKRI- BENBRAHIM (Morocco) said that the financial resources devoted to health in the 
developing countries no longer covered their needs on account of the world economic and 
financial crisis. Moreover, the remedies suggested by various international economic aid 
financial organizations to deal with the crisis were generally confined to reducing public 
consumption so as to decrease or at least stabilize the external debt. However, a reduction 
in public consumption also meant a reduction in health expenditure, since the latter was not 
always considered a priority. It was therefore the task of WHO to explain, through studies, 
the relationship between socioeconomic development, health promotion aid health sector 
development in the various countries and regions of the world. It was also necessary to find 
measures appropriate to the economic and sociocultural and political structures of Member 
States with a view to attaining the goal of health for all. Economists, academics and 

personnel in the fields, as well as health personnel, must be associated with that task. 
Ideally, experts should be trained in health economics, although unfortunately that was 
impossible in many countries on account of manpower shortages. 

Dr BRAMER (German Democratic Republic) commending the Director -General and his staff on 
the comprehensive presentation of the world health situation in the light of recent trends in 
the world economy, said that his delegation shared the assessment that a particularly heavy 
burden was borne by the developing countries. The growing disparities, in contradiction with 
the Global Strategy, were a cause for the utmost concern. 

He was convinced that the implementation of WHO's Global Strategy was inseparably linked 
with social and economic development, and that unity of social and economic policy was 
therefore essential to the development of society as a whole, including the health sector. 
In that connection, he drew attention to the statement in paragraph 4 of document А39/4, 
that: "The non- market economies of Eastern Europe were generally the most sheltered from 
these trends and are thus not discussed in this report ". It might be in the interest of many 
developing countries to investigate more deeply the reasons behind that statement. Moreover, 
that would be in line with the statement made by Professor Abel- Smith, Senior Consultant to 

the Director -General on Economic Strategies, at the seventy -seventh session of the Executive 
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Board (document ЕB77 /1986 /REC /2), to the effect that, since surprisingly little was known by 
countries about what other countries were doing, it was WHO's task to widen their options by 

informing them of practices elsewhere. . 

The rational use of health resources made available both nationally and internationally 
was important for the further implementation of the Global Strategy. He had two comments to 

make in that regard. Firstly, the steadily growing financial difficulties of many developing 
countries were a serious obstacle to the fulfilment of the Global Strategy. That called for 
disarmament and acceleration of the process of introducing the New International Economic 
Order. 

Secondly, and here he was already anticipating the discussion on agenda item 20.3, all 
additional support to national health -for -all strategies should be made available to 

developing countries, especially the least developed among them. However, additional support 
in the form of financial resources should be given on condition that it was a temporary 
measure for dealing with the most serious emergencies. Assistance to the least developed 
countries should first and foremost enable them gradually to develop their own means and 
structures for health care. Success and progress towards the health -for -all goal should also 
be measured in terms of growing independence from outside help in the health sphere. 

Dr GEORGIEVSKI (Yugoslavia) expressed his delegation's full agreement with the comments 

made by the delegate of Argentina concerning document А39/4, to the effect that the report 
provided material on the basis of studies carried out, but was not quite complete. 

The world economic situation had had major repercussions on the health services of many 
countries, including his own. The problem for many developing countries, including 
Yugoslavia, was that they were unable to meet a number of needs and demands because of a 
shortage of resources. 

During the Technical Discussions in recent days it had been mentioned that it was 
difficult for developing countries to direct their agriculture towards products that would 
promote health, since the prices for such products on the international market were very low, 
unlike those for other products that could be detrimental to health and lead to abuse, such 
as tobacco, alcohol and narcotic drugs. He was therefore appealing for greater justice in 

the distribution of goods that could be produced from the soil and through work, and for 
assistance to and cooperation with developing countries, so as to facilitate their task of 
successfully attaining the goal of health for all by the year 2000. That would perhaps not 
be possible unless all those present at the Assembly showed a very strong will for 

cooperation. It was encouraging that such a will had been affirmed during the Assembly's 
deliberations by several developed countries, including France, Italy and Japan. 

Regarding the substance of the item under discussion, he noted that a number of 
countries had prepared a draft resolution on the item which had been submitted for 
consideration in the light of resolution EB77.R11 adopted by the Executive Board. 

Professor PHILALITHIS (Greece) commended the Director -General and the Executive Board 
for their excellent reports on the economic dimension of the Global Strategy. 

Greece had increased its total public expenditure on health by more than 50% between 
1977 and 1981, and again by 50% between 1981 and 1985. The latter would have been apparent 
if the data in Table 7 of document А39/4 were updated to include estimates for the last 

year. It was estimated that total public expenditure on health would exceed 5.5% of the 

gross domestic product. That was the result of a specific policy of the Greek Government 

implemented at a time of economic difficulties and rising unemployment and in parallel with 

the implementation of measures for the stabilization of the economy. 

When examining health expenditure it was necessary also to consider private expenditure, 

which according to available data fluctuated around 2.5% to 3% of the gross domestic 

product. Although intercountry comparisons were of questionable validity, he wished to make 

a few points that he hoped might be relevant to WHO as well as to other countries. Firstly, 

the increase in public expenditure on health at a time of economic difficulties reflected the 

Greek Government's conviction that health was a social good and a right of all citizens, and 

not a consumer commodity. The long -term aim was to absorb private expenditure on health, 

since it was believed that resources invested in the health sector should be channelled 
according to need and not be determined by demand - which was the case with private 

expenditure, and increased inequity in health. 

Secondly, his Government believed that public expenditure on health was particularly 

important at a time of economic constraints, precisely because those worst hit by economic 

difficulties and unemployment were those most in need of adequate and necessary provision by 

the State; in addition, expenditure on health and social services at a time when other 

economic sectors were in difficulty might in fact be a vehicle for economic and social 

development. 
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Thirdly, it was important to take into consideration not only total health expenditure, 

but its distribution within the health sector, that is, between different services, such as 

primary, secondary and tertiary health care, pharmaceuticals, manpower, etc., or between 
different geographical areas or social groups. It was a subject of great importance because 

of its direct bearing on the issue of equity in health. WHO might usefully provide 

assistance to countries in developing suitable techniques for estimating how health 

expenditure was distributed between services, geographical areas and social groups. 

Fourthly, it was important to consider whether resources spent on so valuable a field as 
health were used with maximum efficiency. The implementation of the national health system 

in Greece represented a major effort to rationalize health expenditure and maximize benefits 
in relation to costs. That was another area in which the Organization could play an 
important role. 

Dr BA (Mauritania) said that document А39/4 gave a very clear picture of the critical 
situation of developing countries, including his own. The policies of structural 
readjustment which they were increasingly applying placed them in a precarious position, 
particularly with regard to their social development. 

Emphasis should be placed on the most legitimate of man's aspirations, that of living in 
a state of complete physical, mental and social wellbeing. That factor had been taken into 
account in the plan for economic and financial recovery just adopted by his country. Under 

the plan, the budget would be progressively readjusted to bring health expenditure as far as 
possible into line with the standards recommended by WHO. Absolute priority was being given 

to the implementation of primary health care, and to rural and pert -urban areas as opposed to 
urban areas, with a view to ensuring equity for all in health. Priority was also being given 
to mothers and children, who paid the heaviest toll in terms of malnutrition aid diarrhoeal 
aid infectious diseases. Another priority was to improve the managerial process. It was 

thus hoped that the health situation of the people would be improved, especially since 
emphasis would be placed on health -related sectors such as agricultural and rural 
development. Intersectoral action would also be strengthened. 

Although international aid remained essential for the implementation of most programmes, 
such assistance should be appropriate, judicious and in keeping with national strategies. 

Dr СНUNНARAS (Thailand) expressed his appreciation of document А39/4, which reflected 

very well the adverse effects of the economic situation on health development, from which 
Thailand was not exempt. Not only had it been unable to attain the expected economic growth 
rate, but health expenditure was increasing at a rate of 6.5% per annum, a rate higher than 
that of developed countries. The report had also brought pressing concerns to the attention 
of Member States, thus preparing them better for reshaping and readjusting their health 
systems. 

One of the strategies adopted by most Member States was to look for alternative sources 
of finance. While possible alternative financing might be welcome, it should be pointed out 

that it was a difficult strategy to carry out and had some undersirable side -effects leading 
to inequity. Some examples might be useful. Firstly, while community financial resource 
mobilization was being planned and tried out in various forms in many countries, good care 
should be taken not to make it an additional financial burden on the poor and underserved 
rural population. Nor should the use of resources mobilized from the community be a way of 
reducing the financial responsibility of the government. If any money were saved it should 
be reallocated and used for the rural poor. The community financing scheme should be seen as 
a means of strengthening future self -reliance in health, leading to a better quality of 
health care as well as better control of health services by the community. 

Secondly, due caution should be exercised when considering any involvement of the 
private sector - especially the privatization of certain types of health services - in order 
to reduce the financial burden of the public sector. Health services did not constitute a 

case in which the free market system of supply and demand was the best solution. It might 
relieve the government of some of its burden, but could lead to increased overall health 
expenditure with a heavy burden on individuals, especially the poor. 

Considering the complexity of those alternatives, the most appropriate step might be for 
WHO as an international agency to help Member States through the crisis not only by 
presenting the problem, but also by making every effort to collect information and experience 
or carry out studies on various alternative financing schemes, so that Member States could 
explore and develop better policies and strategies to cope with that problem in the future. 
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Mr CHAUHAN (India) said that the developing countries were bearing the brunt of the 
serious world economic crisis and were finding it difficult to mobilize adequate resources 
for their development programmes. Faced with such a situation, the non- aligned and other 
developing countries had tabled a resolution at the previous Health Assembly requesting the 
Director -General to prepare a report on the repercussions of the world economic situation on 
the national, regional and global efforts undertaken by Member States in order to achieve the 
goal of health for all by the year 2000. Their view that the economic crisis was seriously 
affecting the implementation of health -for -all strategies had been amply justified by the 
provisional report, which clearly showed that it had aggravated the already unfavourable 
unemployment situation, increased the burden of debt on developing countries, adversely 
affected their terms of trade and forced some of them to devalue their national currency and 
adopt stringent austerity measures by effecting large reductions in national budgets, 
particularly in social sectors such as health. It brought out the stark reality that poverty 
was increasing rapidly in the developing world. The report indicated that in the African 
Region the proportion of the rural population living in absolute poverty was estimated to 
have increased from 82% in 1974 to 91% in 1982, that in the Eastern Mediterranean Region half 
the population was living in poverty, and that in the three largest countries of the 

South -East Asia Region 400 million people were estimated to be living in absolute poverty. 
It further mentioned that at the end of 1984 the total debt of all African countries had been 
estimated at US$ 158 000 million and was projected to reach US$ 170 000 million by the end of 
1985. Such was the situation that must be faced when talking of attaining the goal of health 
for all by the year 2000. 

It was ironic, that while a large proportion of the world's population was living in 

abysmal poverty and the necessary wherewithall could not be provided for those unfortunate 
peoples to improve their health and economic standards, staggering amounts continued to be 

spent on armaments. It was estimated that annual global military expenditure amounted to 
US$ 750 000 million in 1984; that was about US$ 150 per capita, while only a few dollars per 
capita were being spent'on health. If only a part of the defence expenditure could be 
diverted to health and related programmes a great deal could be done towards achieving the 
goal of health for all. 

His delegation hoped that the exercise undertaken by the Director -General would be 
completed and the full facts brought out to make it possible to devise a strategy to meet the 
situation created by the global economic crisis. The report should be made available on a 

continuing basis so that programmes and strategies might be adjusted in view of any special 
factors emerging from the report. 

Dr SAVEL'EV (Union of Soviet Socialist Republics) said that the document before the 

Committee painted an accurate picture of the seriousness of the problem and the considerable 
extent to which it was affecting the goal of health for all in many countries. Close 

intersectoral cooperation and broad economic transformation were required on the part of the 
Organization and Member States. It was not enough merely to note certain economic trends and 
indicators; their causes must be analysed and ways sought to overcome them. No doubt those 
elements would be incorporated in the final version of the report. 

The relevant United Nations and Health Assembly resolutions concerning the need to halt 
the arms race and use the resources thus released for economic development, including 
development in the health sector, must be borne in mind. The arms race was unfortunately 
continuing to swallow up large amounts of financial resources, including those of developing 
countries, which was leading to reductions in the already meagre resources available to 
them. Disarmament for development was the most hopeful and important way by which to channel 

additional resources towards achieving health for all and to combat underdevelopment and 

famine. 
A well developed disarmament programme had been elaborated by the Soviet Union, aimed 

not only at doing away with the threat of nuclear war but of releasing additional financing 
for social and economic development, including that of the health sector. 

The report rightly noted that the economies of the countries of Eastern Europe had 
generally been the most sheltered from the adverse effects of the economic crisis. Social 
wellbeing was increasing in the Soviet Union, and new steps in that direction had been taken 
at its most recent Communist Party Congress. 

Dr KLIVAROVA (Czechoslovakia) said that the report faithfully reflected the serious 
economic and social situation in the world, especially in the developing countries, the 

interrelationship between the situation and the resources allocated to health, and the impact 
of the situation particularly on the developing countries and those least able to bear it. 



А39 /A /SR /4 
page 7 

The emergence of the crisis in world capitalist economy had been directly linked with 

the second oil crisis in 1979 -1980. A number of United Nations studies had indicated that 

the crisis had its basis in the cyclical recession of the economies of the developed 
capitalist States. Her delegation considered that the role of transnational corporations in 
international financial relations and their impact on developing countries should be taken 
into account in the report, and that more data should be included on transfer of technology 
to developing countries in the area of international trade in drugs, medical equipment and 
apparatus. A progressive restructuring of economic relations, establishing equal economic 

security for all countries, had an important part to play in the solution of health 
problems. The report should also be supplemented by data on the unfavourable international 

economic situation in the light of the question of armaments and increasing international 
tension. A number of United Nations studies had demonstrated that prospects for accelerating 

social and economic development in the developing countries were closely connected with 
disarmament and the lessening of international tension. Expenditure on armaments was using 

up economic resources, raw materials, energy, and scientific and technological potential 
which were needed to find solutions to the health problems of developing countries. The 

lessening of international tension was a basic prerequisite for the democratization of 
economic relations and the development of the international cooperation so necessary for the 
achievement of WHO's humanitarian goals. In that connection, her delegation had welcomed the 
recent proposal of the Soviet Union to establish a comprehensive system for international 
security in military and political as well as economic and humanitarian fields. 

Mrs URQUIJO (Nicaragua) endorsed the comments made by the delegate of Argentina. It was 

hardly necessary to emphasize once again the obvious fact that the current international 
economic crisis was adversely affecting health and wellbeing, particularly of those who were 

poorest and in the countries most affected, and that it was endangering the health -for -all 
strategy. There was no question of making the deterioration in economic conditions an excuse 

to justify the sacrifice of health -for -all objectives. It was a much more complex matter 
that went beyond a simple quest for original ways to improve the distribution of scarce 
resources. 

Nicaragua was a democratic, multiparty, non -aligned country with a mixed economy. It 

was making major efforts to progress in a difficult world economic situation which in its own 
case was being aggravated by external aggression on the part of those who were also trying to 
force a budgetary crisis within the United Nations. In Latin America the crisis had brought 
countries back to 1977 levels of production and per capita GNP. In 1980 -1985 economic growth 
in Latin America had been scarcely 0.5% per annum, which in per capita terms meant a decrease 
of 2.04 %. Inflation had increased 5.9 times. The external debt of Latin America and the 

Caribbean had amounted to US$ 369 000 million in 1985 and in that year alone debt -servicing 
in the countries of Latin America had amounted to US$ 35 090 million, with US$ 106 000 
million having been transferred under that heading over the past three years, making the 
Latin American and Caribbean countries the most indebted nations of the world. A simple 
cancellation of that debt would not solve the economic crisis of Third World countries. The 
principles of the New International Economic Order, as approved by the United Nations, must 
be applied to put an end to unequal terms of trade, protectionism and monetary and financial 
manipulation. There must be economic solidarity with the poorest and most economically 
backward countries. A proper solution to the debt problem and the New International Economic 
Order would increase the purchasing power of the Third World, which had so many needs. In 

that way the sacrifice of centuries could be transformed into capacity and energy for 
economic and social development, thereby facilitating progress towards the goal of health for 
all by the year 2000. The New International Economic Order should not become a distant 
memory; the dedication and efforts which had led to its elaboration should be translated 
into concrete action. 

Mr KHAN (Pakistan) said that, regrettably, the hopeful exhortations in the period since 
Alma -Ata to increase external aid for health and boost the share of health in government 
expenditure had not brought about the dramatic changes anticipated. In fact, nothing in the 
recent past, present or near future suggested that funds would do more than rise slowly in 
the coming five to ten years and in some countries, after adjusment for inflation, a period 
of no increase or even of decrease could be expected. If ardent promotional efforts were 
allowed to suppress hard thinking about additional, more realistic options, there would be 
little cause for congratulation in the year 2000. 

According to a recent study the total amount of external aid to the health sector had 
been estimated at US$ 3500 million for 1979. It had probably not risen much since then, and 
there was little prospect of it reaching the US$ 7000 to US$ 30 000 or more that was said to 
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be needed in order to attain the goal of health for all by the year 2000. However, precise 
figures were less important than the realization that a radical departure from past levels 
was required. According to inflation -adjusted data for OECD and OPEC countries, external aid 
for all sectors in the early 1980s had fluctuated between approximately 3% and 13% above the 
1979 level. As pointed out in document А39/4, and in the light of more recent developments 
in connection with international debt problems, a steady upward trend was hardly to be 

expected, and indeed the proportion of external aid for health had fallen since 1979. 
In developing countries progress had been made towards setting national goals. There 

were, however, problems of incompatibility between goals and interests and needs of various 
population groups and with the implementing capacity of the health system. That had given 
rise in some countries to the following problems and shortcomings: (i) government spending 

on health had not proved to be sufficient either for capital expenditure or for operating and 
maintenance expenditure; (ii) professional health workers' aspirations had been drawn in 

different directions from stated government goals, attracted for example by allopathic 
medicine and lucrative private practice; (iii) public expectations had been most forcefully 
expressed by urban and higher income groups; (iv) pharmaceutical suppliers' lucrative 
interests often conflicted with government goals of simplified medical procedure and low -cost 
drugs; and (v) the assumptions and values held by a majority of influential health 
professionals were different from those on which primary health care was based. 

Dr GRECS (Malta) said that there was a need for objectivity and realism to admit that 
some Member States, particularly those in the African Region, called not just for sympathy 
but for active support. It was no exaggeration to state that the economic crisis had hit all 
countries - affluent and less affluent, large and small - to varying degrees, and it was 

equally true that the least developed countries had been the hardest hit, resulting in 
certain areas in a drastic decline in living standards and dislocation of health services. 
Effects, as clearly stated in the report, had been most serious for the poorest and those 
whose health was most vulnerable. Even though it was a painful experience to read through 

the report, as one gloomy fact after another unfolded, the Secretariat must be congratulated 
on the frank exposition of the problems, despite the lack of data sources. On the brighter 
side, the report had indicated some promising prospects, mainly the awareness of the grim 
situation in certain countries, the marshalling of relief, and the realization that the 
provision of primary health care might be the only means of reaching out to the masses. The 
latest report from the OECD Development Assistance Committee had shown a drop of some 13% 
between 1983 and 1984 in aid specifically earmarked for the health sector. It was not 
unreasonable to plead that the situation should be rectified and the flow of external aid for 
health remain uninterrupted and, if not augmented, at least unchanged. 

Dr GRANADOS (Cuba) said that in most developing countries the health sector was having 

to face both new reductions in resources and growing demands for care, largely owing to 

increasing poverty. The direct repercussion of the economic situation on health could be 
seen in increased malnutrition and associated diseases with a corresponding toll on life and 
health. It was not possible to limit solutions to internal readjustment. WHO must play an 

active role by demanding more economic aid for countries which did not have the elementary 
resources with which to tackle health problems; it should demand a real and systematic 
reactivation of the world economy and, in particular, the economy of the developing countries 
in relation to the question of external debt, the resulting asphyxiating interest payments, 
and the restructuring of the system of international economic relations. The report rightly 

drew attention to the main socioeconomic factors influencing the health situation which 
required joint action if there was to be any improvement. 

In that context, he referred to the very serious financial situation of the United 
Nations, with a deficit of some US$ 100 million which was forcing it to adopt a series of 

measures to offset the effects of the crisis. WHO was also facing a difficult financial 

situation in relation to its 1986 -1987 regular budget and its consequent inability to carry 
out the approved programme which was leading to a reduction in country programmes at a time 

when there was particular need for resources to try to change the negative health situation 

within countries. The industrialized countries should be urged to follow the example of the 

Member State which had announced an extra contribution of US$ 10 million towards offsetting 

the deficit. In stark contrast to such a gesture was the attitude of others which were 

decreasing contributions while at the same time increasing military expenditure. United, WHO 
would be able to overcome the danger facing it, and he therefore appealed to the Health 

Assembly to close its ranks and turn to face the forces conspiring against the Organization. 
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Dr OSMAN (Sudan) said that considering the situation of the Sahel against the background 

of the international economic situation and its repercussions on health, the countries 
concerned would have to aim at self -sufficiency if they were to attain the goal of health for 
all. However, the - situation was currently beyond the control of the governments concerned in 

view of the wars and conflicts taking place in the region, which were forcing large numbers 
of the population to emigrate. He requested that the question of involuntary migration from 
those countries and the problem of unemployment be included in the final version of the 
report. 

Concerning the problem of famine, collective efforts must be made in Africa bearing in 
mind that international subsidies to offset the effects of famine would eventually be 
discontinued. It was estimated that 30% of the world's population was suffering from famine, 
and that 8% could be expected to die as a result of it. For as long as the problem remained 
it was impossible to envisage health for all. The programme to combat famine must continue 
and there must be an awareness by the rich and the decision -makers of the extent of the 

problem in order to ensure continued support to the programme. The poor countries had hoped 

that the problem would be given priority at the Tokyo summit meeting. It was a sad reality 
that one part of the world was living with famine while the other was living with the arms 
race. It was hoped that the voices which would be raised at the congress of physicians 
against nuclear war, to be held in Cologne, Federal Republic of Germany, in May 1986, would 
be heard by the leaders of the world and would contribute to establishing a proper balance 
between the allocation of funds for combating famine and that of funds for the nuclear arms 
race. Mankind was living in a climate of disillusion; consideration must be given to the 
populations of the world suffering from famine and to achieving the goal of health for all. 

Dr KHALID (Malaysia) congratulated the Director -General on a very timely, comprehensive 
and informative document. His delegation had already made repeated reference to the economic 
recession and financial problems faced by many countries, in view of its concern and 
conviction that national efforts to overcome the current difficult situation must be 

accompanied by international understanding and cooperation and a genuine commitment to the 
goal of health for all. The strategy for achieving equity in health presupposed a 
redistribution of resources at all levels - national and international. Whilst some 
countries might require actual aid because of extreme poverty, others only required 
opportunities to develop and trade, and to obtain a fair price for their products, goods and 

services. 
The impact of the world economic recession was well described in the document. The 

poorest were the most vulnerable, and in countries worst affected the gains of previous years 
might be lost. Member States and the international community had shown that they could 
respond positively in an emergency situation, such as the recent African disaster. What was 
also needed was that such concern should be sustained and expressed materially outside 
emergency settings, so that continuing development efforts could bring about a permanent and 
general improvement and prevent recurrence of similar situations. 

The efforts of WHO to emphasize country -level activities and provide more funds for them 
under the current regular budget was a welcome move, in view of the financial constraints 
faced by many countries. In spite of an almost unchanged budgetary level, restructuring, 
reprogramming and continued judicious spending meant that it should be possible to achieve 
the 1986 -1987 target. He hoped that Member States would be able to come up with regional 
budget policies for 1988 -1989 which were not only pragmatic but also responsive to 
fast -changing economic circumstances and diverse national aspirations. 

Dr VAN WEST- CHARLES (Guyana) commended the Director -General on the report, which painted 
a vivid picture of the adverse effects of the economic crisis. The repercussions of the 
crisis on development had in turn had an impact on health. Although review of the situation 
was a depressing process for the developing countries, it ought to stimulate the conscience 
of the developed world to a greater extent. It was true that some developed countries were 
providing assistance to many countries in the developing world, but nevertheless a change in 
attitude was called for, not in the health sector itself, but in the financial sector, which 
needed to be made more aware of the worsening situation. Guyana, as a non- aligned country, 
held no brief for either sphere of influence, and considered that the debate on the effect of 
the crisis on health and development should be taking place in the presence of 
representatives of the various international institutions. Over the years WHO had proved 
itself a good manager of its resources, and had passed on many useful management techniques 
to the developing countries. However, all too often the ills of the developing countries 
were blamed on their inefficient management and planning practices when unfavourable terms of 
trade, unstable exchange rates, high interest rates and protectionism were also important 
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contributory factors and must be seriously looked at. The present report, like the Brandt 
Commission, indicated the need for another serious attempt at North /South dialogue. The 
international economic order was in trouble, and action should be taken before it was too 

late. The statistics showed that, although developing countries were spending more and more 
on health, malnutrition and communicable diseases were increasing. Poverty, too, was 
fuelling the increasing abuse of alcohol, drugs and tobacco practised in the developing world 
as a means of escape. 

Mr BOYER (United States of America) said that, although world economic conditions were 
undeniably difficult and affected all countries, there was little value in the Health 
Assembly's worrying at length about economic issues in their broadest sense or pinning its 
faith on unrealistic approaches, since there was no specific action it could take in that 
context. There were, however, a number of useful steps related to health financing that were 
within the control and sphere of responsibility of the Health Assembly and the world health 
community, for example the measures just mentioned by the delegates of Pakistan and 
Malaysia. The subject of the recent Technical Discussions also provided a useful approach. 
There was, in addition, a particular need for health officials to be more deeply involved in 
national budget decisions, in order that finance ministers and other national leaders could 
be persuaded to make allowance for the health needs of their countries as they adjusted 
national financial priorities. That was a task health ministers could perform, and one in 
which WHO could help. 

The United States remained committed to the goals of WHO. Its health cooperation 
programmes included assistance to governments in mobilizing additional resources in the 
health sector; promotion of more efficient allocation of national government resources to 
ensure the maximum amount of national expenditure on health; promotion of steps to ensure 
better containment of costs in order to minimize waste; and promotion of greater private 
sector responsibility in health services by shifting the focus and organization of government 
health programmes. The United States considered, with regard to the last point, that there 
had been a serious under -utilization of private sector initiatives and financing that could 
greatly augment and advance the public health programmes of many Member States. 

The United States also concurred with the Director -General's concern that WHO's and 
other health resources were not always being used in accordance with health -for -all 

strategies or the policies adopted by the Health Assembly. The Director -General had 
repeatedly stressed that more resources could be made available from various donors if Member 
States could demonstrate their ability to make better use of such resources. 

Dr HELLBERG (Director, Health for All Strategy Coordination) said that the economic 
dimension of health for all by the year 2000 had been referred to by several speakers during 
the discussion on the evaluation report /report on the world health situation, as well as 
during the present debate. It was obvious that health economics and financing were central 
issues when national health -for -all and primary health care strategies were developed and 
plans of action implemented. That was why WHO was increasing its support to countries called 
upon to address such issues in greater depth than before. The repercussions of the world 
economic situation were especially acutely felt by countries whose resource situations were 
already precarious. The Director -General, however, agreed with the comment of the delegate 
of Thailand that action was required as well as diagnosis. Hence the Organization was 
increasing its support to Member States on health economics and financing. Such support was 

directed, as a number of speakers had requested, to analysing the national health resource 
situation in terms of optimal use of existing resources, the procedures to be used when 

austerity measures were called for, strengthening of cost -consciousness and the 
cost -effectiveness of specific programmes, with special emphasis on sustained efforts to 
implement all aspects of primary health care. In that context he drew the Committee's 
attention to a document (ЕВ77 /INF.DOC, /1) submitted to the Executive Board in January 1986 on 
planning the finances of health for all. 

In addition to direct support to countries, to answer a comment from the delegate of 
Zambia at an earlier meeting, efforts were being directed to the mobilization of external 
resources. The evaluation report had emphasized that such external support would be required 
for a long time in countries whose resources for health for all were in a very critical 
situation. 

With regard to a number of other issues that had been raised with regard to WHO's role, 
there were a number of on -going activities available to countries. Consideration of economic 
and financing aspects was included in the process of strengthening information systems. 

Support on costing health -for -all plans had already been provided to a number of countries, 
some of which had already finalized such costed plans. The costing of primary health care 
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and the matter of recurrent costs were receiving attention. In addition, WHO was attempting 

to collect and share information on alternative sources of financing within countries. There 

were, to answer a question from one speaker, successful examples of community financing, but 

there were also failures, especially in terms of the provision of continuous, sustained 

support. The delegate of Thailand had outlined some of the problems involved. 

In addition to direct support to countries, WHO was supporting training in health 

economics and financing, which was considered very important in order to improve dialogue 

between health leaders and economic leaders - a point raised by the delegate of Guyana. A 

number of courses had already been held and information about other courses provided through 
the regional offices. Medical schools and schools of public health had been encouraged to 

strengthen their curricula in the areas of health economics and financing. 

The report would now be expanded on the basis of information provided or comments made 
by speakers, and information on other countries would continue to be shared as it was made 
available. Such information, because of its intersectoral nature and the fact that health 

economics and financing was an area still relatively undeveloped in many health ministries, 
was not always easily available, but every effort would be made to collect and share it. The 

Director -General would continue to study the repercussions of the economic situation, taking 
account of the comments made in the discussion. He would also follow up suggestions for 
action, both action to be directly carried out by WHO, its Member States and governing 
bodies, and also the provision of information to other agencies with regard to the effect on 

health of action in other areas. With regard to the comments made on disarmament and 

resources, WHO's position on the matter was clearly set out in the Alma -Ata Declaration and 
report. 

He would, in conclusion, draw the Committee's attention to the fact that the following 

year's Technical Discussions would be devoted to economic support to national strategies for 
health for all. A preparatory process contacting national authorities was envisaged, 

together with a follow -up process aimed at strengthening support to countries in the area of 
health economics and financing for health development. 

3. THE ROLE OF NURSING /MIDWIFERY PERSONNEL IN THE STRATEGY FOR HEALTH FOR ALL: Item 20.6 
of the Agenda (Resolution WНА36.11; Document А39/7) 

Dr MANGAY MAGLACAS (Nursing), introducing the Director -General's progress report 

(document А39/7), invited the Committee's attention to resolution WHАЗ6.11 (1983) which 
recognized that nursing and midwifery personnel, by virtue of their numbers, and their close 
contacts with individuals, families and communities could constitute a significant force in 
support of national strategies and plans for primary health care as part of overall 
development and endeavours to strengthen the appropriate health infrastructure. The key role 

of nursing and midwifery personnel had also been recognized by the Executive Board in its 
discussion, at its seventy -fifth session, of the report of the Expert Committee on Education 
and Training of Nurse Teachers and Managers with Special Regard to Primary Health Care.1 
That Expert Committee had identified four essential factors to support the changing role and 
functions of nursing and midwifery personnel, namely, new attitudes and values, reorientation 
of educational programmes, better resource allocation and well -defined policies and plans for 
the development of nursing and midwifery personnel. As a result the Executive Board had been 
convinced of the need for urgent action by Member States to implement the Expert Committee's 
recommendations and for WHO to respond favourably to the requests of countries in their 
efforts to reorient educational programmes to primary health care. 

The Director -General's progress report currently before the Committee, identified 
regional trends in nursing and midwifery development, indicated some of the support given by 
WHO and nongovernmental organizations for nursing and midwifery development and pointed out 
some of the important work yet to be done if nursing and midwifery personnel were to realize 
their full potential in accelerating their achievement of the goal of health for all. 

It might be useful to provide a general view of nursing. Nursing was primary care, 
secondary care and tertiary care, no matter in what country it was practised. Nursing was 
the care of the sick, and of the healthy, for it encompassed health promotion, prevention of 

disease and rehabilitation. Nursing was present at the beginning of life, during life, and 
at its end. Nursing was institutional care, individual care, family care, mental health 
care, and, increasingly, a proponent of self -care. Nursing provided care and treatment 

1 WHO Technical Report Series, No. 708, 1984. 
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wherever it was practised and carried out management and administration as well. Nursing and 
midwifery personnel assessed, observed, listened, counselled, diagnosed, planned, implemented 
and managed care and treatment. Most importantly, however, nursing's prime asset in all 
those activities was caring, which should be channelled where it would count most, namely in 
the care of individuals, families and communities to meet their health needs. 

Although nursing and midwifery personnel were willing and able to perform most if not 
all the essential primary health care services, they could not do so with nothing. They 
required support for their continuing development, provision of career structures, 
improvement of their working and living conditions, including incentives to work in difficult 
and remote areas, participation in health policy and decision -making affecting nursing 
practice and education, the creation of working environments that would be supportive of 
nursing and midwifery personnel as partners rather than as "handmaidens ", allocation of 
resources to strengthen nursing and midwifery programmes and institutions, development of 
nurse leaders capable of influencing and stimulating change not only in nursing and midwifery 
education and services, but also in contributing towards the achievement of health for all. 
Those were only some of the supportive actions that could unleash the potentials of what was 
a vast health manpower resource. Nursing and midwifery personnel could be a most 
cost -effective resource to harness, and its collective energies could serve as a powerhouse 
to bring the health -for -all goal to fulfilment. 

She drew the Committee's attention to the following changes to be made to the report. 

In the fourth line of the fourth paragraph on page 3 the word "countries" should be replaced 
by "communities ". On the last line of the fourth paragraph in section 3.6 (page 7) the word 
"nurses" should be replaced by "for all health personnel ". In the last line of the first 
paragraph of section 6.1 (page 9) the word "hospital" should be deleted. 

Mrs POOLE (United Kingdom of Great Britain and Northern Ireland) welcomed the 

comprehensive overview provided by the progress report. It was a principle of governments 
around the world that national resources, including manpower and supplies, should be used as 

effectively and efficiently as possible. It was the policy of the United Kingdom that 

patients suffering from long -term mental illness, or mentally handicapping conditions, should 

be cared for within the community and not within a hospital environment. Community nurses, 

trained within those specialities, had spearheaded the implementation of that policy, with 

the result that one nurse was supporting approximately 30 patients in their own homes, thus 
giving such patients a chance to live a life of a quality, hitherto impossible. Thus, the 

best use of human resources was to concentrate them in the setting in which they could best 
meet the needs of the patient. 

Nursing manpower was one of the most valuable assets of any health care system and 
represented considerable investment. The nursing services within the United Kingdom cost 
33.6% of the health revenue budget. Effective planning of all health manpower was therefore 

critical, but if a high quality, cost effective and efficient service was to be provided it 
must reflect consumer requirements on a long -term, as well as a short -term, basis. Medical 
and nursing manpower levels must be kept in balance. The delivery of health care was a team 
effort; if there was an under or over supply of key personnel, targets could not be 

achieved. That was an issue, not only for governments, but also for WHO. One of the key 

aspects in determining the path to be taken by nurses in the future delivery of health care 

was dependent on the position of seniority and influence which nurses in countries throughout 

the world had achieved and had been encouraged to achieve. Leadership in nursing was 

required at all levels from governments to rural health stations. It was only by the support 
of governments and the provision of management training programmes that nurses would be able 

to prepare, supervise and support community workers, whose contribution was so critical in 
meeting the health needs of the world's population, and thus the achievement of the goal of 

health for all. There were many actions that it was now timely for WHO to take to facilitate 
the development of more leaders so that they could make a full contribution at policy and 
decision -making levels. 

All members of the nursing team had to be appropriately educated and trained for their 
work. Any discussion on the preparation of nurses for the future must be built on the basis 
of an understanding on the priorities for the health care of the population over the coming 

decades. Throughout the world, nurse education programmes still followed a medical model 

based on the acquisition of skills in general and in specialist medicine and surgery. Those 

must be reconsidered and emphasis placed at the outset on the health needs of communities and 

the families within them. That should be the base from which to build - according to the 

causes of disease - their methods of treatment and the nursing care required. 
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The recognition of professional skills, salary and standing within the teams delivering 
health care were pertinent issues in many countries. The necessity for nursing care and 

treatment would remain constant, but the rewards for working outside hospitals must be 
commensurate with those for hospital work, which was often seen as more prestigious. 

However, the services of field workers would not be effectively harnessed without good 
professional management. The provision of sufficient posts within each Member country's 
health system to ensure that was essential, but it required investment. 

In a rapidly changing world, the needs and expectations of patients were shifting. 
Patterns of treatment and models of care were being rethought, not only by professionals, but 

by society at large. There was a need to question how the nursing profession could 

contribute to the development of a nation's health care strategy. Collectively, because of 
her ubiquity and detailed knowledge of people's needs in a health care situation, the nurse 
was in a central position when strategy was developed. How her contribution could best be 
made, given that her purpose was not only to care for people as individuals in time of need, 
but also to foster the health of the community at large was a question to be posed and 
answered throughout the world. There was no doubt that whatever the development in service 

and practice in which nurses became involved, it must reflect what the public was prepared to 
pay for health care. It was essential that measurements of quality and effectiveness be 

developed as well as operational performance for nursing, as well as other clinical 
activities. 

In order to ensure that the nursing profession would be ready to respond to external 
stimuli and also to promote change, nurses should not only work with each other in 
identifying health needs and in representing their patients, they must also contribute 

actively in strategic planning within the health systems of Member States. The Alma -Ata 
Conference had set the goal of health for all (not illness care for all) by the year 2000. 

Health and illness were phenomena arising from complex personal and cultural factors which 
were subject to recurrent change. The course of events could be influenced by those who 
understood not only the factors which bore directly on health and illness, but also the 
constitutional context in which they occurred. Nurses were in a position where influence 
could be exercised. Expertise and demonstrated competence could have a profound influence 
for good on a wider health care system, as well as on patient care. 

The nurse in direct contact with patients should be responsible for enabling them to 
identify individual health needs, and to respond positively to such needs. Nurses should 
encourage individuals to take responsibility for their own health so ensuring their 
independence in choice of a healthy life -style. All nurses working in teams directly giving 
health care or planning health care at any level in the health care system should consult 
widely, prepare well and ensure that the most appropriate decision was reached. Having 
reached such decisions the responsibility for ensuring outcomes and evaluating them rested 
with the nurse, as with any other member of the team. The nurse's role was to teach, to 
provide information and to facilitate - to lead consumer groups. The extension of those 
skills into the planning and development of primary health care programmes should be a 

natural one. There were many examples of the innovations brought about by nursing personnel 
in Member States to demonstrate the value of that particular nursing resource. 

Responsibility for promoting research in nursing and using findings was relevant and must 
rest with all parts of the service. In places where that approach was happening there was 
substantive evidence that standards of nursing care were being improved within existing 
budgets. 

The picture portrayed by the Director -General in the report as being one of contrast was 
a matter for concern, and methods of remedying the situation must be found. In some 

countries the influence of nursing on policy making was non- existent and so was the ability 
to instigate change. If nursing practice was restricted to a support service for physicians 
and there was no development to nursing posts in community health services, the role of 

nursing would remain confined only to the curative component of health care. In some 
countries there had been a decline in nurse leadership brought about by the reduction in 
appropriate posts, retirement without replacement of key personnel, all leading to a lack of 
a core of nurse leaders in education and service. 

In April 1986, the Director -General had given an outstanding address to a meeting on 
leadership in nursing for health for all jointly sponsored by the Government of Japan, the 
Japan International Cooperation Agency, the International Nursing Foundation of Japan and 
WHO. She recommended that that report be considered by the Executive Board and Regional 
Committees and then by the Fortieth World Health Assembly in 1987, together with the full 
reports on the care studies referred to in document А39/7. The harnessing and development of 
the skills of some 50% of the world's health manpower resources would ensure the most 
appropriate and cost -effective method of delivering health care around the globe. A strategy 
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for the future must be developed, but the task would not be easy. She looked towards WHO to 

develop that strategy and to harness and develop the nursing potential that was critical to 

achieving the goal of health for all by the year 2000. The United Kingdom was ready to 
provide what assistance it could. 

Dr KUMAGAI (Japan) said that his country had been proud to act as host to the successful 
and stimulating international meeting on leadership in nursing for health for all, held in 
Tokyo in April 1986. The meeting had shown the collaborative efforts being made by WHO, the 
Government of Japan and the International Nursing Foundation of Japan. Thirty health care 
leaders from 20 countries, representing nursing, medicine, health administration and related 
disciplines, had met to discuss the need for nursing leadership and the necessary strategies. 

Japan had already had valuable experience of the contribution of the nursing profession 
at the community level. Public health nurses had played a key role in the tuberculosis 
control programme, with follow -up visits to patients' homes to ensure appropriate 
management. Such arrangements, combined with curative services, had brought about a rapid 
reduction in tuberculosis mortality and morbidity rates. Similar arrangements were being 
made for the care of the elderly, and the existing and future role of the nursing profession 
was being reviewed through an ad hoc committee on the nursing profession. 

In the context of international cooperation, Japan was making efforts for the 
reorientation of the curriculum and the continued education of nursing teachers for the 
development of health -for -all strategies in a number of countries. 

Dr CUMMING (Australia), welcoming the Director -General's progress report, said that it 
was important in helping the world community to recognize the valuable contribution made by 
nurses at every level throughout the entire health field. His Government had long 
acknowledged that vital role in promoting health, preventing illness and providing care in 
hospitals, the community and the home. It therefore supported the proposals and principles 
outlined in the report.' 

It should be pointed out, however, that nurses did not work in a vacuum. As the Health 
Assembly had agreed on numerous occasions, many other people working in the health field 
needed training in the essentials of primary health care, and those workers were all included 
in the primary health care team. To consider one group, however important, in isolation 
could be to ignore the importance of integrating the entire professional group within the 
primary health care team. His delegation tended to think in terms of regarding all the 
people involved as providers of primary health care rather than of singling out the nurses as 
a separate group. That unity of approach would tend to reduce the attitudinal, economic aid 
educational barriers which in many countries prevented the full participation of nurses in 
primary health care, since it would increase their status and their ability to work as 
interdependent and equal partners with other professional workers in the health field. It 

would also make it easier for Member States to redefine the roles and responsibilities of all 
health workers and thus to include the development of comprehensive nursing and midwifery 
programmes within a tiered structure, with the ultimate aim of helping to provide universal 
primary health care at a cost that each nation could afford. 

It was also essential to recognize the significant contribution that nurses - still a 
predominantly female group - could make in primary health care by their knowledge, by their 
role as health brokers between the community and the family and by the fact that they were 
informed consumers of the health service and therefore played an essential role in 
communication. Nurses could thus more easily demonstrate their ability to act in changing 
the policies and directions of health care. 

To encourage nurses to think of themselves as members of the primary health care team 
would help to redirect their practice towards promoting health rather than caring for illness. 

Dr BEHAR (Guatemala) welcomed the recognition given in resolution WHA36.11 to the 
important role of nursing and midwifery personnel in the primary health care strategy. Such 
key personnel, he agreed, were indeed fundamental to the strategy. Yet it appeared from the 
progress report before the Committee that only a few countries were providing the recommended 
training for them in primary health care, its management and appropriate supportive 
research. The health services in many countries tended to give priority in the training of 

such personnel and the definition of their functions to costly individual curative services. 
The reorientation of already trained personnel and of training programmes would be essential 
for the effective implementation of the primary health care strategy. The situation in 
individual countries possibly reflected the situation in the Organization itself, whose 
nursing personnel had had little participation or responsibility in the development of 
primary health care programmes and their major components, and whose programmes, contrary to 
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the primary health care principles, were overwhelmingly dominated by medical personnel. The 

Organization should strengthen and extend the role of nursing and midwifery personnel in 
programmes directly related to primary health care, thus setting an example and helping to 
define more effectively and develop the functions and responsibilities of such personnel at 

the various levels of health care within the primary health care strategy. His delegation 
fully supported the views expressed by other delegations, particularly that of the United 
Kingdom. 

Mrs MILLS (Canada), welcoming the Director -General's progress report said that nursing 

and midwifery personnel were essential to the planning, implementation and evaluation of 

primary health care, and the effects and results of their work were evident in many countries. 

More sustained action was required, however, to enable them to take their place in the 
health team everywhere. Greater attention to their education was needed, together with 

increased opportunities for development, including leadership development; less fragmented 

training programmes; improved status; and greater encouragement to nursing outside 
hospital. Those were only some of the areas in which the Health Assembly's support was 
required to enable nurses to assume their full responsibility in primary health care as the 

goal of health for all was approached. 

Nurses had shown that with adequate training they were well able to work together with 
individuals, families and communities in seeking the best health solutions and action. One 
of the principal essences of nursing had long been to help people achieve self help and self 
care. That concept was vital in the primary health care model, since health was a crucial 
component in human development; health was not an end in itself but a means to a vigorous 
and productive life. 

At a time of shrinking resources and increasing need, it was essential to ensure the 
appropriate use of the skills and abilities of health personnel. Through support of the 
further development of nursing and midwifery personnel, regional contrasts could be reduced 

and a closer approach could be made to health for all. Her delegation looked forward to a 
continuation aid strengthening of the efforts of WHO and Member States in support of action 
to develop nursing leadership. Nursing and midwifery personnel were a vital part of the 
necessary infrastructure forr the firm establishment and continuation of primary health care 
activities to foster the healthy development of individuals, families and communities. 

Her delegation looked forward to the further progress report announced for early 1987; 
she hoped that it would be submitted by the Director -General to the Fortieth World Health 
Assembly. 

Dr BELMONT WILLIAMS (Sierra Leone) recalled that it had been the policy of the Bristol 
University Medical School, where she had been trained, to deploy medical students as nurses 

during the first week of their hospital or clinical training, following exactly the same duty 
roster as the nurses. That had given her a profound respect for nurses and she had done 

everything possible to further their cause. 
As far back as 1974, when the maternal and child health division had been established in 

her country's Ministry of Health, a nurse tutor, a senior midwife and a public health nurse 
had been members of the maternal and child health advisory committee. The chief nursing 

officer was a member of the national primary health care steering committee, and nurses had 
always served on the planning committees. 

Nurses and midwives needed strong manpower and nurses' associations, which were 
currently rather weak in her country. The nursing and midwifery training schools had refused 
to act together as they ought to do, and there was some in- fighting. With the shortage of 
specialist anaesthetists, nurses had been trained as nurse anaesthetists and were playing a 
vital and expanding role in that regard, but they appeared to have fallen between two 
stools: the nurses no longer regarded them as nurses because they were not nursing patients, 
while, on the other hand, they were not doctors. 

Everyone should be well trained and should be allowed to acquire and practise the 
necessary skills, but she had found that some nurses who had acquired university degrees in 
nursing were no longer interested in the practical field or clinical work. There were some 
differences of opinion in the training schools as to the relative periods that should be 
spent by student nurses in the classroom and on the hospital wards and in the community. In 
her view, all health personnel must be trained to fulfil the identified health needs of the 
community. 

In their expanding and recognized role, nurses were a key to successful primary health 
care programmes, and it was essential to look critically into the rules and regulations that 
governed their practice. In Sierra Leone they were continuing to save many lives by setting 
up intravenous drips, which they sometimes did even more efficiently than some medical 
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officers, but in doing so they were acting against the rules. The regulations also 
prohibited midwives from removing a retained placenta, yet the traditional birth attendants 
were accustomed to doing so. 

Nurses themselves must look into their training programmes in order to fulfil their 
expanding role in health and nutrition education, family planning and other programmes. They 
also had to equip themselves to hold managerial positions, to act as team leaders, trainers 
and supervisors and to be involved in research and policy -making. 

It would be of the greatest benefit to everyone involved in primary health care and 
district hospital care for all health personnel to interact more closely in their preliminary 
training and in workshops, seminars and other training areas so that they could see each 

other's roles and responsibilities more clearly. That was a prerequisite for the successful 
teamwork needed for achieving the primary health care targets for health for all by the year 
2000. 

Professor EYCКМANS (Council of Directors of Institutes of Tropical Medicine in Europe), 
speaking at the invitation of the Chairman, emphasized the tremendous human resource 
represented by nurses in industrialized countries who were willing to work in primary health 
care systems in other countries if invited to do so. Such persons, however, had to be 
retrained to work in primary health care, since they had generally been trained to function 
in sophisticated European hospitals. Concerted action was required to determine how that 
should be done. 

If nurses were engaged in primary health care systems, there was still 
hospital nursing level in a number of areas of the world. An effort should 
trainers for nursing care. 

His organization was willing to offer its services in those areas with 
concerted action. 

a problem at the 

be made to train 

a view to 

Mrs MORROW (International Council of Nurses (ICN)), speaking at the invitation of the 
Chairman, said that ICN was fully committed to assisting its member associations in 97 
countries to achieve the goal of health for all by the year 2000. Its efforts, some of which 
were reported in section 4 of the Director -General's progress report, continued to be focused 
on leadership training for primary health care. 

A joint public information and action programme on immunization was being planned for 
12 May 1986 - International Nurses' Day - by ICN member associations in collaboration with 
UNICEF and WHO. Thousands of educational kits and posters aimed at nurses and the press had 
been distributed worldwide, and copies were available from ICN. 

ICN agreed with much of the Director -General's progress report but felt that some areas 
required more emphasis. More remained to be done if people were to receive essential health 
care services. 

The tone of the report was somewhat over -optimistic. She asked how many nurses' 
associations had been requested to supply national data. In many countries little had been 
done to include nurses in the planning of primary health care programmes. Few resources had 
been allocated to prepare them for their emerging role, and very few WHO fellowships had been 
granted to nurses, while the budgetary provision for them under primary health care was sadly 
lacking. Financial support for nursing activities varied from region to region. While there 
were encouraging signs in some regions, no real changes had been made in others. 

WHO headquarters staffing still failed to include multidisciplinary teams for all the 
major programme areas. For example, there were no nurses in the areas of workers' health, 
protection and promotion of mental health or in heath situation and trend assessment. 

Resolution WHA36.11 requested the Director -General to ensure that WHO, at all levels, 

supported Member States in their efforts to prepare nursing /midwifery personnel with adequate 
training in primary health care, its management and appropriate supportive research. She 

asked to what specific extent WHO had so far provided such support, what "appropriate 
supportive research" training of nurses had taken place since 1983 and whether any specific 
projects were under way. 

A great deal was heard of the over -supply of physicians, but little was said about the 
under- supply of nurses in many countries. She asked what was being done to redress the 
balance, what staffing patterns had been tested and found to be effective, how cost -effective 

were current practices in the use of personnel in urban and rural areas and what countrywide 
nursing needs and resource studies had been carried out recently for the planning and 
implementation of effective policies. WHO and ministries of health must consider such 
questions if primary health care was to have a major share in the national health services. 
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Nurses wished to work with WHO and hoped the Organization would take a new look at what 
needed to be done and how fast it could be done. There must be no vested professional 

interests. The Organization must live up to its name and become more of a world health 
organizaton. Staffing, post classifications, budgeting, study groups and expert committees, 

publications and conferences must all be changed rapidly to include more nursing and 

midwifery personnel. 
Her organization looked forward to the submission of a more detailed report in 1987. 

Mrs MATANDA (Zambia) welcomed the global initiative taken in the Director -General's 

progress report in analysing the nursing situation and expressed appreciation for the support 

given by WHO to her country in its health development. Zambia would, however, like to see 

some regional activity also in the nursing field. 
Paragraph 3.1 of the document clearly showed the varying degrees of nursing development 

in the African Region. Yet there were many similarities and the pooling of information, 
experience and expertise would enhance such. development. Technical cooperation in nursing 
would also stimulate the desired change, particularly in countries where the status of nurses 
appeared too weak to enable them to influence change. 

Regular participants in the Health Assembly had gained an insight into developments in 
other countries. Zambia was grateful to ICN and nursing leaders who had facilitated informal 
meetings for nurses attending the Health Assembly. The knowledge thus gained by Zambian 
nurses had had some bearing on her country's services. 

Many nurses in the African Region had no opportunity to participate fully in the 

formulation of their countries' health policies, and still less in those of WHO. Nurses 

should be consulted and involved in health development, as partners in health care. 
A training programme in family health had been initiated in Zambia in 1980, with UNFPA 

and WHO support, to broaden the skills of midwives working at the periphery. In 1981, a 

Bachelor of Science (nursing) course had been established to strengthen the managerial 
capabilities of nurses serving in the community, in training institutions and in hospitals. 

Graduate nurses were actively involved in primary health care. In 1983, the curricula for 
nurses and midwives had been revised and directed towards primary health care. Her country 
welcomed the support received from the Regional Office in that area. In 1985, the midwifery 
tutor's diploma course had been established to increase the numbers of midwives trained. The 

feasibility of integrating general nursing and midwifery training was under active review. 

The Nurses and Midwives Act of 1970 was being reviewed to provide a broader framework for 

nursing practice. Multidisciplinary seminars and workshops had been held with a view to 
promoting inter -personal relationships among health workers and their involvement in primary 
health care. Multidisciplinary management teams had been established at all levels of the 
health care system. The Expanded Programme on Immunization had been strengthened to increase 

coverage. Nutritional education and surveillance had also been strengthened with the support 
of the Swedish International Development Authority. The length of stay of patients in mental 
units had been reduced through community mental health services, in which nurses were 
actively involved. Nurses had participated in the preparation of the chapter on health and 
the chapter on the role of women in development for the fourth national development plan. 

The shortage of books and transport were among the major constraints faced by nurses in 
the promotion of primary health care. Owing to the depreciation of the Kwacha the cost of 
books was beyond the reach of most nurses. Bulk- purchasing of books in the Region would 
reduce their cost. She appealed to WHO and other agencies to help in finding a solution to 
the problem. She also appealed for bicycles and other forms of transport to help nurses to 

participate in activities in remote areas and to supervise personnel at the periphery. 

Regional cooperation in the nursing field should be strengthened. 

It could be seen that nurses in Zambia were active partners in health development and 
the fulfilment of the goal of health for all by the year 2000. Removing the bottlenecks 
confronting them, creating appropriate career structures and offering the right incentives 
would enhance their participation. 

Dr ABDELLAH (United States of America), welcoming the Director -General's progress 
report, said that its conclusions rightly recognized that nurses were making a significant 
contribution to the attainment of health for all. They were doing so through their roles as 
providers of primary health care services in the community, clinics, schools, industry and 
hospitals. The report clearly set forth the problems requiring further attention. Its 

recommendations and suggestions were timely, relevant and appropriate. She particularly 
commended the shift of emphasis in the basic nursing curriculum from a curative to a 

preventive approach; the establishment of graduate programmes to train nurses in the 
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managerial process for national health development; the strengthening of interprofessional 
relationships with other health providers; and the restructuring of the roles of nurses and 
midwives to maximize their contributions to the implementation of national strategies. 

There were still some areas requiring attention. There was a need to select nurses who 

could monitor the plan for change and provide a supporting network for nursing development in 

primary health care internationally; and to remove attitudinal, sociopolitical and economic 
barriers to the effective development of nursing personnel. Ministries of health, health 

professionals, community health consumers and the national legislative or regulatory bodies 
should be involved in nursing education. Nursing practice should include the functions and 
tasks required in a health system based on their primary health care approach. Continuing 
education programmes for nursing and midwifery personnel must be developed and concerted 
efforts must be made to ensure the leadership role and involvement of nurses in community 
health. 

The United States had had useful experience in training primary care nurses in expanded 
roles, and the term "nurse practitioner" had become synonymous with primary health care. 
Nurse practitioners had had a far -reaching impact throughout the country, resulting in 

changes in nurse practice acts, reimbursement systems and the incorporation of primary health 
care skills into basic baccalaureat nursing programmes. There were currently some 200 

master's degree and certificate programmes preparing some 30 000 nurse practitioners, who 
were serving as pioneers and social change agents. They owed their success to the fact that 

they fulfilled nursing's social mandate to care for people in sickness aid health. The nurse 
practitioner movement had been felt politically, legally, socially and professionally. Nurse 

practitioner programmes were intended to prepare a nurse who could both expand the 
physician's ability to provide care and give comprehensive nursing services in a variety of 
settings. The majority of the country's States had amended their nurse practice acts to 
recognize the legality of nurse practitioners. The results of numerous nurse practitioner 
studies clearly indicated that they delivered safe, cost -effective and efficient care. 
Patient acceptance was high and employers were overwhelmingly satisfied with their 
performance. Nurse practitioners had increased the availability of primary care services at 
reduced cost. The quality of care provided by them equalled and in some cases exceeded the 
quality of care provided by other health professionals. 

Nursing in the United States had recently been incorporated as a national centre in the 

National Institutes of Health, where it could receive increased attention in the areas of 
research and health services. She had recently participated in the Tokyo meeting, mentioned 

by the delegate of Japan. There it had been stressed that nurse leaders should be identified 
to serve as primary health care representatives; that provisions should be made to give 
nurse leaders a voice at the policy and decision -making levels; and that nurse practitioners 
and nurse - midwives should be prepared for health policy development and implementation at all 
levels. There had been a call for encouragement of exchange programmes for nurses to promote 
opportunities and resources for effective leadership in implementing health for all through 
primary health care. 

Her delegation fully supported the recommendations of the Tokyo meeting on nursing 
leadership and recommended that they be considered by the Executive Board. 

Dr TULCHINISKY (Israel), welcoming the progress report, said that in his country the 

system of health services, at primary health care level was essentially based on nursing, 
both in its preventive and in its curative aspects; the emphasis was more on the preventive 
aspect, in that there were maternal and child health centres throughout the country in every 
village and neighbourhood, as well as community clinics, which were staffed both by doctors 

and by nurses. 
There had recently been an expansion in the role of nurses in the community clinics run 

by the Sick Fund; nurses were now taking over the care of certain chronic conditions such as 
diabetes, hypertension, and heart disease. That development had been welcomed by the medical 
community, the Sick Fund and consumers alike. The role of public health nurses in the care 
of chronic cases at community level had also been expanded, with such success that, under the 
new Chronic Care Law, increased emphasis was to be placed on home care and community care 
with nurses playing a vital role not only in patient care but also in patient assessment, and 

working as part of an inter -professional health team. 
Israel had for many years been using nurses as field epidemiologists, and in that role 

too they formed an essential part of the country's health system. 

The Director -General had referred to the danger that nursing might become academicized, 

creating a vacuum at the lower levels of patient care in the hospital setting. Although that 
danger was indeed a real one, it should be stressed that it was impossible to provide any 
primary health care system that was not essentially based on nurses. The role of nurses, 
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whether they were called by that name or by the new name of nurse -practitioner, was crucial 

and needed to be expanded, not as a substitute for the role of doctors, but to meet 

outstanding needs in community -oriented primary health care. 

Mr MECHE (Ethiopia) said that in the majority of Member States the current career 

structure in nursing did not allow the flexibility necessary for the exercise of leadership. 
It rarely provided experience in team work and intersectoral collaboration, because in the 

majority of countries nurses were excluded at policy -making levels. That tended to 

exacerbate their feelings of insecurity, resulting from lack of knowledge of wider issues of 

health policy and of spheres of expertise in other sectors. 

Another problem was the lack of relevant education to enable them to provide the 

necessary range of health services in the context of local needs, or to provide relevant 
health information. The remedy lay in education, which would enable nurses to meet their 

changed professional responsibilities in primary health care. Yet, as the report had shown, 

schools of nursing often lacked material resources, and many were headed by non -nurses, a 

situation which was in part due to the now outdated dominance of medicine over nursing. If 

nurses were to acquire the confidence necessary for leadership, they should first be allowed 

to manage and to lead their own profession, and in the future the medical profession should 
support them in their efforts to do so. 

He urged that if the goal of health for all were to be attained, delegates should give 

priority to developing a critical mass of appropriate health leaders. All Member States 
should devise a countrywide plan of action, based on the guidelines laid down at the Tokyo 

meeting. For that to be done, technical support and coordination from WHO would be needed, 
as well as assistance from other organizations, both governmental and nongovernmental. The 

leadership concept should be seen as applying to all levels of health manpower (doctors, 
nurses, health assistants, primary health care workers, aid specialists of all categories), 

but for the present the priority need was to encourage nurses to take the leadership role. 
He suggested that that topic should be further discussed at the forthcoming session of the 

Executive Board. 

Dr FIKRI- BENBRAHIM (Morocco) noted with great satisfaction the inclusion on the 

Assembly's agenda of an item on the role of nursing /midwifery personnel in the Strategy for 
Health for All. In many countries, nurses and midwives were still the foundation on which 
primary health care strategies were based, but if they were to assume their proper role in 
that context, their training would need to be adapted to take into account the scale of the 

health problems confronting most of the people in their care, as well as the environment 
within which they worked. WHO should support the efforts of Member countries, particularly 

developing countries, to set up an information system on the type of nursing and obstetric 
care that should be dispensed at each level, within the context of the programmes and 
activities developed in conformity with the strategy. 

Mr LIU XINMING (China) thanked the Director -General for his valuable report, and agreed 

with its conclusion that special priority should be given to nurses and midwives as a vital 
element in the implementation of national primary health care strategies. There were still a 
number of-problems to be faced concerning the number of such personnel that would be needed, 
their training, and their remuneration, and each country would have to solve those problems 
on the basis of its own particular circumstances. He was grateful for the efforts made by 
the Director -General to help in that regard. 

In order to improve the capacity of nurses to take part in the management and 
implementation of primary health care, China was gradually modifying the curriculum for the 
training of primary and secondary level nursing staff. The Chinese Government attached great 
importance to improving the social and financial status of nurses, and in 1985 had introduced 
a special subsidy which was granted on the basis of length of service. It believed that that 
subsidy would encourage nurses to improve their professional standards, and would at the same 
time increase the respect of society for their work. 

Dr FALK (Sweden) said that in 1981 a basic programme for the care of mothers and 
children under the primary health care system had been introduced in Sweden. The midwife was 
responsible for health education of parents- to -be. The midwife took the chief responsibility 
for antenatal care where pregnancies were uncomplicated, and following delivery also took 
charge of family planning advice. Midwives carried out cervical cytological screening as 
part of primary health care. In 1980, midwives with the appropriate training had been given 
the right to prescribe contraceptive pills, and that system had so far proved very successful. 
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Where the role of nurses was concerned, it was proposed that by the 1990x, in Sweden, 
nurses would be participating in extended home medical care, care of the elderly and group 
activities relating to smoking, accidents or other risk factors, as well as in activities 
aimed to protect children at risk. It was intended that eventually, in an extension of their 
management role, district nurses would be instructing home helps and home medical aides. 

Dr GRECH (Malta) said that in a small island community, where a personal relationship 
with the patient was considered crucial in the delivery of health care, nurses and midwives 
were seen to play a vital role as members of the primary health care team. He supported the 
report's conclusions: that training of nurses and midwives should be so oriented as to 
ensure their active involvement as leaders and partners in the planning and implementation of 
health care activities; and that WHO should support efforts to bring about changes in the 
role of nurses and midwives which would enable them to assume management functions in primary 
health care. He too looked forward to reading the progress report on country case studies, 
which was expected to be available by early 1987. 

Professor FORGACS (Hungary), joined previous speakers in congratulating the 
Director -General on the progress report. He fully supported the view that the role of nurses 
in implementing the Strategy should be strengthened. To that end, there was a need for 

retraining of nursing personnel through continuing education. In addition, new types of 
training programmes designed to meet long -term national health needs would have to be 

introduced; training of teachers of nursing would have to be reoriented, and finally, senior 
nurses would have to be prepared, through post -basic education, to play a role in the 
managerial process within the primary heath care team. 

Ms OLLILA (Finland) said that nurses would have a decisive role to play in implementing 
the health for all strategy in her country, She endorsed the view expressed in the 
Director -General's progress report that effective and efficient use of manpower resources was 
crucial in meeting today's health needs, and agreed that the prerequisite for that was 
nursing education. 

Reforms in the system of nursing education in Finland had first been introduced in the 
1970x, and as from 1987 nurses' training was to be extended to four -and -a -half years for 
students with nine years' secondary education, and to three -and -a -half years for students 
with 12 years' secondary education. Finland had 39 nursing colleges and five universities, 
which provided nursing training under the supervision of the Ministry of Education. The 

general objectives of nursing practice and education were designed in accordance with the 
overall health policy as laid down by the Ministry of Social Affairs and Health, with 

emphasis on health promotion and self -care by patients. The skills of the nursing profession 
were based on the multidisciplinary principle. 

Statistics showed that in most countries over 80% of nurses and midwives were women, and 

thus it could be seen that women administered the lion's share of primary health care. The 
role of nursing personnel in implementing the health for all strategy was thus closely 
connected with the role and status of women in general, and education had a vital part to 
play in improving women's health and overall socioeconomic development. She supported all 
WHO activities aimed to enhance the role, the professional skills and the leadership 
capabilities of nursing personnel. 

Miss SHAW (New Zealand) welcomed the evidence in the progress report that concrete 
action had been taken to strengthen the contribution made by nurses and midwives to the 

delivery of primary health care. However, it was clear that there was still room for 

improvement; advances had only been made in Member countries where nurses and midwives had 
in fact succeeded in assuming effective leadership. If progress was to continue, expressions 

of support needed to be translated into action. For example, there should be nursing 
participation in leadership over the whole field of health development. Within the health 
team, nursing personnel should share in the responsibility for overall planning, policy 

development, and programme implementation, and not merely for the component related to 
nursing as such. That sharing of responsibility should apply nationally, regionally and 
internationally, and should extend to other areas of the health sector, as well as to the 

public who were the consumers of health care. 
The current level of training was not adequate to allow nursing personnel to assume such 

leadership, and thus appropriate organizational structures and administrative arrangements 
should be made which would make possible not only leadership, but participation in the 
broader field of health development at all levels. 
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Ms FAGERMOEN (Norway) thanked the Director -General for his concise, comprehensive and 
realistic report. 

Although it was encouraging that the number of nurse delegates to the Health Assembly 

had increased from five a few years ago to 20 today, it was noteworthy that if a goal of one 

nurse delegate from each country were to be fixed, that goal would never be attained by the 
year 2000. The introduction to the report under discussion referred to resolution WHA36.11, 
which stated that nursing and midwifery personnel "... could constitute a significant force 
in support of national strategies ". It would be a challenge, not only to nurses, but to 

Member governments, to see to it that that phrase was eventually amended to read "... 

constitutes a significant force ". 
It was clear from what had been said by earlier speakers that the goal of health for all 

could not be achieved in any country without nursing input; similarly, that input could not 
be realized without well -prepared nursing leadership, just as that leadership could not be 
realized without government recognition and support. 

Her delegation awaited with interest the final report on the results of the ongoing case 
studies, which it assumed would be presented to the Fortieth World Health Assembly, in 1987. 
In conclusion, she reassured the delegate of Australia that nurses did indeed interpret 
primary health care as a team effort; they aspired to be recognized as equal members of the 
health team in all countries and at all levels. 

Dr OSMAN (Sudan) said that his country had pioneered a programme for the training of 
midwives in 1925; over the years, that programme had proved highly successful. However, one 
major constraint was the tendency of qualified personnel to emigrate to neighbouring 
countries. The Ministry of Health and Social Welfare was endeavouring to overcome that 
problem by appealing for a limitation to be set on emigration, as well as for assistance from 
the countries concerned in the training process, as part of technical cooperation between 
developing countries. 

With the assistance of the Canadian Department of National Health and Welfare, a 

multifaceted programme had been launched in 1982 to investigate the role of nursing in 
primary health care as applied to rural communities, an area which had been neglected for 
many years. Efforts were being made to train nurses to take over responsibility for the 
delivery in the field of all eight elements of primary health care, and he would be glad to 

share Sudan's experience in that matter with other countries. 

Professor COLOMBINI (Italy) welcomed the Director -General's progress report and strongly 
supported the proposal by the delegate of the United Kingdom that consideration of the 
documents arising from the recent Tokyo meeting on leadership in nursing /midwifery for health 
for all should be included on the agendas of the Seventy -ninth session of the Executive Board 
and of the Fortieth World Health Assembly. His delegation considered that nurses and 
midwives played a highly important role in implementing the health -for -all strategy, and was 
thus convinced that their continuing education was of crucial importance. Such personnel 
could also make a useful contribution to research for the assessment of the health needs and 
resources of the community, to staff training and management, and to decision -taking on 
health policy and programming. 

Mrs RAVN (Denmark) said that nursing was an integral part of the primary health care 
system which was the chief means for the implementation of the health -for -all strategy in 
Denmark. After a relatively tardy start due to the need to translate and adapt the strategy 
document, the health -for -all concept was becoming well known and significant in an increasing 
number of circles. It was indeed fully consonant with initiatives taken in recent decades in 

the Danish health care system, concerning decentralization and intersectoral cooperation, for 
example. Three key publications in Danish had been produced in relation to the strategy: 
one outlined the strategy itself, the second described the prevailing health situation in the 
country, and the third offered health advice to the consumer. A sum of US$ 1.75 million was 
currently being distributed for use in health research projects; in the distribution and in 

the research nurses, alongside other professionals, were participating. As a crucial 
activity, meetings for key persons and groups including nurses as well as for nurses only, 
had promoted their interest in and ability to discover the possibilities of the various 
different aspects of the health system. An example of the strategy and targets was the 
recently completed reassessment of the curriculum of the Advanced School of Nursing at the 
University of Aarhus, which trained health visitors, nurse managers and teachers of nursing, 
to bring it into line with the strategy. Efforts were being made to present primary health 
care to the public as preferable to hospital care as a means of solving their health 
problems. But unless primary health care was seen to be as highly qualified and as 
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comprehensive as the present hospital service, the public could not be expected to rely on it 
and be motivated to assume greater responsibility for healthy life -styles. The nursing 
profession was an appropriate and able group to promote the concept. Currently about 
one -third of nursing manpower was employed outside hospital. 

Nurses had from the outset been enthusiastic in support of the health -for -all strategy 
and their organizations had worked hard and skillfully to promote it. The reports and 
documentation provided by WHO had been of great help and inspiration to them and the report 
on the country manpower planning case studies announced for 1987, was eagerly awaited. 
Nurses agreed that their overall goals should be health promotion, disease prevention, 

curative and palliative care, and rehabilitation, and expected their relative importance to 

be assessed and weighted in each setting. 
WHO financed the only nursing research institute in her country; that institute was of 

great value in stimulating wider knowledge in the nursing field, and she wished to thank the 
Organization for using the institute as a collaborating centre for the medium -term programme 
on nursing in Europe, 1981 -1985; that programme had given the institute an essential 
platform for its work. 

The nursing profession would continue to make its contribution to the health -for -all 
strategy by developing further its role in health education and leadership. 

The meeting rose at 13h00. 


