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FIRST MEETING 

M o n d a y . 9 January 1989. at 9h30 

Chairman: Dr M . QUIJANO NAREZO 

1. OPENING OF THE SESSION: Item 1 of the Provisional Agenda (Decisions EB64(3) and 

EB81(21)) 

The CHAIRMAN declared the eighty-third session of the Executive Board open, and 

w e l c o m e d the participants, including several newly designated members. 

2. EXPRESSION OF CONDOLENCES ON THE DEATH OF HIS IMPERIAL M A J E S T Y THE EMPEROR HIROHITO 

OF JAPAN 

The CHAIRMAN conveyed the condolences of the Executive Board to Dr Shimao and 

Dr Nakaj ima on the death of His Imperial Majesty the Emperor Hirohito of J a p a n . 

The Board stood in silence for one m i n u t e . 

D r SHIMAO thanked members for their tribute to the memory of His Imperial Majesty 

Emperor Hirohito a n d assured them that the Board's condolences w o u l d be conveyed to the 

Government of J a p a n . 

3. TRIBUTE TO THE MEMORY OF PROFESSOR F. POCCHIARI 

The CHÀIRMAN informed the Board that the m e m b e r designated b y Italy, 

Professor F . Pocchiari, h a d p a s s e d away on 2 January 1989. He expressed the condolences 

of the Board to Professor Colombini, Professor Pocchiari's successor as Board member. 

The Board stood in silence for one m i n u t e . 

Professor COLOMBINI thanked the Board for its expression of sympathy, w h i c h he would 

transmit to the Italian Government. 

4. ELECTION OF A VICE-CHAIRMAN 

The CHAIRMAN, noting that Professor Westerholm, the Board m e m b e r designated b y 

Sweden, h a d b e e n succeeded b y Professor Kallings, and recalling that the former h a d been 

elected Vice-Chairman at the eighty-second session, took it that the Board w o u l d w i s h 

Professor Kallings to assume that office in the place of his predecessor. 

It was so decided. 

The CHAIRMAN recalled that 

to serve h a d b e e n determined b y 

Procedure, at the eighty-second 

Dr Fernando should now be first 

third position? 

the order in w h i c h the Vice-Chairmen w o u l d be requested 

lot, in accordance w i t h Rule 15 of the Rules of 

session. Did the Board agree that Dr Shimao and 

and second, respectively, Professor Kallings taking the 

It was so agreed. 
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5. ADOPTION OF THE AGENDA: Item 2 of the Provisional Agenda (Document EB83/1) 

The CHAIRMAN drew attention to the following amendments to document EB83/1. There 

being no relevant matters to discuss under items 3 and 4 , they should be deleted from the 

agenda. In item 14.2，the words "(if any)
1 1

 should be deleted, as the subject, "Members 

in arrears in the payment of their contributions to an extent which w o u l d justify 

invoking Article 7 of the Constitution", would be considered. 

The agenda. as amended, was adopted. 

6. TIMETABLE OF MEETINGS 

It was agreed that the Board would meet from 9h30 to 12h30 and from 14h30 to 17h30 

on weekdays, and from 9h00 to 13h00 on Saturday. 

7. PROGRAMME OF WORK 

The CHAIRMAN said that the following committees w o u l d meet during the session: the 
Dr A . T . Shousha Foundation Committee and the Léon Bernard Foundation Committee on 
11 January; the Sasakawa Health Prize Committee on 12 January; the Standing Committee 
on Nongovernmental Organizations on 16 January; and the Child Health Foundation 
Committee on 17 January. He recalled that the WHO Staff Pension Committee h a d already 
met on 7 January and that the UNICEF/WHO Joint Committee on Health Policy w o u l d m e e t , 
after the session of the Board, from 23 to 25 January. 

The Board was faced with an unusually heavy agenda. Besides the proposed programme 
budget for the financial period 1990-1991, important items such as the minitoring and 
evaluation of the G l o b a l Strategy for Health for A l l by the Y e a r 2000, and several 
reports by the Programme Committee must be discussed. The review of the proposed 
programme budget should begin as early as possible, so that the Board's report thereon 
might be considered before the closure of the session. The Drafting Group w o u l d comprise 
the Chairman, together with the members who would represent the Board at the forthcoming 
Health Assembly, i.e., Dr Ntaba, Dr Oweis and M r Song, and the two Rapporteurs, 
M r Abi-Saleh and D r Mohith. It was important for the Board to review the monitoring and 
evaluation of the g l o b a l health for a l l strategy before taking up the programme budget 
proposals, as discussion of that topic might affect discussion of the related sections of 
the programme budget. 

It was agreed that the appointment of the Regional Director for the Western Pacific 

should be dealt with in private meeting, on 12 January. 

8. GLOBAL STRATEGY FOR HEALTH FOR A L L BY THE YEAR 2000 (MONITORING AND EVALUATION): 
Item 5 of the Agenda (Resolutions WHA39.7, WHA39.20 and WHA41.28; documents EB83/2 

and A D D . l and A D D . l Corr.l, EB83/3, EB83/4 and EB83/INF.DOC./1). 

Professor SANTOS presented the report by the Programme Committee on the second 

report on monitoring progress in implementing strategies for health for a l l (EB83/2). 

The first monitoring report had b e e n reviewed by the Board and the Health Assembly in 

1984 and the first evaluation report on the strategy h a d b e e n reviewed in 1986. O n the 

recommendation of the Board, the Health Assembly h a d decided, in 1986, to modify the 

monitoring cycle to a three-year period in order to give Member States adequate time to 

further strengthen their information support and analysis mechanisms and to introduce the 

necessary changes in their strategies in order to make further progress. The Board would 

have the opportunity to review a more detailed report on the second evaluation of the 

strategy in 1992. 



EB83/SR/1 
page 4 

The 86% response rate to requests for information from Member States was 
encouraging. Despite the complexity of monitoring and the difficulties that some Member 
States might have experienced in collecting and analysing the relevant information, it 
seemed that the effort h a d been worthwhile and should be continued. 

The second monitoring report had come at the mid-point between the historic Alma-Ata 
Conference and the turn of the century. In 1978, 22 years h a d seemed an adequate period 
in which to work towards reducing substantially the gap between the "haves" and 
"have nots" in health terms. The 1980s had, however, been very turbulent and the efforts 
and dreams of many countries and their leaders concerning progress towards social equity, 
meeting basic human needs and improving the quality of life of millions trapped in the 
vicious cycle of lack of education, ill health and poverty had been hampered. The review 
of the second report must give rise to serious reflection on the magnitude of the task 
ahead for Member States and WHO in order to achieve the objectives set for the year 
2000. How could the implementation of the strategy be accelerated in the face of the 
many difficulties? What were the major obstacles and gaps and how should they be dealt 
with? The Executive Board h a d the fundamental responsibility to provide clear and 
practical suggestions and guidance to the Health Assembly. It should take the 
opportunity of reviewing the orientation of WHO's technical programmes as w e l l as the 
allocation of its Organization's resources in the coming years. Further support should 
accelerate the efforts of the Member States in implementing the strategy of health for 
all. 

The Board should also note that - notwithstanding the response he had alluded to 
earlier - not all Member States had turned the task of monitoring and evaluation to good 
account for themselves. Although reporting to WHO was important for a collective review 
of progress at regional and global levels, monitoring and evaluation were first and 
foremost useful for Member States at the national level. No doubt there were technical 
difficulties. Monitoring and evaluation were complex procedures that required strong 
commitment at the highest policy and decision levels, as w e l l as technical and managerial 
skills, and adequate information base and a managerial process for collecting, 
processing, analysing and interpreting information. Despite efforts made over the years, 
there were serious gaps and weaknesses in those areas in many countries； innovative and 
practical efforts were needed to resolve that persistent problem. In particular, the 
Programme Committee felt that the capacity at the local level to manage information 
needed to be strengthened. 

In view of the complexity of the monitoring and evaluation process, the tools and 
procedures used should be simplified, and the global and regional indicators reviewed to 
provide for greater convenience. More explicit guidance and clear definitions were 
needed in some cases, and national technical and managerial capacity for information and 
epidemiological analyses and interpretation must be strengthened. 

It was time to focus on the implementation, practical results and future application 
of the principles and strategies underlying the health-for-all system. In that 
connection it must be recognized that the degree of awareness of the significance of 
health problems varied considerably from one society to another, while cultural factors 
made certain societies more responsive than others. Indeed, although the level of 
awareness among the people themselves or their leadership was sometimes sufficient to 
ensure that satisfactory health services were provided with available resources, such 
awareness was sometimes lacking to the extent: that not even a basic portion of available 
resources was allocated to the improvement of health services. The health-for-all 
programme h a d to deal with a l l those degrees of awareness, for universal access to health 
services was a primary objective entailing responsibility for each and every citizen of 
the Member States. That gigantic task was part of the commitment undertaken b y WHO. 

The health district approach h a d immense potential in that respect, for it would be 
impossible to ensure satisfactory delivery at the local level without dividing the 
population of each country into manageable units. The same applied to the processing of 
information, whose quality was essential to success in all areas of health for all. 
Indeed, basic information must be taken into account if available resources were to be 
distributed effectively within each country. 
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Despite considerable improvements iri methods suited to various cultural and economic 

conditions, certain practices were not available on a sufficiently large scale, thereby 

pointing to the need for new technology for the prevention, diagnosis and treatment of 

diseases. 
The world economic situation had h a d repercussions on health status and health care 

services and policies in recent years, thereby affecting the implementation of 
health-for-all programmes. In that connection, he drew attention to the report of the 
Director-General in document EB83/INF.DOC./1 and to the report of the Brundtland 
Commission, which summed up the difficulties confronting many countries. Lastly, he 
proposed that the Director-General should be authorized to address the other United 
Nations agencies to express WHO'S concerns regarding the consequences of economic 
problems for world health. 

The CHAIRMAN observed that monitoring and evaluation were the responsibility of all 
Member States, and stressed the importance of identifying obstacles to the implementation 
of health-for-all policies. 

Dr KHANNA (Adviser to the Deputy Director General) introduced the second report on 
monitoring progress in implementing strategies for health for a l l (EB83/2 Add.l). The 
report - which was in the nature of a draft - had been compiled basically from the six 
regional reports reviewed by the regional committees in September - October 1988, and 
incorporated the comments and suggestions of the Programme Committee. By the time of the 
preparation of the draft, 141 Member States had submitted progress reports on the 
implementation of their health-for-all strategies； since then, an additional report had 
been received. Information reaching headquarters by the end of January 1989 would be 
incorporated in the final report to be submitted to the Health Assembly in May. She 
reviewed the contents of the report and its annexes, and commented on a v i s u a l 
presentation of the highlights of the findings of the monitoring. 

The first slide showed the distribution by region of the 141 Member States that had 
submitted or failed to submit reports. The response had been very high in the Eastern 
Mediterranean and Western Pacific Regions, and all the countries of the South-East Asia 
Region h a d replied. Many of the national reports reflected serious efforts to compare 
progress from one period to another and identify difficulties and areas for future 
attention. 

The second slide showed GNP per capita (Global Indicator 12), which was w e l l below 
the minimum level of US$ 500 in a large majority of countries in Africa and South-East 
Asia. 

The third slide showed literacy rates among adult males and females. Although 
sex-specific data was not available in many countries, the literacy rates for the adult 
population (Global Indicator 11) were higher for males than for females, especially in 
Africa, South-East Asia and the Eastern Mediterranean. For males, three of the 96 
countries reporting had rates below 30%, and 65 of them, rates of at least 70%. For 
females, 54 of the 95 countries reporting had rates of at least 70%； but 17 had rates 
below 30%. 

The fourth slide showed the proportion of GNP spent on health (Global Indicator 3). 
Sixty-nine of the 134 countries that h a d reported on that indicator had spent 5% or more, 
but the average was 4.1%, with the highest regional average in the Western Pacific 
Region. In the least developed countries, mostly in the African and South-East Asian 
Regions, the average was 2%. 

The fifth slide showed the proportion of national health expenditure devoted to 
primary health care (Global Indicator 4). In the majority of the countries reporting on 
that indicator, the proportion was over 30%. However, the proportion tended to be higher 
among the least developed countries and lower among the industrialized countries. 

The availability of primary health care (Global Indicator 7) was measured through 
several sub-indicators. The sixth slide showed the availability of safe-water in the 
home or within 15 minutes‘ walking distance. Progress in the programme implementation 
under the International Drinking Water and Sanitation Decade had been somewhat 
disappointing. Coverage was 80% of more in 92 of the 122 countries reporting; yet there 
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was obviously a need to accelerate progress in the African and South-East Asian Regions. 
In rural areas only 54 countries had achieved such coverage, and 14 countries had 
reported coverage of less than 20%. Trends during the two reporting periods pointed to 
an improvement in information, but little change in countries with coverage below 80%. 
However, there had been an improvement in rural areas. Clearly, rapid urbanization in 
many developing countries had practically wiped out any gains. 

The seventh slide showed the availability of adequate sanitary facilities in the 
home or immediate vicinity. In that area also a large number of countries had achieved 
coverage in excess of 60% in urban areas, but the situation was not very satisfactory in 
rural areas where coverage was below 20% in many countries of four of the regions. 

The eighth slide showed the availability of local health care within one hour's 
walk, and trained personnel for attending pregnancy, childbirth, and caring of infants. 
Considerable efforts had been made to increase immunization against the six target 
diseases of the Expanded Programme on Immunization (EPI). The number of countries 
reporting coverage of 70% or more had increased, but efforts must be intensified if a 
global average of 70% was to be achieved in the African and South-East Asian Regions by 
1990. The majority of the countries, except those in Africa, had reported that 80% of 
their population had access to health care with essential drugs. However, the situation 
was less satisfactory with regard to infant health since little more than 50% of infants 
in the South-East Asian and Eastern Mediterranean Regions had access to care by trained 
personnel. Some progress had been made in care during pregnancy and childbirth, 
especially in Eastern Mediterranean and Western Pacific countries. However, not more 
than 20% of pregnant women in African and South-East Asian countries received such care. 

The ninth slide showed birthweight. The nutritional status of children (Global 
Indicator 8) revealed that in the large majority of reporting countries, over 85% of 
newborn children had a birth weight of 2500g or more. However, in many developing 
countries 50-70% of births took place at home and reliable data was therefore not 
available. 

The tenth slide showed infant mortality (Global Indicator 9). Despite some 
improvements, 39 countries, including 28 in Africa, had infant mortality rates of 100 or 
more per 1000 live-births. 

The eleventh slide showed life expectancy at birth for males and females (Global 
Indicator 10), which was still below 60 years in the majority of African countries. 

The twelfth slide showed the availability of information for each of the global 
indicators. Although there were improvements in information on immunization and some of 
the other health indicators, there were significant gaps in socioeconomic indicators such 
as literacy and GNP- and resource-related indicators. 

Professor SANTOS observed from the report that some countries had made significant 
progress in reorienting and expanding their health systems on the basis of primary health 
care principles. Many countries were endeavouring to reduce urban/rural disparities and 
provide for the health needs of vulnerable groups. However, such policies must be fully 
reflected in overall socioeconomic policies. 

The report pointed to the need for accelerated action to improve coverage in respect 
of essential elements of primary health care in some regions, and the quality and 
continuity of services must also be improved especially at the local level and in rural 
areas, 

Managerial weaknesses in the health systems persisted in a number of countries, 
especially at local level where the capacity to assess managerial strengths and 
weaknesses and to undertake corrective action must be improved. District health systems 
could provide an opportunity to address those issues. 

Meanwhile a number of unresolved issues persisted in the area of human resources, 
calling for innovative approaches. They included inequitable distribution, poor 
motivation towards primary health care, lack of concern for social inequities, 
insufficient qualitative change in health workers' educational programmes and inadequate 
leadership among health professionals. While some examples of improved intersectoral 
linkages and community involvement had emerged, full partnership with communities had yet 
to evolve in most countries, and experience should be exchanged. Clear policies for 
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research and technology adaptation and use were still lacking, and the Programme 
Committee had stressed the need for industrialized countries to cooperate with developing 
countries in strengthening and using national capability in research and technology. 

The issue of the financing of health strategies, which remained an area of the 
utmost concern to the developing countries, raised the question of the broader 
socio-economic situation which had affected efforts by many countries to improve the 
health status of their population. The deterioration of the quality of life and general 
health status of growing numbers of people living in extreme poverty, the widening income 
gap between the rich and poor countries and their populations, and inadequate attention 
to the social and human implications of austerity measures made the consolidation of any 
gains the most important challenge facing policy makers. 

Persistent inequalities between urban and rural areas in developing and 
industrialized countries alike had been stressed by the Programme Committee, which had 
pointed to the need for sharper macro-economic analysis and identification of 
implications for the health sector and stressed the importance of measuring progress in 
social equity as part of future monitoring and future evaluation. 

He drew attention to the Programme Committee‘s conclusions concerning directions to 
accelerate implementation of health-for-all strategies as contained in paragraph 12 of 
its report (document EB83/2). In conclusion, he said that possibly the most crucial 
challenge ahead was how to make progress in the least developed and economically and 
socially most seriously afflicted countries. Accelerated and dynamic strategies were 
needed to help those countries, no doubt requiring substantial additional resources from 
the international community. The Programme Committee considered that the information 
contained in the report should be utilized to enlist support and create awareness among 
decision-makers, the general public and the media at all levels. 

The CHAIRMAN commended the Programme Committee on its penetrating analysis of the 
report on the second monitoring report, which would certainly give rise to very 
far-reaching conclusions. 

He invited the Board to commence its discussion of the item, requesting them to 
refer to documents EB83/3 and EB83/4 only insofar as they referred to monitoring of the 
Global Strategy or programme activities. He proposed that document EB83/2 Add.1 should 
be reviewed section by section. 

Section 1 - Introduction 

Professor COLOMBINI said by way of general comment that the Global Strategy for 
Health for All by the Ye"àr 2000 was one of the most crucial aspects of WHO's work, 
through which it had influenced the policies of Member States. The progress reflected in 
the document under consideration would provide a basis for significant further reflection 
on the issues raised, one of the most important and the most difficult of which was 
information to stimulate increased community involvement. Even in countries where a 
considerable amount of health information was provided by the media it was often of an 
emotional nature and did not always help to improve the health status or quality of life 
of the population. For instance, although in Europe there was not strictly speaking an 
illiteracy problem, in his own country alone nearly one-and-a-half million people had 
relapsed into illiteracy since their sole source of information was radio and television. 

The maj or sources of expenditure in health systems management were drugs and 
technology. The latter deserved rather more attention by WHO. 

A clear idea was also needed of problems at the district level and of relations 
between hospital care and primary health care - an area that had been somewhat 
neglected. Finally, another general issue of the utmost importance was that of the 
environment, which countries had not always approached from the health point of view. 

Professor HASSAN stressed the importance of the progress achieved, as reflected in 
the documents before the Board. The fact that over 500 million people had gained access 
to an adequate and safe water supply since the start of the International Drinking Water 
Supply and Sanitation Decade was a significant achievement. One of the problems faced in 
recording progress was no doubt the lack of adequate reporting. The millions who had not 
yet gained access to adequate drinking-water and sanitation were a cause for grave 
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concern arid called for a strengthening of the strategy in that respect in the 1990s, 
especially in rural areas. National programmes should be reconsidered to that effect and 
provided with additional support, especially those for the least developed countries. 

Section 2 - Monitoring process and mechanisms 

Dr SADRIZADEH referred to the efforts made in his country to involve teachers at 
medical schools as prime movers in health-for-all leadership development, and suggested 
that the members of the Executive Board might be provided with a set of the slides which 
had just been projected for use as an information tool among decision-makers and health 
workers at all levels in their countries. 

The CHAIRMAN said that the material referred to would be made available. 

Dr RODRIGUES CABRAL said that he was now reassured that the concern he and other 
members had felt following the previous World Health Assembly about the need to adjust 
the Global Strategy so that it might maintain equity was shared by the Secretariat, as 
could be seen fron concrete proposals for action contained in the report now before the 
Board. 

Commenting specifically on section 2, he said that the obvious effort being made by 
developing countries to report on the status of the global indicators was encouraging. 

In Mozambique, the health information system was now focusing on various projects 
dealing with a revision of the information collection process and collation by the 
central analysis unit, the revision of information on the health status of displaced 
persons and those affected by emergencies, and the strengthening of analytical capacities 
in districts and provinces. That was no easy task at a time when a growing number of aid 
agencies were demanding specific information. An important issue was that local health 
authorities spent more time reporting for aid agencies than to their ministries of 
health. Without the global solidarity movement structural rehabilitation policies in the 
least developed countries would not be possible, but it could be observed that the 
attention of senior officials was diverted away from planning and evaluation, and that, 
for instance, nongovernmental organizations had been far more efficient than the aid 
bureaucracies of potential major donors. 

Sir Donald ACHESON said that the singularly important report before the Board should 
be widely disseminated and used both within and outside the Organization, for it amounted 
to nothing less than an analysis of the health of the people of the world. It was 
inevitable that there should be shortcomings in some of the data and unevenness in the 
progress reported. There was progress, however, and that was a tribute to Board members 
and senior staff of WHO. 

He wished to focus on the need to improve health infrastructure and to improve 
health information systems. While there would always be urgent problems requiring ad hoc 
solutions outside the existing infrastructures in individual countries, members should 
never allow themselves to be distracted from the even more fundamental problem, namely 
how to ensure the steady and continuing development of a general health infrastructure in 
each country, based on the principles of primary health care and health for all. 

Dr DENISOV thanked the Director-General, the Regional Directors and the Board for 
the help given in connection with the recent tragic events in one of the Republics of the 
Soviet Union. In one episode, many thousands of people had been affected with crush 
syndrome, which had required treatment by haemodialysis apparatus, and it was only thanks 
to the active participation of the whole international community that many lives had been 
saved. The experience had shown how vital it was, not only in such disasters but in the 
context of Global Strategy, that all nations should unite their efforts in tackling 
health problems. 

The report under consideration was important and timely, but he agreed with the 
previous speaker that if the Global Strategy was to be adapted to the needs of individual 
countries, its underlying concepts should be constantly reevaluated. 
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While he could endorse the report in principle, he was concerned to note that there 
were a number of countries that had not yet submitted national reports. He welcomed the 
fact that the number of such countries was falling, but the slides presented earlier had 
shown that on a number of indicators it had been difficult to obtain a picture of the 
true situation. He suggested that for the next cycle of evaluation in 1991 the 
monitoring process, and perhaps even the system of evaluation itself, might be simplified 
in order to permit a more accurate assessment of the developments taking place in 
individual countries. 

Dr MACEDO (Regional Director for the Americas) said that where his Region was 
concerned the report, although it showed some progress, also had some very marked 
deficiencies. After the report had been drafted the team had received replies from three 
more countries, including the largest in the Region; if the latter had been included, 
total population coverage would probably have been over 98%. 

That being said, there were two basic problems that gave cause for concern. The 
first was that most countries of the Region had not carried out the reporting exercise as 
part of a national effort, but rather in fulfilment of an obligation to WHO. That meant 
that the results that could be obtained, and the use that could be made of that 
information, would be limited by the difficulties experienced by the countries concerned. 

The second problem was that for the Region of the Americas it had not proved 
possible to include any information on the indicator concerning percentage of expenditure 
on primary health care, since the way that indicator was understood had varied too widely 
between the different countries of the Region to provide any basis of comparability. 
That had highlighted the difficulty of defining criteria for the selection of indicators 
that could be included in a common framework. 

Dr MONEKOSSO (Regional Director for Africa) said that in order to help overcome the 
many difficulties experienced by some of the 39 out of 44 countries in that Region which 
had reported, a series of simple indicators had bee prepared which could be used at 
village level by the villagers themselves with the help of technicians. Over the past 
three months most countries of the Region had carried out their first reporting exercise, 
and the results obtained were currently being evaluated. The new approach had made it 
possible to carry out house-to-house surveys at very low cost, and because of the direct 
participation of the villagers the health teams were able to analyse the results within 
only a few days. That system not only offered a valuable means of corroborating or 
supplementing official sources of information, but also helped to motivate those who 
should be the most important participants in primary health care activities, namely the 
population themselves. 

Mr SRINIVASAN said that section 2 of the report showed that the managerial process 
needed to be supported by greater attention to information-gathering. The more countries 
were helped to develop reasonably uniform patterns of information, the more meaningful 
WHO'S information network would be. 

However, the dynamics governing the progress of health care in some developing 
countries depended on certain specific factors. He wondered whether health per se - as 
opposed to the absence of sickness - was in fact a high priority for the really poor. 
Unless the special difficulties of certain populations were taken into account, the 
curative interventions by which health care systems were usually measured might not 
provide standardized health data from which meaningful conclusions could be drawn. What 
had been achieved was excellent, but the process of data-gathering, as well as the 
process of formulating criteria based on that data, should be kept constantly under 
review. 

Care should also be taken to ensure that the information gained was of the proper 
quality, particularly at the lower levels, where it had first to be generated. It should 
be taken as warning that some countries appeared to have responded to the reporting 
exercise as "just another WHO questionnaire". He suggested that the Secretariat might, 
without an undue increase in costs, request some additional area-specific information to 
supplement the normal standardized data. 
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Another important aspect on which more data were needed was that of costs. Because 
the costs of health care were distributed over a large number of sectors, they were 
difficult to calculate, and the collection of data on the subject should be carried out 
on the basis of a clear overall pattern. 

He commended the system of "sentinel networks" of general practitioners reporting on 
particular diseases and procedures in primary health care for a sample population; it 
had been introduced in certain countries and was described in paragraph 25. Such 
networks might provide a solution to the problems that had been encountered in his Region 
over such reporting. 

Dr BART (adviser to Dr Wallace) said that the report not only highlighted the 
advances that had been achieved in health status worldwide, but also documented decreases 
in health status which required the urgent attention of the Secretariat. For example, 18 
countries had shown increases in infant mortality rates, and there had been a decrease in 
pregnancies attended by birth attendants. The African Region continued to show the least 
progress. 

He asked why 25 countries had been unable to respond to the questionnaire, and what 
was being done to assist such countries in gathering data. Had any action been taken to 
follow up the suggestion of the Programme Committee that a subindicator on availability 
of family planning services should be considered? He hoped that the process of analysis 
would be continued in even greater detail, so that countries, regions, and possibly the 
United Nations system as a whole could make use of the data obtained. 

The report stressed the need for increased emphasis of the quality of data, on 
improved health information systems, and particularly on disease surveillance. It also 
highlighted the need for ministries of health to continue to search for alternative 
mechanisms for the delivery of health care services. How was it planned to help 
countries to rationalize the financing of health services, especially those related to 
nongovernmental organizations and to the private sector? 

There was only one health economist in the whole of WHO, and none in the regions. 
How was WHO helping countries to rationalize their investments in the health sector, and 
how was it helping to promote policies and programmes that would be rational and 
cost-effective? As many as 65 countries spent less than 5% of their gross national 
product on the health sector； it was countries such as these, which were often at their 
most vulnerable because of their involvement in a process of structural adjustment, that 
needed the help of health economists. 

In view of the fact that the responsible WHO unit was to be reorganized, how was the 
process of monitoring and evaluation of the global health sector to be continued in the 
future? He requested Regional Directors to describe in their subsequent presentations 
the monitoring and evaluation process in their regions, and to explain how the results of 
that evaluation were being used to establish priorities and to give focus to health 
activities. 

The evidence in the report of a decline in the quality of health care - and thus in 
the quality of life - in large sectors of the world's population should not be allowed to 
pass unnoticed. 

Dr ТАРА said that it was gratifying to note, half-way to the year 2000, that there 
had been a high rate of participation by Member States in the second monitoring report. 
While definite progress had been achieved in some areas, no progress, or even 
deterioration, had regrettably been found in others. He was concerned that certain 
Member States had not responded, and urged WHO to persuade them to participate in the 
monitoring process in future. 

He fully endorsed the conclusions set out in paragraph 26, and agreed with 
Sir Donald Acheson on the importance of developing health infrastructures as a basis for 
the health information support system required for monitoring and evaluation of the 
Global Strategy. 
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Section 3 - Global socioeconomic development trends (1985-1988) 

Professor KALLINGS said that any meaningful discussion of progress in implementing 
health-for-all strategies must begin with a review of the international economic 
situation, and in particular of the extremely bleak chances of survival in the poorest 
countries. 

Certain facts - many of them alluded to in the excellent presentations of 
this item - had to be considered seriously. According to UNICEF's annual report on the 
state of the world's children in 1989, per capita spending on health services in the 37 
poorest countries had been reduced by 50% in the past few years. WHO had a special 
responsibility to bring to the attention of the international community the plight of the 
most vulnerable groups in those countries - children, pregnant women, the elderly, the 
sick and the disabled - in times of economic adversity. 

The current adverse economic situation was basically the product of rising debt 
payments and falling commodity prices. At present, annual interest payments and capital 
repayments absorbed some 40% of the developing world's export revenues. As outgoings had 
risen, income had declined. Real prices for commodities had fallen by at least 30% in 
the past few years. At the same time, commercial and concessional financing and real aid 
had decreased: whereas in 1980 some US$ 40 000 million had flowed from the North to the 
South, the South currently transferred some US$ 20 000 million to the North. 
Furthermore, the South was receiving one-third less for its exports and paying relatively 
more for its imports of industrial goods from the North with the result the real outflow 
from the South was probably in the region of US$ 60 000-80 000 million. 

Such horrendous sums in debt repayment were required in order to safeguard the 
commercial banks, which held about 60% of the total outstanding debts, and the 
international monetary system, whereas what the international economy and the poorest 
countries needed was sustainable economic growth. Adequate debt relief or write-offs for 
countries in Latin America, sub-Saharan Africa and Asia would bring about a substantial 
increase in demand from the South, securing jobs and reversing ailing balance-of-payments 
accounts in the North and thereby saving both the commercial banks and the monetary 
system. Increasing trade between debtors and lenders must take the place of action at 
all costs to defend the interests of the bankers and the international monetary system: 
sustainable economic growth for the benefit of all must be the objective. 

Another scourge for the poorest countries was the so-called "structural adjustment 
programmes", designed to stave off balance-of-payments crises while at the same time 
attempting to meet debt obligations, keep up essential imports and ensure a return to 
sustainable growth. While it could not be denied that such adjustments were absolutely 
necessary for many economies in the Third World, where scarce natural and human resources 
were being devoured by ineffective economic policies and bloated bureaucracies, they 
invariably cut deep into government spending, especially in the fields of health care, 
education and social programmes, leading to the reduction or cancellation of food 
subsidies, and to currency devaluation, in an attempt to reallocate resources to 
economically productive sectors in the economy. The full burden of those adjustments had 
fallen on the most vulnerable groups, who often lacked political power and the strength 
to defend themselves. According to the report by UNICEF, 37 countries had cut back their 
health services by approximately 50% during the past few years, while adverse economic 
trends were said to have caused the death of more than half a million children. It would 
be most enlightening to learn of the effects of such cut-backs on such programmes as the 
provision of safe drinking-water and sanitation and on immunization, oral rehydration 
therapy and child-spacing programmes, which, although relatively inexpensive, together 
saved millions of lives every year if adequately administered and funded. 

Structural adjustment policies, albeit necessary, must be designed with a human 
face. Those who formulated and administered them must be made aware that measures which 
led to rising malnutrition, declining health services and dwindling school enrolment were 
inhuman, unnecessary and ultimately inefficient and would, in the long run, produce 
effects contrary to those originally intended. 
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Another adverse feature of the current economic situation in the poorest countries 
was the effect of desperate measures to produce for export on the environment and its 
ecosystems : that had been amply shown by the World Commission on Environment and 
Development in its report entitled Our common future. As the process of impoverishment 
continued, more people were being pushed out of urban areas and obliged to seek their 
daily sustenance in farming, thus further taxing the meagre soils and supplies of fuel 
woods, the ultimate result being soil degradation, forest devastation and the depletion 
of water resources. 

There was, he submitted, an urgent need for the continuous monitoring of the health 
situation in the least developed and the debt-ridden countries. WHO must be a leader in 
defending the under privileged - children, women, the sick, the elderly, the disabled and 
the poor. It must draw the attention to the critical situation in the world with a view 
to establishing, in line with resolution WHA41.34, special measures for those whose 
suffering was greatest. He believed that the Organization should set up a special task 
force to carry out an in-depth study of the effects which adverse economic trends in the 
least developed and seriously indebted developing countries were having on the health 
situation and of the resulting inequities in health care delivery systems. Such a study 
could be an important input if the United Nations General Assembly decided to convene an 
extraordinary session to establish an action programme against world poverty, as had been 
suggested by the Group of 77. 

Professor COLOMBINI, after stressing the seriousness of illiteracy and relapses into 
illiteracy, said that the GNP indicator was important but its use involved difficulties. 
Four months previously he had been requested to compare the health expenditure of five 
European countries. In the end he had found that it was not possible to make such a 
comparison on the basis of the reports issued by the respective ministries of health and 
that it was difficult to establish the relationship between GNP and health expenditure. 
He had found a way out because OECD had made a study of those problems and had suggested 
a methodology for preparing a report. WHO could not do everything, but it could supply 
training in regard to health expenditure requirements for international organizations 
concerned with such problems, particularly those organizations of the United Nations 
system that collected socioeconomic statistics. Sometimes, instead of trying to obtain 
comprehensive national statistics, it might be useful, as the Regional Director for 
Africa had already stated, to proceed on the basis of samples, which sometimes yielded 
more reliable and realistic data. 

Dr SAVEL'EV said that the basic obstacle to the implementation of the strategy for 
health for all was the lack of resources. That was particularly so in the least 
developed countries where the economic situation was deteriorating. As the report 
correctly pointed out, the external debt burden was exhausting the resources of many 
countries, so that it was impossible for them to maintain capital investment in social 
development at its former level. If any real progress was to be made, the least 
developed countries would require much outside assistance to support their own national 
efforts. The extent of the international community's commitment to the idea of health 
for all could be assessed by the rate of progress, if any, achieved in those countries. 

Only an intensive, concerted effort by the whole international community would 
suffice. In that connection he drew the Board's attention to the initiatives concerning 
ways of solving the debt problems of the developing countries, particularly the least 
developed countries, advanced by the USSR at the United Nations on 7 December 1988. 
Disarmament could release enormous resources for health development purposes, and current 
trends in world politics were encouraging in that respect. 

Dr ТАРА noted that there was a connection between the first three principles set 
forth in the preamble to WHO's Constitution and the section of the report under 
consideration. In fact, paragraph 44 of the report, with its reference to "peace-making 
efforts", highlighted one of the major elements required for the achievement of health 
for all by the year 2000. 
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His heart bled when he thought of the burden created by the external debt of the 
least developed countries, so well explained by Professor Kallings. Some way of 
lightening it must be found. Moreover, structural adjustment policies must have a human 
face, since all those involved were surely human beings. Concerning the establishment of 
a WHO task force, he wondered whether the Organization had a role to play in the areas 
which he had mentioned. 

The meeting rose at 12h30. 


