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FOURTH MEETING 

Friday. 12 May 1989. at 9h20 

Chairman: Dr J. P. OKIAS (Gabon) 

PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1990-1991 (Articles 18(f) and 55): 
Item 18 of the Agenda (Documents PB/90-91 and EB83/1989/REC/1, Part II) (continued) 

PROGRAMME POLICY MATTERS: Item 18.2 of the Agenda (Documents PB/90-91 and 
EB83/1989/REC/1, Part I, resolutions EB83.R2, EB83.R10, EB83.R13, EB83.R14 and Annex 8, 
EB83.R15, EB83.R20 and EB83.R21 and Annex 9; Part II, Chapter II; and document 
A42/INF.D0C./1) (continued) 

The CHAIRMAN said that, in the list of sponsors in the English text of the draft 
resolution which had been circulated on preventing the purchase and sale of human organs, 
the second country name, "Australia" should be replaced by "Austria". 

Health system infrastructure (Appropriation Section 2； Documents PB/90-91, 
pages 94-137; EB83/1989/REC/1, Part I, resolutions EB83.R20 and EB83.R21 and Annex 9) 
(continued) 

Health system development (programme 3) (continued) 

Dr N'JIE (Gambia) said that he supported the Director-General‘s proposals under 
programme 3 in the programme budget. The Gambia attached great importance to health 
system infrastructure and development, and considered that all subprogrammes in that area 
were equally important for achieving the goal of health for all. Despite the frustrating 
fact that, 10 years after Alma-Ata, many countries had yet to achieve significant 
improvements in their health status, there was ample evidence that extensive efforts had 
been directed towards restructuring national health systems. Many countries were now 
engaged in redefining their health administrative arrangements - strengthening them at 
the district level and ensuring decentralized management. It was therefore a source of 
some concern to his delegation that inadequate provision had been made in the proposed 
programme budget for some important activities, particularly those under programme 4 
(Organization of health systems based on primary health care. 

In paragraph 20 of the report of the Executive Board on its review of the proposed 
programme budget for the financial period 1990-1991 (EB83/1989/REC/1, Part II), the Board 
had commented that, in the face of the deteriorating socioeconomic situation as well as 
the relatively small increase in the budgetary allocation for programme 4, additional 
efforts should be made by WHO to stimulate the interest of the donor community in 
activities aimed at strengthening and sustaining national health infrastructures. 
Moreover, there were a number of activities at country level that needed to be analysed, 
the findings being publicized, in order to prevent countries from continuously repeating 
the same mistakes. The practice of recent years, involving joint primary health care 
reviews at the regional level, which had permitted groups of countries to share their 
experience in the development of health systems, had proved most valuable. Could the 
Secretariat say whether the process had come to an end or would it be continued? 

Another area of growing importance in the current situation of economic stringency 
was that of health economics. Most ministries of health had very little expertise in 
that specialized field, yet more and more was being demanded of their limited 
capabilities. He therefore endorsed the Board's comment in paragraph 21 of the report he 
had just mentioned that there was a need to strengthen WHO's capabilities in health 
economics at all levels of the Organization. 

He noted that the Director-General had recently convened a meeting of the 
Consultative Group on the Organization of Health Systems based on Primary Health Care in 
New Delhi, and endorsed the Board's comment on the need to strengthen WHO's capability in 
that respect in most regions. Could the Secretariat provide some information on the 



Director-General‘s plans for strengthening the relevant programme areas, particularly 
under programme 4 and in the field of health economics? 

Sir Donald ACHESON (United Kingdom of Great Britain and Northern Ireland) said that 
he wished to register his delegation's strong support for the draft resolution on 
preventing the purchase and sale of human organs. There was increasing concern in the 
United Kingdom about reports of commercial transactions in organs, and a number of 
particularly distressing cases had recently attracted public attention. The Government 
felt that it was important to prohibit practices that were unacceptable to society and 
destructive of the spirit of altruism now pervading live organ donation. It had taken 
action to enact legislation aimed at prohibiting commercial dealings in human organs for 
transplant under penalty of imprisonment, and at restricting organ transplants to people 
who were genetically related. The legislation would also make it an offence to publish 
advertisements inviting persons to supply organs for payment. 

Those measures demonstrated the concern with which his Government viewed the 
problem, and its firm resolve to prevent that obnoxious exploitation of human distress. 

Dr CHIMIMBA (Malawi), speaking on programme 3.3 (Health systems research and 
development), commended WHO, the Government of the Netherlands and the Royal Dutch 
Tropical Institute for having introduced that managerial tool for decision-making in the 
African Region. Their collaboration was creating a critical mass of individuals who 
could undertake health systems research and train others in the preparation of research 
proposals and the use of research results； it should be continued and strengthened. It 
was not easy to create such a critical mass of individuals in countries where a manpower 
shortage existed. He therefore appealed to WHO not only to continue its training 
activities and make funds available both for instruction in health systems research and 
for promoting the exchange of experience through technical cooperation among developing 
countries, but also to provide assistance in acquiring funding for research proposals. 

Regarding the budgetary implications of the programme, he noted with concern the 
reductions at the regional level and the transfer of funding to programme 12.1 (Clinical, 
laboratory and radiological technology for health systems based on primary health care). 
Could the Secretariat explain why those changes had been made? As more and more 
individuals participated in the programme, budgetary allocations for it would almost 
certainly have to be increased, unless WHO could use its expertise to mobilize additional 
resources. 

Dr VARET (France), speaking on programme 3.1 (Health situation and trend 
assessment), said that it was important to remember that the collection of 
epidemiological, sociological, demographic and economic data required an enormous 
effort. The data had to be compared and standardized, and the continuing education of 
those engaged in the work was necessary in order to keep them informed of current 
developments. The enormous human and financial effort involved had led her country to 
try to rationalize the process at the local, regional and national levels and thereby to 
produce a data base that could also be of use at the international level. France would 
submit a report to the September 1989 meeting of the Regional Committee for Europe on the 
French health situation in which world and European indicators would be integrated as far 
as possible. Such an approach would facilitate the regular updating of the assessment of 
the health situation, with simplified procedures and minimal managerial requirements, and 
would also make the information more widely available. 

She supported the budgetary proposals for the programme. 

DR MOJI (Lesotho), commenting on programmes 3.1 and 3.3 (Health situation and trend 
assessment and Health systems research and development), said that the continuing 
reduction in financial resources in developing countries had serious implications for the 
enhancement of their capacity to do justice to those essential programmes. It was 
necessary to provide training and ensure long-term employment for epidemiologists and 
researchers, yet how could that be achieved under the conditions of structural adjustment 
which so adversely affected social programmes, including those in the field of health? 



The epidemiological unit in Lesotho was currently manned by a local epidemiologist, 
supported by expatriates on contract or technical assistance arrangements. That 
arrangement hardly ensured continuity, and raised the problem of migration of health 
professionals. 

His delegation welcomed WHO's sponsorship and training activities in the field of 
epidemiology, and encouraged the Organization to continue those efforts. He endorsed the 
views expressed by the delegates of Pakistan and Botswana on the subject. 

Turning to programme 3.4 (Health legislation), he said that, because of changes in 
health situations and policies, legislation in support of primary health care was lagging 
behind. His delegation endorsed the statement in paragraph 3 of the programme 
statement. Lesotho was beginning to realize that serious gaps existed between its new 
policies and the existing legislation, and its capacity to modernize that legislation, 
which was already outdated, was very limited: it therefore needed assistance in that 
area. 

Mrs KADANDARA (Zimbabwe), speaking on programmes 3.2 and 3.4 (Managerial process for 
national health development and Health legislation), said that she welcomed the news that 
a number of activities designed to improve managerial structures were planned for the 
African Region. It had been stated in many forums that the achievement of health for all 
by the year 2000 depended largely on the development and strengthening of managerial 
processes at all levels of the health care system. The heaviest load in the management 
of health services, especially in primary health care activities, was borne by the 
nursing profession in many Member States. It was therefore to be hoped that both WHO and 
Member States would allocate funds for the development of nurse leaders and for training 
enough nurses to run health services at all levels, and especially the provincial and 
district levels. In that endeavour, the development of learning materials for the 
training of nurses in management would be a great help. 

Nurse leaders in the African Region hoped for greater interaction than in the past; 
that would help to create a strong professional link that would facilitate the analysis 
of the problems that hindered professional advancement and the attainment of advanced 
managerial skills. It was to be hoped that nursing units, especially in subregional 
offices, would be expanded in order to enhance their capabilities for analysing the 
problems affecting the nursing profession in the various regions. The nursing profession 
had lagged behind, both in continuing education and in the attainment of advanced 
managerial skills. WHO should consider making budgetary allocations for nursing 
scholarships in management training and for intercountry workshops to facilitate the 
exchange of ideas. Managerial support must be provided to a group of people who were 
doing a sterling job under very difficult conditions. The goal of health for all by the 
year 2000 would not be attained unless nursing-related issues were addressed more 
energetically than they had been in the past. 

Turning to health legislation, she said that unless additional attention was paid to 
it, numerous problems linked to the interface between law, medicine, and ethics would 
arise. Her delegation welcomed the work being done by the International Council of 
Nurses in trying to help nursing associations review existing laws and regulations 
pertaining to nurse training and practice. WHO should provide additional support to 
enable the work on reviewing legislation to be continued. Such work could make it 
possible to overcome many problems affecting the nursing profession in respect of primary 
health care activities, the extent of which was increasing steadily. 

Dr VONIATIS (Cyprus) said that the draft resolution that had been circulated on 
preventing the purchase and sale of human organs touched on both ethical arid humanitarian 
issues and was an important initiative. Organ transplantation was becoming an 
increasingly acceptable way of treating certain conditions and was also becoming 
available in an increasing number of countries. Since the initiation of a kidney 
transplant programme in Cyprus in 1986, legislation had been enacted to forbid the 
purchase or sale of human organs. That legislation would be further strengthened with 
the introduction of a code of practice on organ transplantation. His delegation fully 
supported the draft resolution and wished to become a sponsor thereof. 



The CHAIRMAN, noting that there were no further speakers on programme 3, invited 
members of the Secretariat to reply to comments. 

DR JARDEL (Assistant Director-General) thanked delegates for their support for 
programme 3.1 in general and for the strengthening of epidemiology in particular. Their 
suggestions would assist the Secretariat in its efforts to implement the conclusions 
reached by the group of experts on epidemiology. A number of comments, including those 
of the delegates from the United States and Zambia, related to support for primary health 
care and would undoubtedly be taken up in the context of major programme 4. He would 
therefore confine his remarks to aspects of programme 3.1, with which he was directly 
involved. 

As the delegate of the United Kingdom would have hoped, WHO's capacity in the 
epidemiological field was being reinforced to facilitate coordination of activities 
carried out under various technical programmes. By way of example, he noted that the 
general data shared by a number of programmes were being centralized by the Division of 
Epidemiological Surveillance and Health Situation and Trend Assessment, and being made 
widely available； the Methodology Unit backed up all the other Divisions. The component 
of programme 2.5 (Health-for-all strategy coordination), involving the monitoring and 
evaluation of strategies, had been transferred to programme 3.1. The Division 
responsible for that programme would be restructured to enable it to carry out its tasks 
more effectively. He had noted the concern expressed by the delegate of Chile about 
strengthening financial support for that programme. Certainly, it would be desirable to 
increase the regular budget resources allocated to it, but under present circumstances, a 
major initiative could not be envisaged unless it was able to attract extrabudgetary 
resources. 

The Division's work was centred on the re inforcement of epidemiological capacity at 
country level, an endeavour which naturally comprised the training and research 
activities mentioned by a number of delegations. 

Dr HAPSARA (Division of Epidemiological Surveillance and Health Situation and Trend 
Assessment) thanked delegates for their support for the Division's programme and the 
guidance they had given regarding its future activities. As Dr Jarde1 had said, the 
functions of monitoring and evaluation of the Global Strategy for Health for All had been 
reassigned to programme 3.1 (Health situation and trend assessment). In line with that 
change, and in view of the need many countries might have for health information support 
in future, the Division's programme needed to be broadened and its implementation 
accelerated. The programme's objectives must now be: (1) to collaborate with countries 
in the progressive development arid strengthening of the relevant information support to 
the management and implementation of their health systems based on primary health care; 
and (2) to support the executive management in the regular assessments of health 
situations and their trends, especially in the context of the monitoring and evaluation 
of the strategy for health for all. Clearly, in order to achieve those objectives, 
efforts must be intensified at country level and in WHO. A plan of action was already 
being developed that was in line with most of the comments made by delegations. The plan 
covered a number of activities, which he would now outline. 

The first activity was monitoring and evaluation of the strategy for health for all 
and undertaking trend analyses and projections. The application of epidemiological, 
economic, managerial and related analysis in that context must be balanced. He believed 
that that information addressed the concerns expressed by the delegates of the 
Netherlands and Spain. 

The second activity was strengthening epidemiological and statistical services. It 
would involve improving methods and procedures, enhancing various forms of training and 
strengthening the networking of research and development institutions in the field. He 
completely agreed with the delegate of the United States that programme-based information 
systems should be stressed. In that context, various technical programmes were already 
implementing epidemiological aspects of programme activities, in line with the suggestion 
made by the delegate of the United Kingdom. 



The third activity was the development and strengthening of methods for health 
monitoring, evaluation, and projection analysis. That activity had been rather limited 
up to now, especially in developing countries. He believed that it corresponded to the 
comments by the delegate of the United Kingdom, who had underlined the importance of a 
plan of action and of the relationship between the development of epidemiological 
capacity in developed and developing countries. 

The fourth activity was the development of information methodology and standard 
tools and the provision of epidemiological and health-statistical support to WHO 
programmes. That activity was especially relevant to the task of improving data quality. 

Adequate resources would be needed to expand the health situation and trend 
assessment programme. Existing capacity in manpower (training, fellowships and career 
development), funding and research and development activities would have to be 
strengthened. He fully agreed with the delegates who had emphasized the importance of 
research and development in the Division's programme. As the delegate from the Soviet 
Union had pointed out, WHO and its Member States had already done a number of studies on 
health projections and the application of epidemiological research. 

The guidance received from delegates constituted a significant resource for 
enhancing the health situation and trend assessment programme. 

Dr NUYENS (Health Systems Research and Development) thanked delegates for their 
encouraging comments on the programme on health systems research and for their support 
for epidemiology, which, with the social sciences, was one of its basic components. The 
delegates of the Netherlands, Botswana, Lesotho and Malawi had referred to the joint 
project on health systems research for the southern African subregion. The Secretariat 
had been asked what intentions it had of extending the project to other countries and 
regions in the next few years. 

The project had recently been evaluated, and the evaluation commission had 
recommended that it should be consolidated and extended to other subregions in the 
African Region and to other WHO regions. Other countries had already been involved in 
the training, research and development activities of the project in the southern African 
subregion. The experience and expertise gained from the joint project were already being 
made available to a series of other African countries and other regions. In 1990, the 
southern African subregion would host an interregional training workshop to share such 
gains with other countries and regions. The knowledge and skills acquired from the 
project were reflected in a series of training modules. Those were being discussed by a 
technical working group in which all WHO's regions were involved with a view to 
adaptation to their needs and priorities. 

The delegate of Cyprus had emphasized the need to integrate health systems research 
more closely within the managerial processes for health development. That was in fact 
the general objective of the programme. Several strategies had been developed and would 
be further strengthened over the next few years. For instance, the programme was 
supporting the development, within ministries of health, of capacities, focal points and 
units dealing with health systems research that were directly responsive to the 
information needs of decision-makers. The programme was also supporting the linking of 
the capacities within ministries of health with the expertise available in various 
university departments, as well as the integration of health systems research in the 
daily practice of management at the district level. Several training workshops had 
already been held in which district managers had been involved in research and 
development activities. The programme would further support that approach. 

The delegates of Sri Lanka, Botswana, Lesotho and Malawi had referred to the need 
for health manpower development in the area concerned. In particular, the delegate of 
Botswana had stressed the need to strengthen efforts to develop capacities at the 
different levels. The programme on health systems research was moving into a further 
stage in which it would no longer be so concerned about training but would develop 
training programmes focused on different target groups, from top-level decision-makers to 
district level health workers. University research workers needed additional training. 
Consequently, over the next five years the health systems research training programme 
would definitely be strengthened along those lines. 



The delegates of Chile and Malawi, in particular, had asked for clarification 
regarding the decrease in the regular and extrabudgetary resources for the programme. In 
that connection it should be borne in mind that the programme itself did not reflect the 
total effort made by WHO in health systems research, since it had been decided to 
integrate health systems research activities within the different technical programmes. 
Moreover, as a result of the Secretariat's efforts to raise additional funds, the 
extrabudgetary resources already available for 1991 were greater than those indicated in 
the programme budget document. 

When the Executive Board and the Health Assembly had decided in 1986 to allocate to 
the programme an extra amount of up to US$ 500 000, it had been expected that those extra 
resources from the regular budget would be used to raise additional resources within 
national budgets as well as from donor agencies. In the African Region, for instance, 
over the past year several countries had now allocated, within their national budgets, 
substantial resources for health systems research. Such an important development was 
obviously not reflected in WHO's programme budget. In fact, any overall assessment of 
the resources allocated to health systems research must take account of the actual 
situation with regard to extrabudgetary funding and the crucial efforts made by 
individual countries. 

Mr FLUSS (Health Legislation) thanked the delegate of the German Democratic Republic 
for his encouraging observations concerning the health legislation programme at 
headquarters and at the Regional Office for Europe. The comments made by the delegates 
of Lesotho and Zimbabwe were most timely and pertinent, and an effort would be made to 
respond to their concerns. WHO had already worked closely with the International Council 
of Nurses on issues relating to nursing legislation and intended to pursue that 
cooperation. 

The Secretariat was in agreement with the contents of the draft resolution on 
preventing the purchase and sale of human organs introduced by the delegate of the 
Federal Republic of Germany. Abuses that came to light from time to time in the health 
sector must not be ignored. Commercial transactions in human organs that exploited human 
misery were contrary to the spirit of the WHO Constitution and of the Global Strategy for 
Health for All. In addition to the international body to which the delegate of the 
Federal Republic of Germany had referred in his statement at the Committee's second 
meeting, other international bodies, including the Transplantation Society some 20 years 
previously, had condemned the practices dealt with in the draft resolution. WHO had been 
represented at the Ministerial Conference on organ transplants held in Paris in November 
1987 under the auspices of the Council of Europe. That Conference had recommended that 
there should be no commercial transactions in human organs. The Final Text adopted by 
the Conference had indicated that a human organ must not be offered for profit by any 
organ exchange organization, organ banking centre or by any organization or individual, 
although that did not prevent the compensation of living donors for loss of earnings and 
any expenses caused by the removal or preceding examination. Neither organizations nor 
individuals should advertise outside their national territory, either for donation or 
transplantation. 

The Secretariat had already compiled a significant amount of information on national 
legislation and policies relating to commercial transactions on human organs and tissues 
as part of its task of monitoring and reporting on national legislation relating to organ 
transplantation. It had been interested to hear of the developments in Cyprus and the 
United Kingdom of Great Britain and Northern Ireland. Furthermore, a systematic search 
had been conducted for relevant literature that reviewed and analysed the legal, ethical 
and policy aspects of the issue. The Secretariat was confident that the Director-General 
would be in a position to provide a comprehensive report to the Forty-fifth World Health 
Assembly in the event of the draft resolution's being adopted. The Secretariat was, of 
course, willing to share the information that it already had on the subject with any 
interested Member State. 



Organization of health systems based 011 primary health care (programme 4) 
(Resolutions EB83.R20 and EB83.R21; documents PB/90-91, pages 117-123, EB83/45, 
paragraphs 20, 21 and 25, and EB83/1989/REC/1, Annex 9). 

Dr QUIJANO, representative of the Executive Board, said that the Executive Board 
considered it essential that the organization of health systems should be based on 
district health systems. The five strategies recommended by the Director-General were 
indicated in paragraphs 3.3 to 3.7 of Annex 9 to document EB83/1989/REC/1. The Committee 
also had before it two draft resolutions contained in resolutions EB83.R20 (Strengthening 
support to countries in rationalizing the financing of health care services) and EB83.R2Ï 
(Strengthening technical and economic support to countries facing serious economic 
constraints). 

Dr BART (United States of America) said if the highly laudable goal of making 
primary health care available to all was to be achieved, more than just rhetorical 
support was needed. The current situation, especially in the least developed countries, 
required more attention, more aggressive action and, above all, more resources. Much had 
been said regarding the economic plight of the developing countries, but it should be 
borne in mind that opportunities did exist. As resources for social services became more 
limited, a systematic reassessment of their allocation was required in order to ascertain 
whether the available resources had been allocated in the most effective and appropriate 
manner. In many countries efforts were being made to determine the most cost-effective 
way to improve the health status of the population. In some countries allocations were 
appropriately decreasing for some curative activities and increasing for preventive 
services. No areas were being considered sacrosanct. For example, in some countries 
hospital construction had been delayed in order to ensure that immunization and 
diarrhoeal disease control programmes were fully supported. Against that background, the 
recommendations to the Health Assembly contained in resolutions EB83.R20 and EB83.R21 had 
been put forward by the Executive Board. 

In that connection, his delegation endorsed the remarks by the delegate of Gambia 
concerning the need for developing countries to be able to assess the economic forces 
affecting health. He would propose that operative paragraph 2(1) of the recommendation 
contained in resolution EB83.R20 be strengthened to make that concern more evident, to 
call for the rational allocation of resources for the health sector, and to encourage the 
Secretariat to collaborate to the maximum extent with other United Nations agencies which 
had long experience in making economic analyses. 

He was surprised to note that despite the rhetorical support given to primary health 
care, the total budget allocations for it were to be reduced. At its eighty-third 
session the Executive Board had adopted a recommendation that was especially pertinent to 
the issues under consideration. While noting that WHO was guided by a Global Advisory 
Committee which analysed research policy and helped the Organization's governing bodies 
to translate policies into strategies and programmes, the Executive Board had 
recommended - and the Director-General had agreed to - the establishment of a comparable 
global advisory body for primary health care to assist the Director-General in developing 
plans and strategies. Some information on the progress made in that regard would be 
appreciated. 

Dr HAJAR (Yemen) said that in the past two years health care coverage had increased 
by 40% and community involvement in financing reached 50% in Yemen. The contributions of 
WHO and UNICEF had had a very positive effect. Health systems were geared to pursuing 
the goal of health for all by the year 2000. In collaboration with the Regional Office 
for the Eastern Mediterranean, workshops had been organized for physicians, hospital 
managers and directors of health districts in the governorates. Efforts were being made 
to improve the administration of primary health care. There were plans to include 
primary health care in the curricula of medical teaching institutions. Political 
commitment and support were the cornerstone in those achievements. 

Dr SOHAIL (Pakistan) said that the situation analysis on the organization of health 
systems based on primary health care, to be found on page 117 of document PB/90-91, was 



quite accurate with regard to the situation in Pakistan. It identified two common areas 
of weakness - lack of managerial skills at the district level and absence of working 
examples of health systems genuinely based on primary health care - and went on to state 
that, to be self-sustaining, activities needed to be rooted in the local context, with 
community participation in decision-making. In Pakistan those shortcomings were being 
tackled in a number of ways. 

First, the new national health policy placed its strongest emphasis on 
community-based primary health care, stressing in particular local decision-making. 
Secondly, working examples of community-based primary health care were being developed 
for rural districts and their urban equivalents, where tests were being made: of systems 
that could achieve universal coverage with the key components of primary health care; of 
information systems that could track people and families at risk and determine whether 
the care they received was in accord with their needs； of simple methods for determining 
cost-effectiveness and affordability; and of community leadership in developing primary 
health care systems. Models, of course, did not make a system, but given Pakistan's 
extensive physical infrastructure for primary health care, a relatively rapid extension 
of the new system components from demonstrations to widespread coverage was foreseen. 
Thirdly, in recognition of the serious shortage of persons trained in health services 
management, a health services academy in which health services management was one of the 
subjects taught had recently been opened. Further, in collaboration with nongovernmental 
organizations, the early initiation of post-graduate training in health services 
management was envisaged. It was expected that in the medium term one or more schools of 
public health would be established to meet that need among others. 

The general policy direction described in the section on primary health care 
appeared to be quite sound, and the careful attention which WHO had given to the subject 
was appreciated. The focus on district health systems was particularly commendable. The 
establishment of an advisory mechanism to help the Director-General to strengthen primary 
health care had apparently been discussed. He asked for information. In view of the 
immense complexity of developing primary health care systems in such a way that they 
tackled the deep-seated problems of underdevelopment which many countries had to 
overcome, it would seem that the Director-General and his staff would benefit from such 
an advisory body. 

Dr GREGORICH-SCHEGA (Austria) welcomed the continuing commitment to primary health 
care confirmed both in the policy statements and in the programme budget. Despite 
tremendous efforts, countries continued to experience difficulties in achieving the goal 
of health for all. Weakness in health infrastructures had been identified as one of the 
main reasons. Her delegation appreciated WHO's efforts to collaborate with countries in 
developing viable and sustainable health systems. In particular, the emphasis on 
district health management was most appropriate. Efforts to develop infrastructures at 
the district level would need continuing support from the regular budget as well as from 
extrabudgetary sources. 

Dr VAN ETTEN (Netherlands) stressed his delegation's support for the very important 
programme under consideration. His delegation greatly appreciated the report by the 
Director-General on strengthening primary health care contained in Annex 9 to document 
EB83/1989/REC/1. In its statement on the second report on the monitoring and evaluation 
of the Global Strategy for Health for All, it had stressed the need to strengthen 
integrated primary health care and to improve coordination for that purpose, both within 
WHO and with other agencies and nongovernmental organizations. It therefore welcomed the 
intensification of WHO's support to Member States based on the strategies outlined in the 
Director-General‘s report, with exceptional support to the least developed countries. 
His delegation also supported the draft resolutions recommended for adoption by the 
Health Assembly in resolutions EB83.R20 and EB83.R21. 

Dr MAGANU (Botswana) said that his country had always been committed to the idea of 
achieving health for all through primary health care and had attempted to base its whole 
health system on the latter. WHO had always provided guidance, inspiration and 
assistance in that endeavour. Although district health infrastructures had existed for a 
long time in Botswana, the country had fully utilized WHO initiatives to develop district 



health systems as the backbone of primary health care. To that end, it greatly 
appreciated the three-phase health development scenario for Africa produced by the 
Regional Director. It also appreciated the work done by WHO's Division of Strengthening 
of Health Services to raise extrabudgetary funds. Worthy of special mention was the 
WHO/DANIDA project on strengthening ministries of health for primary health care 
purposes, which had been used to train district level officers in management. It had 
been supplemented by a district health management improvement project funded by USAID and 
executed by the MEDEX group from the University of Hawaii. 

For the biennium 1990-1991 nearly all Member States of the Africa Region were 
requesting cooperation in the programme under consideration. That was only natural, 
since the advantages of developing strong district health systems could not be 
overestimated. 

It was very important that WHO should continue to help countries to exchange 
information, in addition to being a clearing house for information on such matters as 
intersectoral coordination and community involvement. While much had been said about 
those concepts, they had proved very difficult to put into practice in most countries. 
It was therefore important to ensure that information flowed freely from those that had 
achieved a measure of success to those that had not. 

His delegation supported the proposed budgetary allocation for the programme while 
urging WHO to continue to mobilize extrabudgetary resources to support those countries 
that were taking bold initiatives. His delegation also supported the draft resolutions 
contained in resolutions EB83.R20 and EB83.R21, both of which bore on the main issue of 
poverty and the effect of structural adjustments. 

Dr SAVEL'EV (Union of Soviet Socialist Republics) said that the programme was 
extremely important since the strengthening of primary health care was an essential 
element in the strengthening of the Global Strategy for Health for All by the Year 2000. 
Unfortunately, progress had not been as great as would have been wished, as clearly 
stated in the Director-General‘s report in Annex 9 to document EB83/1989/REC/1. The 
problem had been discussed at the Riga meeting in March 1988. The Director-General‘s 
report included a section on the major obstacles to the implementation of primary health 
care. Financial and other resources were required to strengthen these services in 
developing countries where the lack of such resources was causing a deterioration in the 
general health situation. Primary health care had to be enhanced in order to solve major 
health problems at the district level. Management had to be improved, health 
professionals had to be trained, and technology had to be improved. Wider financial 
support had to be sought. Research was needed and its results should be implemented. 

As rightly pointed out in the Director-General‘s report, there were no generally 
applicable criteria or packages of programmes； the social, economic and cultural aspects 
of individual countries had to be taken into account. Technical cooperation should be 
balanced and, where the need arose, should include emergency assistance. One of the main 
problems was the lack of funds. Even when funds were available, they were not always 
used appropriately. He thus welcomed moves to rationalize the use of financial resources 
and to review the administration of funds to ensure that they were directed to the 
achievement of the goals set. He agreed with the Director-General that it was important 
to improve existing coordination mechanisms within WHO. It was essential to unite 
global, regional and national actions and to build links between countries and potential 
partners. This should be done in a phased manner so as to satisfy needs as they arose. 
It would be interesting to hear from the Regional Directors how technical cooperation had 
contributed to developing countries in the context of primary health care. Such 
cooperation had previously been requested in a number of resolutions adopted by the World 
Health Assembly and the Executive Board. 

Appendix 2 to Annex 9 of document EB83/1989/REC/1 showed that support was to be 
given to the least developed countries. The Programme Committee of the Executive Board 
should be asked to examine that support and to present recommendations, taking all 
administrative and financial aspects into account. Regarding WHO resources, the practice 
of recruiting experts on a long-term basis might well be revived. 



He supported resolutions EB83.R20 and EB83.R21, as well as the suggestion put 
forward by the United States delegate concerning operative paragraph 2(1) of the 
resolution recommended to the Health Assembly in resolution EB83.R20. 

Mr AHOOJA (India) said that the Director-General‘s report clearly showed the 
strengths and weaknesses of primary health care. India was totally committed to the 
primary health care approach and had already established a vast primary health care 
infrastructure. The overall availability of resources and their utilization in the 
health sector had to be considered. While it was true that resources available to the 
health sector could be more appropriately utilized by concentrating them on primary 
health care, it should be recognized that there was a lack of funds for the sector as a 
whole. Financial constraints should not stand in the way of achieving health for all 
through primary health care. Within the health sector, adequate financial resources had 
to be devoted to primary health care, in spite of the increasing financial demands of 
hospital-based referral, since the vast majority of the populations of developing 
countries lived in the rural areas and depended on primary health care. 

Although the primary health care infrastructure had been established, the working of 
the system was largely dependent on the motivation and zeal of the health professionals 
who delivered services to the community. The system obviously had to match the 
requirements of the community, but the role of health professionals was an important 
element in the primary health care approach. Broad action had to be considered in that 
context, including the training of health professionals, providing various medical 
education systems, maintaining the interest of health professionals in working in 
particular environments, balancing rural-urban disparities and ensuring that adequate 
medical manpower were available in rural areas. Much would depend on motivation, in 
making a success of primary health care. The correct path was being followed and the 
results so far held out the hope that the goals would be fulfilled. He supported the two 
resolutions recommended by the Executive Board in resolutions EB83.R20 and EB83.R21. 

Professor BORGOÑO (Chile) supported the proposed programme and expressed 
appreciation of the report by the Director-General (Annex 9 of document 
EB83/1989/REC/1). Referring to paragraph 37 of the proposed programme, he observed that 
decentralization was essential to the development of local or district health services, 
adding that it was no easy task, especially in developing countries, to create and expand 
such services on the basis of centralized administrative structures. The countries of 
the Region of the Americas had given the matter much consideration, believing it to be 
fundamental for the implementation of overall health strategies. In addition, programmes 
must be integrated at district level for a genuine improvement in health status to be 
achieved. Throughout the programmes, priority should be given to developing teamwork and 
managerial skills. 

While agreeing with the United States proposal concerning an amendment to the 
recommendation contained in resolution EB83.R20, he believed that the importance of 
conducting economic analyses at the global, regional and national levels alike should be 
emphasized in the text. Perhaps he and Dr Bart could consult together, with a 
representative of the Secretariat, and produce a suitable draft? 

Mr INFANTE (Spain) observed that the issue under consideration was most important 
for WHO'S overall strategy. He endorsed the recommendations contained in resolutions 
EB83.R20 and EB83.R21, and supported the proposals by the delegates of the United States 
and of Chile concerning the former. He stressed the importance of the coordination and 
subsequent integration of health and social resources at district level, as set out in 
paragraph 21 of programme 4. Such action would place primary health care at the centre 
of the system and ensure the distribution of resources between the various levels -
primary, hospital, social services - into line with central policy. It would also 
promote community participation by bringing decision-making and the delivery of health 
care closer to the general public. 

Managerial capacities should be developed through the provision of proper training 
and adequate resources. Furthermore, the managerial process should be organized in such 
a way as to avoid the confusion which sometimes occurred at the district level as far as 
representation and responsibility were concerned. 



Dr LU Rushan (China) remarked that primary health care was the key to achieving the 
goal of health for all by the year 2000. Paragraphs 27 and 28 of proposed programme 4 
laid proper stress on the strengthening of peripheral health infrastructures and 
improvement of the quality of health personnel in the Western Pacific Region. Developing 
countries, and the least developed among them, in particular, were confronted with a lack 
of funds, as well as difficult living and working conditions for community health 
workers, many of whom were inadequately paid and thus unwilling to work in the jobs for 
which they had been trained, particularly in hardship areas. To encourage them to work 
in such areas required not only proper training but, more importantly, adequate 
remuneration, decent living conditions, and a system of rewards and incentives. WHO 
should enlist the support of international agencies and nongovernmental organizations in 
the relevant activities. 

In China, the promotion of primary health care was deemed a patriotic undertaking. 
The expansion of the health network in urban and rural areas was a reflection of the 
"macro-health" concept, based on social equity and the right of every citizen to enjoy 
primary health care services. Central to the approach was preventive care. 1989 would 
see the formulation of programmes, including the drafting of thirteen health indicators 
for rural areas, in pursuit of the strategic goals of health for all by the year 2000; 
close attention to the execution of pilot projects in rural areas； and the establishment 
of a dynamic review and evaluation system. He supported the recommendations contained in 
resolutions EB83.R20 and EB83.R21. 

Dr FUL0P (Network of Community-Oriented Educational Institutions for Health 
Sciences), speaking at the invitation of the CHAIRMAN, pledged the support of the Network 
in all WHO'S efforts to achieve health for all. One of the main objectives of the 
Network which was celebrating its tenth anniversary in the current year, was to assist 
institutions in countries which so desired in introducing innovations in the training of 
health personnel, the ultimate goal being the improvement of health care and a 
contribution to the achievement of health for all. Since its inception, the Network had 
been working to improve the relevance of health personnel training to the requirements of 
health systems. In fact, the tenth anniversary conference would have as its subject 
"academic institutions and health care systems as partners in health care development". 
The Network now comprised 31 full members, 66 associate and 15 corresponding members, 
i.e. a total of 112 out of more than 1350 existing medical schools. Although that was a 
modest membership, the expansion of the Network could be considered rapid in the light of 
the formidable resistance that still prevailed. Moreover, its influence arid impact were 
far greater than its numbers might suggest. In the future, as it had done in the past, 
the Network would stand ready to work closely with WHO and other intergovernmental and 
nongovernmental organizations in pursuit of the goal of health for all. 

Professor BERTAN (Turkey), noting that emphasis was laid in the proposed programme 
on strengthening the health infrastructure in urban and rural areas, suggested that 
special attention should also be paid to a third category, namely urban-slum or 
peri-urban settlements whose inhabitants were particularly at risk. The health situation 
and specific problems of urban, urban-slum and rural areas should be reviewed; 
appropriate health care mechanisms should be introduced in accordance with locally 
available resources and local requirements. Programmes for urban-slum areas should be 
included in future primary health care strategies, especially in developing countries, 
while urgent action must be taken to develop innovative and pragmatic methods for the 
implementation and evaluation of such care. Submitting that WHO was the proper technical 
body to take up that challenge, she supported the recommendations contained in 
resolutions EB83.R20 and EB83.R21, including the amendment to the former suggested by the 
delegate of the United States. 

Dr POOLE (United Kingdom of Great Britain and Northern Ireland) endorsed the concept 
and principles of primary health care, pointing out that the strengthening of district 
health systems was a particularly timely requirement in view of the need to clarify 
procedures for the implementation of primary health care and the difficulties that many 
countries, both rich and poor, were encountering in pursuing health for all. 



The district focus was moreover, highly appropriate to the circumstances prevailing 
in many countries; all possible resources must be mobilized for health development and 
directed at clearly defined targets reflecting the needs of the local population. 
Greater support should be given to district personnel in planning, managing and 
evaluating primary health care. 

She welcomed the considerable emphasis laid by WHO on assistance to countries in 
their efforts to overcome the many operational obstacles to the provision of primary 
health care. It was to be hoped that efforts to that end would be well documented and 
that the resulting materials would be widely disseminated as a stimulus to new thinking 
and action. 

For Dr OPOLSKI (Poland), primary health care constituted the basic structural 
element of the entire health system, involving multisectoral socio-medical functions 
calling for a form of organization small enough to maintain contact with the community, 
yet large enough to offer scope for further development. Specifically, the extension of 
primary health care depended on a coherent and integrated system of district health 
services, the operation of which in different countries should be studied and analysed. 
Furthermore, the various components - promotive, preventive, curative and 
rehabilitative - of a district health system must be coordinated by an officer specially 
appointed for that purpose. Indeed, the success of any district health system depended 
in great measure on the competence of such officers. A scheme should consequently be 
devised to train health system managers who would be responsible for setting targets on 
the basis of requirements, establishing priorities with due regard to social and economic 
constraints, planning resource allocation, promoting intersectoral approaches and 
stimulating community involvement. 

Dr MIRCHEVA (Bulgaria) also stressed the importance of strengthening district health 
services and implementing the five strategies outlined in the proposed programme. 
However, that exercise presupposed a sufficient national economic basis, in the creation 
of which international assistance, though not the absolute answer, could serve as a 
catalyst. Careful attention must be devoted to resource management and policy-making, 
and the idea of developing research in primary health care to promote health services was 
very worthwhile. However, priorities varied from one country to another; some of them 
simply did not have the resources to carry out such research. 

Bulgaria's main efforts continued to focus on the promotion of primary health care. 
Responsibility for health activities was being decentralized to the regional and district 
levels, where the local health authorities had been fully empowered to implement primary 
health care. A new approach consisted in transferring responsibility to family doctors 
whose knowledge of the different circumstances affecting the health of their patients 
enabled them to administer better care and at the same time carry out social work. 
Health workers must be trained accordingly. 

Her delegation supported the recommendations contained in resolutions EB83.R20 and 
EB83.R21. 

Dr VIENONEN (Finland), observed that as primary health care was the key to health 
for all by the year 2000, much more might have been, done since Alma-Ata in 1978; that 
had been implied in the conclusions of the meeting held in Riga in March 1988 and the 
follow-up in resolution WHA41.34. Redoubled efforts were called for during the coming 
decade. 

The slow rate of progress was partly attributable to the interest of many parties in 
maintaining the status quo, including the more affluent urban dwellers who had access to 
high technology care, sections of the medical profession dispensing such care, the 
hospitals accommodating it, the multinational and national pharmaceutical and equipment 
industries supplying the technology such care required, and the insurance companies which 
operated in the medical market. Such opposition was predictable, but it must be 
recognized and challenged. 

With reference to the earlier comments made by the delegate of the United States, he 
questioned the adequacy of the emphasis placed on primary health care in support of 
health for all in the proposed programme budget. For primary health care to function 



properly at the grass-roots level, the district health concept as well as leadership and 
managerial skills in primary health care must be developed. Indeed, the primary health 
care approach had become an integral part of the training of most health workers, 
especially medical professionals, who must be taught to see their respective roles in the 
context of a broad popular and intersectoral progress promoting health. Basic, 
post-basic and refresher training courses, as well as in-service learning, should be 
restructured to provide for the requirements of primary health care. 

His delegation fully supported the proposals before the Committee, and would only 
add that special attention should be given to the management of allocated resources and 
to the quest for alternative financing for programmes which would promote the worldwide 
adoption of the primary health care concept. 

Dr N'JIE (The Gambia), requesting that his remarks during the earlier discussion on 
programme 3 be taken into account in connection with programme 4 as well, said that the 
African countries set great store by the three-phase scenario outlined in paragraph 11 of 
the proposals, the successful realization of which would depend in great measure on a 
comparison of the experiences of different countries in order to avoid the repetition of 
past mistakes. He noted with concern that the proposed budget for the programme showed a 
decrease at the country level for the African Region, a rather tiny allocation at the 
regional and intercountry level, and a truly puny increase in the global allocation. He 
would welcome information concerning efforts to secure extrabudgetary funding. 

As he had earlier suggested, in remarks that had been echoed by the delegate of the 
United States, there was a need both for individual countries and for the Organization as 
a whole to be able to address those who controlled the purse-strings in the language of 
the latter. That meant increased competence and expertise in the fields of financial and 
economic analysis t both at headquarters and in the regions ； he hoped that steps would be 
indeed taken to improve the existing state of affairs. 

Dr OKWARE (Uganda) said because of the economic constraints they faced, the 
development of health systems based on primary health care presented considerable 
challenges in the developing countries. If the global effort was genuinely serious, the 
terms of trade of the developing countries must be made fairer. In Africa, health for 
all already faced considerable natural and social odds, and his delegation had hoped that 
the budgetary allocations proposed for the poorer countries would reflect that 
situation: a zero-growth budget in a context of deteriorating economic conditions was 
hardly conducive to the achievement of the established objectives. Resources should be 
reallocated to meet the challenges more squarely. 

He welcomed the small increase in funds for interregional and regional programmes as 
outlined in paragraph 46 of the proposals for programme 4, but wished to know whether 
that had been achieved at the expense of national programmes. 

The health-for-all target should perhaps be modified in the light of the constraints 
identified so far. For want of financial resources, many developing countries might well 
take an extremely long time to reach that target; in all cases, the will to do so must 
be backed by material and financial support; the gap between "haves" and the "have-nots" 
was the most critical measure of progress. In view of all the difficulties encountered 
so far, were there any plans to review the original strategy laid down at Alma-Ata in the 
light of more recent developments through a similar conference, which might be held even 
after the year 2000? 

Dr BEN AMMAR (Tunisia) said that resolution EB83.R20 was firmly set in the context 
of a reaffirmation of WHO's role in the development of primary health care. He would 
urge that the text be left unchanged, no amendment being made which would reduce the 
Organization's responsibility where the development of health care services - and more 
especially the rationalization of their financing - were concerned. 

Dr ABDULLAH (Maldives) associated himself with previous speakers in endorsing the 
proposals for programme 4 and the recommendations contained in resolutions EB83.R20 and 
EB83.R2L. It was indeed gratifying that adequate account had been taken of the needs of 
the least developed countries. 



His own country, which was fully committed to the attainment of health for all by 
the year 2000, had succeeded in reducing its infant mortality rate from 120 to 50 per 
1000 live births over the past decade and in achieving universal child immunization a 
full year ahead of the target date, notwithstanding the considerable logistic 
difficulties created by its geography. Those achievements were in no small measure 
attributable to support from WHO, UNICEF, UNDP and other international, bilateral and 
nongovernmental organizations which, it was hoped, would continue to provide assistance. 

Dr FERNANDO (Sri Lanka) said that programme 4 dealt with a vital aspect of the 
health system infrastructure. Its components reflected the growing concerns of many 
developing countries, especially the need to strengthen activities at the district 
level. Sri Lanka, for its part, had decentralized its health system as a matter of 
necessity, to meet community needs. 

Periodic assessment, furthermore, had proved necessary to keep abreast of 
developments, and it would be interesting to know what WHO was planning for the future in 
that respect. Health economics were crucial to the activities undertaken and greater 
mastery was called for in that field. What was WHO doing in that connection? What 
action was being taken to strengthen the Organization's role in supporting Member 
countries in view of the economic crisis and the impact of development policies on 
health? 

The recommendations contained in resolutions EB83.R20 and EB83.R21, and the 
amendment to the former proposed by the delegate of the United States, were acceptable. 
WHO should implement them without delay, in view of the vital importance to the 
developing countries of the issues they addressed. 

Dr OSSENI (Benin) welcomed the Director-General‘s report on the strengthening of 
primary health care (EB83/1989/REC/1, Annex 9), and especially the references to the 
importance at the district level. However, although much had been accomplished over the 
past decade, the approach to primary health care at the local level remained somewhat 
disorderly and needed clarifying. The time had come to secure permanent resources and 
involve the recipient communities fully in the management of local health services, 
especially at the district level. the matter had been debated in the African Region, and 
the solution proposed by the Regional Director centered on the development of health 
services in three stages. The proposal had been adopted by all the health ministers of 
the Region as a means of improving substantially the management of health resources with 
a view to the acceleration of the Global Strategy. The Bamako Initiative offered a novel 
approach to the implementation of primary health care in the developing countries and was 
currently being tested on a large scale in countries such as Nigeria, Guinea and Benin. 
That Initiative secured the resources permanently needed for the proper functioning of 
health services, such as essential drugs, and the population was thereby responsible for 
the management of those resources. Income sales made it possible to replenish supplies 
of essential drugs, purchase management equipment and cover recurring costs. That 
approach should be encouraged and supported by all the donor agencies and international 
organizations, and the experience should be imparted to the other WHO regions so that all 
developing countries might benefit. 

Dr VARET (France) endorsed the comments by the delegates of the United States and 
Finland, especially in respect of management training designed to secure the more 
rational use of available human and financial resources. She supported the 
recommendations in the two resolutions before the Committee, adding that if the amendment 
proposed by the delegate of the United States created difficulties for the delegation of 
Tunisia, the wording of paragraph 2 might perhaps be retained with an amendment to the 
first subparagraph comprising the insertion of the phrase "with those Member States which 
so desire," after the words "to undertake". 

Mrs KADANDARA (Zimbabwe) supported the approach proposed in the Director-General‘s 
report for the organization of health systems based on primary health care, endorsing, in 
particular, the need for intersectoral action to promote and support appropriate 
organizations and community initiatives. 



Like many countries, Zimbabwe had endorsed the primary health concept and was now 
strengthening intersectoral activities in order to promote health. The most vulnerable 
groups in society had been identified, and women and children had been top of the list -
hence the proposed activities were particularly welcome. It was hoped that additional 
funds would be forthcoming from WHO and others who might be interested in helping to 
strengthen activities. Zimbabwe was currently involved in a pilot project to strengthen 
the functional literacy of women in order to promote health - and income-related, 
activities - and if the project was successful it could be replicated in other districts. 

The programme statement for Africa, in paragraph 10 noted that rational and 
affordable approaches would be applied to the establishment and maintenance of health 
facilities, and to the adaptation of old facilities and structures to meet new needs. 
Her country would welcome support in that area. A good working environment also 
encouraged health workers to perform more effectively, and her delegation would 
appreciate more information, perhaps from the Regional Office, on that point. Finally, 
she expressed thanks for the help given by WHO and many friends in improving Zimbabwe's 
health facilities, particularly at the district level. 

Dr KIM Wan Ho (Democractic People's Republic of Korea) considered that the programme 
under discussion was of special importance in the proposed programme and budget, and it 
had his support. 

The targets in the programme correctly reflected the actual requirements for primary 
health care development. In particular, strengthening of the district health system was 
a reasonable way to improve the quality of primary health care and ensure the success of 
the health for all strategy. His Government had sought to strengthen the district health 
system through various approaches such as unified guidance to primary health care； proper 
organization, planning and implementation of primary care； effective utilization of 
health resources； community participation; strengthening of intersectoral collaboration; 
health manpower development. It would also work closely with the WHO collaborating 
centre for the development of primary health care at district level, and actively 
contribute to the activities reflected in the programme. 

Dr ADIBO (Ghana) said there was no doubt that in the developing countries, where 
most people lived in rural areas, health for all would become a reality only when the 
district health systems were strengthened. Whence his delegation considered the 
programme to be very important. 

Ghana had enjoyed good collaboration with WHO in the implementation of the programme 
and considered that additional resources should be allocated to it; that would enable WHO 
to give adequate support to Member States in a variety of areas requiring 
multidisciplinary skills, such as management training, strengthening of health as part of 
overall development, the district focus and functional literacy, particularly for women. 
Operational research, which service providers often neglected, had a special place in the 
programme, and that component should be strengthened. 

In expressing support for the two draft resolutions contained in resolutions 
EB83.R20 and EB83.R21, his delegation reiterated the urgent need to provide additional 
resources for the programme if health for all by the year 2000 was not to remain a 
mirage. 

Dr QUIJANO NAREZO (representative of the Executive Board), referring to the comment 
by the delegate of the Union of Soviet Socialist Republics, said that Appendix 2 to the 
Director-General‘s report reflected a sincere and genuine concern on the part of WHO, and 
its Executive Board in particular, to increase support to the least developed countries. 

WHO had always endeavoured to strengthen management processes in the least developed 
countries, believing that that represented the best means of improving health, and had 
tried to use extrabudgetary resources for such projects. A special account had been 
established for the purpose within the Voluntary Fund for Health Promotion but, although 
contributions had been fairly substantial, they were nevertheless inadequate. It was 
therefore considered best to direct effort towards rationalizing the use made of 
resources by the least developed or less advanced countries and setting proper 
priorities. A method for analysing the use made of resources had been developed and was 



being put into practice by the 20 or so Member States in the 
countries； but few results were available for the time being 
Africa might be able to provide further information, as many 
that Region. 

Dr M0NEK0SS0 (Regional Director for Africa) noted that many of the questions raised 
by delegations centered on the problem of resource allocation and availability. It 
should be borne in mind that within the decentralized WHO stucture, the budgetary 
allocations were decided by the Member States themselves. The provision for primary 
health care, for example, reflected the sum total of the amounts which individual Member 
countries had decided to allocate to that activity. The variations between one biennium 
and another did not necessarily reflect a deliberate change in regional policy but merely 
the sum total of positive and negative changes in respect of individual countries. To 
draw a conclusion about changes in regional emphasis, one would need to look at specific 
country decisions and also see what funds the countries were obtaining respectively from 
bilateral or multilateral sources. Nevertheless, it was essential that the Member States 
give greater priority to key programme areas, and WHO accepted responsibility for 
encouraging countries to do more in that respect. 

It had also been mentioned that to achieve a better allocation of national resources 
it was essential to have people who could speak similar language to those in the economic 
and planning ministries. On that question, he wished first to point out that many of the 
difficulties that health ministries faced were due to the fact that governments simply 
did not have sufficient funds to allocate to health. In some African countries the 
proportion of the national budget devoted to health had fallen to as little as 10% of 
what it had been 10 years earlier, in real terms. The Regional Office had taken steps to 
establish closer links with economic and planning ministers and had recently participated 
in meetings which had, for instance, requested guidance on approaches to health system 
financing. A number of studies were under way on different approaches to health care 
financing and their effects on the actual utilization of services. The Regional Office 
for Africa was also documenting the effects of the unfavourable economic climate on 
health systems and on actual health status. A deterioration had been observed in many 
health system infrastructures and so priority was being given to obtaining resources to 
improve them; contacts had been established with the African Development Bank for the 
purpose. 

The question of priorities within WHO's programmes and budgets for the African 
Region had been considered on many occasions at regional level and in the Health 
Assembly. Many health leaders were of the opinion that the African Region faced so many 
difficulties that consideration might well be given to increasing the share of the WHO 
budget allocated to it. In any case new initiatives were called for. 

He wished to mention Dr Nakaj ima‘s initiative in calling for a special effort for 
direct support to the least developed countries. The Office would shortly be in contact 
with some Member countries which had been selected as priority targets for the 
initiative. The gap between the haves and have-nots would not narrow unless the 
have-nots also made a special effort. One striking problem in the delivery of primary 
health care and action in the Alma-Ata spirit was that external donations, however great, 
did not result in creating a primary health care movement within communities, unless 
those communities developed their own resources, and used external funds as a way of 
adding to what they already had. The tendency of larger donors had been to direct large 
resources to small districts and that had had the effect of encouraging greater 
dependency. Consequently, the political leadership in Africa had decided that there was 
a need to create a health development fund which would be addressed to communities. The 
communities would subscribe to it and those that implemented primary health care would 
then receive additional external support. That partnership would stimulate greater 
primary health care development. 

With regard to the African health development scenario, he was able to report that 
it was now being applied in all countries of the Region, and a document on the subject 
would soon be available. The effort was essentially client-oriented, community-based and 
district-managed, with appropriate support from the higher levels of the national 
hierarchy, and was directed at using external resources, either for vertical programmes 
or for other broad-based support to primary health care. 

list of least developed 
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On the question of the education of women, and adult literacy, he noted that they 
were part of an implementation "package", and he agreed with Zimbabwe that such efforts 
must be promoted, if there was to be any hope of achieving health for all by the year 
2000 • 

Dr TARIMO (Division of Strengthening of Health Services) thanked delegates for their 
comments and suggestions, which would be useful in improving the implementation of the 
planned activities. 

The delegate of the United States of America had referred to the recommendation made 
in the Executive Board that an advisory committee on primary health care should be set 
up. He was pleased to say that the recommendation had been taken up and various options 
and modalities were now being discussed. He indicated that the Board would be apprised 
of developments on the matter at its eighty-fifth session. 

The United States delegate had also referred to the question of the overall decrease 
in the allocation to programmes relating to primary health care. He agreed that primary 
health care was not confined to programme 4. It would certainly be desirable to find a 
way of presenting together, the total budget of the components that contributed to such 
care. There was, of course, the problem of definition of the components to be included. 

The delegates of the Gambia and Sri Lanka had referred to the joint reviews of 
progress in the implementation of primary health care. That activity had started in the 
early 1980s. The problem was the scarcity of information in developing countries, which 
made it difficult to assess the progress. Therefore, WHO, through several programmes, 
evolved a methodology to assess programmes not only at central level but also in selected 
peripheral facilities and communities. Support had been provided to 40 countries to 
carry out joint reviews, which covered a number of programmes in the health and 
health-related sectors. Some countries had invited participation from neighbouring 
countries. The methodology had now been refined and was being published. 

With regard to the importance of increasing support to countries in the area of 
health economics, the three areas, where efforts were currently being concentrated, were 
training, studies on the impact of financing changes on the provision and use of health 
services, and studies on implications of recurrent costs in the health sector. 

The delegates of Chile and Poland had referred to the need to re-emphasize the 
integrated approach in primary health care. Considerable importance was attached to that 
approach within the Organization where the activities under programme 4 were closely 
coordinated with others, such as those under maternal and child health. As a result it 
had been possible, for instance, to document different experiences of how maternal and 
child health activities could be incorporated into primary health care. Similarly, 
activities relating to malaria and AIDS were becoming increasingly important in ensuring 
more coherent provision of health services and efficient use of resources. 

From what the delegates of Spain and Poland had said it seemed that it might be 
desirable to place further emphasis, in the programme statement, on the fact that primary 
health care and its success would depend on proper interaction between various levels of 
the health system. That problem had been discussed on several occasions by the Executive 
Board and the Health Assembly. It went back to the definition of primary health care 
which was concerned not just with the level of such care but with an approach which had 
to be applied to the totality of the health system. 

The delegate of Turkey had said it might be desirable to single out slum areas for 
special attention. It should be remembered that primary health care in urban areas 
included periurban areas. Urban areas in most countries absorbed a disproportionate 
share of available resources. The challenge was to make better use of the available 
resources in urban areas. 

The delegate of India had stressed the importance of motivation of health personnel, 
as well as management. That was indeed also a challenge for all countries and 
ministries. WHO's role had been to provide different examples of motivation and 
incentive programmes. 

The delegate of Sri Lanka had referred to development policies and the effect on 
health. WHO had documented different experiences of cases where development policies had 
affected health positively or negatively, which had been made available to countries. It 
was also supporting different types of studies in that area and was also assisting with 
the development of training materials. 



Finally, with regard to the question of resources for the programme and their 
adequacy t it was of course true that more could be done if more resources were 
available. However, because of the limitations of resources within the Organization, 
great efforts were being made to obtain extrabudgetary resources for the programme, and 
the results had been encouraging in recent years. Initially there had been a reluctance 
to provide such resources for infrastructure programmes but recently considerable support 
had been forthcoming, particularly from SIDA, USAID, UNDP and DANIDA. 

The CHAIRMAN noted that, during discussion of resolution EB83.R20 on strengthening 
of support to countries to rationalize the financing of health services, two amendments 
had been proposed. He suggested that a working group be set up to study the draft 
resolution as well as the proposed amendments； it would consist of the delegations of 
the United States, Chile, France and Tunisia and others who might wish to participate. 
It would meet the following morning in order to present a proposal to the Committee. 

It was so agreed. 

The meeting rose at 12h45. 


