
WORLD HEALTH ORGANIZATION A45/A/SR/1 
5 May 1992 

ORGANISATION MONDIALE DE LA SANTE 

FORTY-FIFTH WORLD HEALTH ASSEMBLY 

COMMITTEE A 

PROVISIONAL SUMMARY RECORD OF THE FIRST MEETING 

Palais des Nations, Geneva 
Tuesday, 5 May 1992, at Hh05 

Chairman: Dr C.L. MEAD (Australia) 

CONTENTS 

Page 

1. Election of Vice-Chairmen and Rapporteur 2 

2. Implementation of the Global Strategy for Health for All by the Year 2000: 
second evaluation and eighth report on the world health situation 2 

Note 

This summary record is provisional only. The summaries of statements have not yet been 
approved by the speakers, and the text should not be quoted. 

Corrections for inclusion in the final version should be handed in to the Conference Officer or sent 
to the Records Service (Room 4013, WHO headquarters), in writing, before the end of the session. 
Alternatively, they may be forwarded to Chief, Office of Publications, World Health Organization, 
1211 Geneva 27, Switzerland, before 3 July 1992. 

The final text will appear subsequently in Forty-fifth World Health Assembly: Summary records 
of committees (document WHA45/1992/REC/3). 

I I
 



FIRST MEETING 

Tuesday, 5 May 1992 at llh05 

Chairman: Dr C.L. Mead (Australia) 

1. ELECTION OF VICE-CHAIRMEN AND RAPPORTEUR: Item 16 of the Agenda (Document A45/40) 

The CHAIRMAN expressed gratitude for her election and welcomed those present, in particular the 
delegates of the new Member States: Kyrgyzstan, Latvia, and Lithuania, as well as Belarus and Ukraine which 
were reactivating their membership. She also welcomed the observers from Armenia, Moldova and Tajikistan, 
which were depositing their instruments of acceptance of the WHO Constitution with the Secretary General of 
the United Nations, as well as the representatives from Georgia and Slovenia, both of which had applied for 
membership of WHO and the observer from Puerto Rico, on whose behalf an application for associate 
membership had been received. 

She then drew attention to the third report of the Committee on Nominations (document A45/40), 
nominating Dr A. Javor (Hungary) and Dr Véronique Lawson (Benin) as Vice-Chairmen and Dr F. Chavez 
Peon (Mexico) as Rapporteur. 

Decision: Committee A elected Dr A. Javor (Hungary) and Dr Véronique Lawson (Benin) as Vice-
Chairmen and Dr F. Chavez Peon (Mexico) as Rapporteur. 

2. IMPLEMENTATION OF THE GLOBAL STRATEGY FOR HEALTH FOR ALL BY THE YEAR 2000: 
SECOND EVALUATION AND EIGHTH REPORT ON THE WORLD HEALTH SITUATION: Item 17 of 
the Agenda {Handbook of Resolutions and Decisions, Volume П1, 1990, p. 10, resolution WHA42.2; 
Document EB89/1992/REC/1; resolution EB89.R6; Document A45/3) 

Dr VIOLAKI-PARASKEVA (representative of the Executive Board) said that the eighth report on the 
world health situation, prepared on the basis of the second evaluation of implementation of the Global 
Strategy for Health for All by the Year 2000, based on national reports, regional evaluation reports and 
information from WHO and other international organizations, had revealed a trend towards greater 
involvement of individuals and the community in policy-making. 

There had been a continuing improvement at global level in health status measured by traditional 
indicators such as life expectancy and infant mortality. The gap between developed and developing countries 
was narrowing; however, among the developing countries it was widening between the least developed and the 
others. There were also indications that differences between certain population groups within countries were 
increasing. Although there was a solid political commitment to, and a sound base for, the health-for-all 
strategy, it had not necessarily led to a more equitable distribution of resources. 

In the developing countries, the epidemiological shift was continuing: cardiovascular diseases and cancer 
continued to increase, several tropical diseases were showing a disturbing increase, and the AIDS pandemic 
was continuing. However, as a result of immunization programmes, preventable diseases among children were 
showing a marked decline. Although the availability of essential health care was increasing overall, there were 
marked differences in the coverage provided by the different elements of primary health care, suggesting that 
much remained to be done to implement integrated health care. In many cases, differences in coverage 
between the developed and the least developed countries were also tending to increase. 

Per capita health expenditure continued to increase in the industrialized countries, but was decreasing in 
many of the developing countries. There were few signs of any significant transfer of resources towards 
peripheral activities, particularly in the developing countries. At the same time, new financing approaches 
were being developed, with increasing contributions from the private and the nongovernmental sectors. The 
imbalance in the distribution of health personnel remained a major obstacle to the implementation of 
strategies. Low productivity as a result of poor working conditions and remuneration appeared to be an 
aggravating factor in many countries. The Executive Board had been pleased to note considerable 
improvement since the first evaluation in the quality of data received: 151 of 168 countries, representing 96% 
of the world population, had presented their evaluation reports, demonstrating the close coopération between 
the Organization and its Member States. 



The evaluation had revealed, through an analysis of socioeconomic factors, a trend towards recognizing 
the importance of health as a basic element of development. Increasing literacy and the recognition of the role 
of women in development were favourable factors in health development, but the world economic situation of 
the 1980s had meant that many countries had not been able to sustain their socioeconomic development and 
that the health sector in particular had suffered. Socioeconomic imbalance and its effects on the increase in 
poverty, together with population imbalance and overpopulation in cities, had had severe consequences for 
environmental health and the provision of safe water, hygiene and accommodation, particularly in the poorest 
countries. Although the commitment to health for all remained, the implementation of strategies to achieve it 
had in many cases slowed as a result of economic factors, the rigidity of health systems, the difficulty of 
integrating health activities, the difficulty of achieving real participation among all sectors, and inadequate 
health systems management. 

Increasing emphasis was being placed on making people the centre of development and giving them 
responsibility for their own well-being and health. Although a trend in health development towards greater 
involvement of individuals and communities in policy-making was evident, health systems based on primary 
health care had not always been developed adequately by countries. Progress had also been inadequate in 
devising effective ways of communicating with people and changing their behaviour. Aid resources provided by 
international and financial agencies had in many instances reflected the policies and strategies of the donors, 
which were not always in line with those of the recipient countries, and it was necessary to reorient 
significantly their priorities regarding aid to the least developed countries. 

The report outlined five challenges for the future that would require specific action to ensure: sustained 
commitment of governments to act decisively to reduce inequity in health; reorientation of health systems, 
implying a re-definition of the role of government in health care; better methods of financing health 
programmes, keeping the overall level of health budgets under control; improved coordination between 
various health sectors and better linkage between health and development; and，finally, greater international 
cooperation in the health field. 

Following its review, the Board had stated that sustainable health development required a new 
framework for public health action, based on the principles of equity in health status and equality of access to 
primary health care and designed to mobilize and utilize resources for priority health needs and population 
groups. The time had come for the Organization to begin redefining and clarifying its own role of assisting 
governments and people in solving health problems around the world, so as to ensure rapid and realistic 
implementation of public health action and sustainable development. 

The Executive Board recommended to the World Health Assembly the adoption of resolution EB89.R6 
on "Implementation of the Global Strategy for Health for All by the Year 2000, Second Evaluation; and 
Eighth Report of the World Health Situation", contained in document EB89/1992/REC/1. 

Dr NO VELLO (United States of America) noted that the commendable document before the 
Committee, containing the submissions of 151 governments, showed that health status as measured by such 
indicators as life expectancy and infant mortality had improved globally. Nevertheless, the inadequacies 
reported could not be overlooked, and intensified efforts must be made to overcome them. For instance, 
despite the global increase in the availability of essential care, millions of people still remained without access 
to at least some of its elements. 

The analysis in Chapter 8, entitled "Outlook for the Future", was particularly interesting, as were the 
predicted trends and challenges to be addressed in accelerating the implementation of health-for-all strategies 
to achieve national and global targets. Some of the issues involved, such as health manpower, health 
development and technology, the environment, health information, the reorientation of health care systems, 
health leadership and greater cooperation, must be taken up in the development of the Ninth General 
Programme of Work. 

Dr KIM WON HO (Democratic People's Republic of Korea) said that the second evaluation of the 
implementation of the Global Strategy for Health for All by the Year 2000 offered a comprehensive review of 
political, economic, demographic and social development trends and accurately reflected the current world 
health situation. It was a marked improvement on the first evaluation, not only for the quality of the data 
provided but also for the number of countries and the total population covered. However, as Annex Table 1 
showed, information on some indicators had not been reported or had not been supplied in the proper form. 

Great progress had undoubtedly been made in world health. At the global level, life expectancy and child 
mortality had improved, primary health care coverage had been increased and the gap in health status between 
the developed and developing countries had been narrowed. In his own country, mortality was currently 5 per 



1000 and infant mortality 9.8 per 1000 live-births. Average life expectancy at birth was 74.3 years. On the 
basis of those achievements, his Government would set higher goals and make active efforts to attain them. 

The second evaluation showed that there was much work to be done before the targets of the Global 
Strategy were attained at the global level. There was still a very big gap between the developed countries and 
the developing countries. For instance, the infant mortality rate was 14 per 1000 in developed countries, 75 in 
the developing countries, and 119 in the least developed countries. The maternal mortality rate was 34 per 
100 000 live-births in the developed countries, 421 in the developing countries and 737 in the least developed 
countries; 99% of maternal deaths during pregnancy and delivery occurred in the developing countries. Life 
expectancy at birth was 76 years in the developed countries, 62 years in the developing countries, and only 50 
years in the least developed countries. That situation could no longer be tolerated. Meeting the five 
challenges for the future mentioned in the report by sustaining governmental commitment to overcome social 
inequities, by establishing health care systems focusing on health promotion and disease prevention, by 
improving the quality of health care at the district level and enhancing the role of the community by financing 
health care and expanding managerial capabilities, and by strengthening international cooperation to enhance 
the role of WHO and strengthening support for the least developed countries constituted an important way of 
speeding up the implementation of the health-for-all strategy. He supported those activities, as well as the 
draft resolution recommended by the Executive Board in resolution EB89.R6. 

Dr SAVELJEV (Russian Federation) said the second evaluation of the implementation of the Global 
Strategy for Health for All had coincided with a period of complex socioeconomic transformation in many 
countries. The methodology and quality of the second evaluation represented an improvement over the first. 
The efforts made by countries to collect, process and analyse material had enabled a number of well-founded 
conclusions to be drawn and a clearer picture developed of the current situation, the tasks requiring immediate 
attention, and the prospects for the long term. 

His delegation endorsed the evaluation. The information used in it would be helpful to a broad range of 
medical workers and should be widely disseminated to countries, organizations and professional groups. Tliere 
was no doubt about the need for further development and strengthening of the primary health care approach 
as a key element of the strategy for health for all. Concrete examples of how the work done so far had 
contributed to improvements in health would have been welcome, but the difficulties involved in presenting 
such examples were evident, given the volume of material submitted by Member States. 

Far-reaching changes were now under way in the Russian Federation, not only in the political, social and 
economic spheres, but also in health care. Responsibility for decision-making was being shifted to territorial 
administrative units, which henceforth would decide on the organization, functioning and financing of health 
care activities. Local authorities were taking a more active role in solving health problems. They were now 
being given the means to provide direct material and financial support for medical and health care facilities 
and the pharmaceutical network. 

The most pressing problems now were to make full and effective use of the existing health care resources 
and to seek additional ones. The health care reforms already being implemented were aimed at introducing a 
broader range of medical services, including private and insurance-based medical care. The Government had 
adopted a number of legislative acts and decrees to that effect. The role of the central Ministry of Health 
would be significantly modified, with its main concern to become monitoring the quality of health care received 
by the population. 

In conclusion, he supported the draft resolution proposed by the Executive Board. 

Mr DEB RUS (Germany) explained that his Government had not been able to contribute to the Eighth 
Report on the World Health Situation because the deadline for the submission of statements had occurred 
shortly after the reunification of Germany on 3 October 1990, and it had not been possible to elaborate 
reliable data on the five new Federal Lander in the time available. To have submitted a contribution covering 
only the population of the Federal Republic of Germany before reunification would have been inappropriate. 
It would be appreciated if those circumstances could be very briefly set forth in the eighth report, for which 
purpose he would shortly submit a text to the secretariat. 

The explanations given in paragraphs 159-181 of the document before the Committee needed to be 
supplemented by a description of the successful work being done by the Working Group on the Development 
of Policies for Health and Equity in Pluralistic Systems at the Regional Office for Europe. The explanations in 
the document before the Committee assumed that health care systems had a centralist structure. While some 
countries in the European Region still had centralist systems, their number had decreased, as the head of 
Germany's delegation to the Forty-fourth World Health Assembly had emphasized, suggesting that in future 
WHO documentation should lay greater stress on development towards a more pluralistic and federal health 



system. Evaluations of the implementation of the Global Strategy and reports on the world health situation 
provided suitable opportunities for mentioning such regional office activities. 

Dr ALVAREZ DUANY (Cuba) noted that the report indicated that the main obstacle to the attainment 
of health for all by the year 2000 was the prolonged economic crisis, which appeared to have no short-term 
solution. The crisis was characterized by reduced economic activity in all regions, slower economic growth, 
sluggish economies in Canada, the United States of America and the United Kingdom, a lower level of 
economic activity in eastern Europe and the former Soviet Union, uncertainty in the Middle East, and the 
ever-rising external indebtedness of the developing countries. The effects of those conditions were being 
particularly felt in the developing countries, where the fall in their already low standards of living had been 
made even more acute by structural adjustments and nonliberal economic policies: while the rich were being 
spared, the poor were becoming increasingly poorer and indebted. The gap between the developed countries 
and the developing countries was now an abyss. 

Cuba had entered the 1990s in very difficult circumstances. Latin America was in the tenth successive 
year of its worst economic and social crisis and, given its heavy external indebtedness, the prospects of reviving 
economic growth remained uncertain. The collapse of the socialist camp in eastern Europe had affected three-
quarters of Cuba's trade, while the thirty-year-old economic blockade was more destructive than ever. Thus 
Cuba had been left with no alternative but to embark on an emergency programme, which had nothing to do 
with the well-known adjustment policies advocated by the International Monetary Fund, since it was designed 
to ensure that all citizens were adequately protected. In the allocation of consumer goods, priority had been 
given to low- income-groups and to children and the elderly, thereby avoiding the situations found in other 
countries in which an opulent minority remained immune to the crisis while the majority was submerged in 
ever-deeper poverty. In Cuba, fortunately, the structures created over the past thirty-two years enabled the 
country to face the present challenges. The strategy adopted to overcome the crisis included a food 
programme and programmes to develop tourism and the medical and biotechnology industries. Nevertheless, 
those endeavours would only partly make up for the negative factors, and hard times lay ahead. 

The extensive public health system built up in the three decades since the Revolution employed over 
300 000 workers and was endowed with substantial medical and non-medical equipment. In the early 1960s 
emphasis had been placed on programmes to combat the then widespread communicable diseases. Backed by 
new screening techniques, drugs and vaccines, the programmes had been so successful that communicable 
diseases currently accounted for only 1.5% of all deaths. 

In the early 1970s, women and children had been identified as the population group in greatest need 
of attention. The effective application of programmes for them, coupled with the other constructive changes in 
Cuban society, had accounted for the improvements in the population's health status. Cuba had some time ago 
achieved the targets for health for all identified at Alma-Ata, thanks to political will and the priority accorded 
to health and education. Reduction in noncommunicable diseases and accidents, which were now the main 
causes of death, had become the next strategic priority. Achieving such a reduction was entirely possible, since 
the main causes had common antecedents and conditioning factors that could be modified. 

To maintain and expand the progress made in the struggle against infectious diseases and for maternal 
and child health, as well as to win the battle against noncommunicable diseases and the attendant risk factors, 
targets, objectives and guidelines had been elaborated for improving the health of the Cuban population in the 
period 1992-2000. Even given the current economic difficulties, those objectives could be achieved for the 
following reasons, among others. 

The health care system was capable of providing all citizens with comprehensive care; equality of access 
to the most advanced types of assistance and medical technology and to the most highly qualified specialists 
was assured. A massive investment was being made in biotechnology, the pharmaceutical industry and medical 
equipment. Some examples of such investment were in type В vaccine against meningococcal meningitis, 
hepatitis В vaccine, recombinant streptokinase, interferon and high-technology medical teams. 

But the main reason that Cuba had a special aptitude for successfully carrying out health care 
programmes was that over 67% of the population was now being monitored by a family doctor or nurse - and 
that figure was growing. With their potential to promote healthy lifestyles, to identify risk factors before 
diseases developed and to offer continuing care, the family doctor and nurse were in a unique position. They 
formed the cornerstone of a system that, when supplemented by the commitment to qualitatively improving 
Cuban health care, the possibility of increasing the training of medical staff and health care professionals and 
the feasibility of improving treatment of noncommunicable diseases, placed Cuba in a position to achieve 
significant advances in health care with direct benefit to the population. 



Dr LU Rushan (China) said the report would have a practical impact on the future health development 
of Member States. It indicated that the community and individuals, as well as governments, must play a part 
in decision-making for health, and that approach would lay a sound foundation for developing the Ninth 
General Programme of Work. 

Prime Minister Li Peng had stated, in October 1988, that achieving health for all by the year 2000 was an 
integral part of China's general socioeconomic development goals. In March 1990, the Ministry of Public 
Health, State Economic Planning Commission, the Ministry of Agriculture and the State Administration of 
Environmental Protection, among others, had jointly formulated and published a strategic plan for the 
realization of health for all by the year 2000 in rural areas, including the managerial process and primary 
health care and the evaluation criteria. The Chinese Government attached great importance to the evaluation 
work. 

In 1990, China had carried out its mid-term review on primary health care in 30 pilot districts. The 
results had shown that the implementation of primary health care had fully mobilized the initiative of the 
Government at all levels and of the broad masses as well. Twenty-two provinces, autonomous regions and 
municipalities had now established primary health care committees and had formulated long-term programmes. 
Primary health care work had been included in the general goals for governmental management at all levels 
and in the general socioeconomic programmes. The specific targets were divided among various departments. 
Individuals and communities were very active in those efforts. 

China was a developing country with a large population. The achievement of health for all by the year 
2000 had become a common goal of the whole society. Much progress had been made, even thou^i 
implementation of primary health care had met many problems. The evaluation report would enable China to 
learn from the positive experiences of other countries. 

Ms KRISTENSEN (Denmark), speaking on behalf of the Nordic countries, said the deteriorating 
economic situation in many countries increased competition for limited resources and the health sector easily 
lost out. It was therefore vital to ensure optimal utilization of available resources. Experience had shown that 
primary health care could work efficiently to that end when backed by a continuing political, social and 
financial commitment, and when translated into clear and practical guidelines. 

There was a strong political commitment to achieving the health-for-all goals, but the fundamental 
policies based on primary health care had not always been appropriately put into practice. Reducing inequities 
in health was a pivotal aspect of health for all. Given the limited public resources available for health 
development and the limited administrative capacity to redefine responsibility within the health sector, 
ensuring access for all to the elements of primary health care was a matter of public responsibility. 

To assist governments in their health sector reforms, the primary health care strategies should be 
updated and made more operational. An important part of that process was to find solutions for new urban 
areas and to unite the strategies with the recent movement to create supportive environments for health. 

The health situation of underprivileged populations needed to be better understood. International and 
national health policy promotion and development must focus on ensuring access to health care for the least 
privileged and most vulnerable groups. 

There was a need for a more active international dialogue concerning innovative health financing 
schemes. Sustaining a steady growth in health resources implied finding efficient and equitable health 
financing mechanisms. 

More attention should be given to the formulation of WHO support to countries. The Organization 
should give even higher priority to helping local authorities to develop national policies for adapting primary 
health care strategies. That would require a careful analysis of national health systems in order to achieve the 
proper balance between primary, secondary and tertiary health systems. To achieve such objectives, WHO 
needed to strengthen the technical and managerial capacities of its country offices. 

She welcomed the Organization's recent efforts to assist the least developed countries in setting overall 
priorities and in mobilizing external resources for health development. Still greater stress should be placed on 
activities at the district level, because it was there that health systems could best respond to local needs and 
ensure community involvement. 

One of the new challenges facing WHO was the current situation in central and eastern Europe, which 
called for new initiatives. 

The Nordic countries welcomed the statement by the Director-General at the eighty-ninth session of the 
Executive Board, in which he had reaffirmed the Organization's commitment to the goals of health for all and 
primary health care. Primary health care was a goal worth preserving; however, it had to be implemented 
properly and at all levels. Her country was, therefore, looking forward to the outcome of the deliberations at 



the working group of the Executive Board on the WHO response to global change and to a clarification of the 
Organization's future course. 

Dr DLAMINI (Swaziland) said that despite economic difficulties, particularly in the developing world 
and more specifically in the African Region, there had been a gradual improvement in the world health 
situation. TTie Regional Office for Africa had designed and tested 27 indicators, which had been used to 
monitor health trends, including overall health status and provision of health services and of health-related 
social services. The data had been collected by means of household surveys, which could be interpreted 
without difficulty by community workers. The results showed that the health situation in the African Region 
was still not satisfactory. In particular, more efforts were needed to implement the primary health care 
strategy. 

Her country appreciated that fact that the report offered suggestions for future action in the health field. 
It would be implementing those suggested actions, as well as others, concentrating in particular on improving 
managerial capacity for health workers. 

Although it had been adopted worldwide, primary health care was in many cases not being fully 
implemented. She therefore endorsed the report's call for strengthening that approach. 

While some programmes in countries of the African Region had been receiving external support, that 
source of funding was drying up. Those countries needed to utilize their current resources as efficiently as 
possible and to seek other sources of funding. 

Her delegation supported the draft resolution recommended by the Executive Board in resolution 
EB89.R6. 

Dr САВА MARTIN (Spain) said that the Organization should be proud that 151 countries had been 
able to agree on a set of common health objectives. Yet, it should guard against becoming too complacent 
about the achievements of the health-for-all strategy. While there had indeed been great advances in certain 
areas, such as child mortality, maternal health and life expectancy, there had been either no progress or even a 
decline in other areas. Generally speaking, the health situation had deteriorated. Moreover, the gap between 
the developing and developed countries was growing larger. Health issues such as lifestyles and risk factors 
were still not being dealt with on a global basis. 

The report provided a rather dramatic vision of the current situation and gloomy prospects for the 
future. Priorities for the second evaluation had to be set, including health inequities; environmental risks and 
their consequences; lifestyles; and new and better technologies for prevention, treatment and rehabilitation, 
to which the poorer countries should have access. 

In order to achieve an accurate picture, the evaluation should be carried out at the national and regional 
levels and by governmental organizations. While obtaining such data was not a simple matter, the information 
was of particular importance since it allowed for comparison of the health situations between and within 
countries. To ensure the success of the health-for-all strategy, it would be appropriate to evaluate not only 
morbidity and mortality rates but also quality of life. 

In the chapter entitled "Outlook for the Future", the report stated that research on vaccines, 
pharmaceuticals and medical equipment was becoming ever more expensive, with the result that the 
end-products were priced out of reach of developing countries, which were pressured by manufacturers and 
donors to use those costly new technologies. That situation was an enormous obstacle to progress in the 
achieving the goal of health for all. The fact that developing countries did not represent attractive markets for 
transnational pharmaceutical companies meant that there was little interest in developing products for those 
countries, making it difficult for them to have access to new technologies. That appeared to be one of the 
consequences of the currently much-vaunted market economy. 

He was concerned also about the overmedicalization of the issue of health. Even exaggerating slightly, it 
could be said that health was a highly political and social issue, which had certain medical implications. 

Dr OHSAWA (Japan) said that the health-for-all strategy had given rise to some highly significant 
results: there had been a drastic improvement in several critical health indices, including the infant mortality 
rate and average life expectancy at birth. Nevertheless, a number of global changes, such as population growth, 
continuing urbanization and deterioration of the environment threatened to widen further the gap in health 
status between the developing and developed countries. 

His Government fully supported the health-for-all strategy, and in particular, endorsed the call for a new 
framework for the implementation of the programme. It also supported the draft resolution contained in 



resolution EB89.R6, which stressed the importance of appropriate resource investment and allocation and of 
political commitment to HFA at the highest levels of government. 

The meeting rose at 12h30. 


