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FIRST MEETING 

Tuesday, 2 May 1995 at 14:40 

Chairman: Dr F.H. MRISHO (United Republic of Tanzania) 

1. ELECTION OF VICE-CHAIRMEN AND RAPPORTEUR: Item 16 of the Agenda 
(Document A48/42) 

The CHAIRMAN expressed gratitude for her election and welcomed those present, particularly the 
delegates of the new Member State, Palau, which had joined the Organization since the Forty-sixth World 
Health Assembly, thus becoming the 190th Member State of the Organization. 

She then drew attention to the third report of the Committee on Nominations (document A48/42) in 
which Professor N. Fikri Benbrahim (Morocco) and Dr E. Nukuro (Solomon Islands) were nominated as 
Vice-Chairmen, and Dr D. Hansen-Koenig (Luxembourg) as Rapporteur. 

Decision: Committee A elected Professor N. Fikri Benbrahim (Morocco) and Dr E. Nukuro (Solomon 
Islands) as Vice-Chairmen, and Dr D. Hansen-Koenig (Luxembourg) as Rapporteur. 

2. ORGANIZATION OF WORK 

The CHAIRMAN suggested that the normal working hours should be from 9:00 to 12:30 and from 
14:30 to 17:30. “ � 

It was so agreed. 

3. MONITORING OF PROGRESS IN IMPLEMENTATION OF STRATEGIES FOR HEALTH 
FOR ALL BY THE YEAR 2000, THIRD REPORT: Item 17 of the Agenda (Documents A48/4, 
A48/4 Corr.l and A48/INF.DOC./1) 

Professor BERTAN (representative of the Executive Board) said that, on the basis of national and 
regional monitoring reports, the Director-General had prepared the third Report on progress in implementation 
of strategies for health for all by the year 2000, which was now submitted to the Health Assembly for its 
review and approval, in documents A48/4 and A48/4 Corr.l. The coverage, values and trends of the global 
health-for-all indicators were presented separately in document A48/INF.DOC./1. The information collected 
had been extensively used in the preparation of the World health report 1995. 

When reviewing the issue, the Executive Board had noted the progress achieved during the period 1990-
1993. Data reported by Member States on life expectancy, maternal mortality and the nutritional status of 
children at birth had shown encouraging results. However, there were considerable differences between 
regions and countries in trends in infant mortality and under-five mortality. Progress had been made in the 
control of leprosy, poliomyelitis, and dracunculiasis, but the resurgence of tuberculosis had become a major 
source of concern. Two million deaths per year were still caused by preventable diseases, and the incidence 
of HIV infection and AIDS continued to increase. 

Noting that only 69% of Member States, representing 86% of the world population, had reported on 
their findings in time for analysis, the Executive Board had urged Member States to make vigorous efforts 
to improve their response rate, especially as WHO was the only body in a position to carry out such 



monitoring effectively. National reports could be of use in deciding on priorities for health action and 
resource mobilization. Board members had also urged that the information collected should be widely 
disseminated. WHO should enhance its technical cooperation with certain countries in order to improve their 
information systems, as the validity of the data received by the Secretariat was sometimes uncertain, and 
should adopt measures to simplify monitoring procedures and tools. 

In the light of the Executive Board's comments, the Director-General had revised the third report on 
monitoring and prepared a plan of action, presented in paragraph 315 of document A48/4, to strengthen 
monitoring and evaluation of progress towards health for all. She also drew attention to paragraph 314 of 
the report, in which the Health Assembly was invited to review Member States' needs, interests, constraints 
and priorities in monitoring and evaluating their progress in the implementation of their health-for-all 
strategies, as well as WHO，s support to that process if needed. 

Dr VIOLAKI-PARASKEVA (Greece) commended the high quality of the two documents under review. 
The monitoring exercise had provided an opportunity for countries to report on many aspects of health 
development. Life expectancy was increasing globally, but there were considerable disparities between 
countries and regions in infant mortality. Immunization-preventable diseases still caused 2 million deaths and 
the AIDS pandemic was spreading. Noncommunicable diseases caused 75% of deaths in developed countries 
and 40% in developing countries. Regarding health care delivery, the provision of social services had become 
one of the major responsibilities of the authorities in the developed countries since access to such services 
strengthened a sense of security and confidence in the political establishment. An assessment of the 
differences in access to health care in different countries was called for. Referring to paragraphs 311 and 312 
of document A48/4，she drew attention to the fact that many countries lacked a mechanism for periodic 
monitoring, as well as adequate health-for-all indicators. 

The report revealed positive results in the implementation of primary health care, but Member States 
must continue to develop their health systems and make optimum use of available financial resources, 
focusing on primary health problems. Support to the least developed countries should be increased, with 
particular emphasis on the rational use of available resources and the mobilization of additional financial 
resources for strengthening health infrastructures from national, international and bilateral sources, as well 
as nongovernmental organizations. Better use should also be made of available WHO resources, for which 
purpose increased coordination between programmes was necessary so as to avoid overlapping. Furthermore, 
a rational basis should be established for health policies and programme priorities and the provision of well-
designed health services. Global monitoring should be strengthened and simplified, effective communication 
strategies and national indicators being used for resource allocation. While commending the efforts that had 
been made to collect monitoring reports from Member States, she considered that document A48/INF.DOC./1 
should be regarded as a progress report presenting indicators rather than a collection of accurate values on 
which regional or global analysis could be based. 

Dr KHOJA (Saudi Arabia) said that documents A48/3 and A48/4 contained much essential data 
deserving careful attention. However, certain health areas had not been taken sufficiently into account from 
the point of view of implementation and research. Insufficient information was provided on adolescent health 
although the issue was an important one, as could be seen from paragraphs 21-25 of document A48/3. 
Adolescence was an important stage in human development when human needs were vital, and those needs 
were increasing globally. The preventive and psychological aspects of adolescent health had only been briefly 
mentioned in the documents. Saudi Arabia attached great importance to those aspects and had recently set 
up a national committee for collating data on the mental and psychological health of adolescents. 

Although the indicators provided by WHO were satisfactory, account should also be taken of other 
diseases. In addition, there was the question of rehabilitation programmes. The possibility should be 
considered of holding regional seminars to reach consensus on health-for-all strategies, as well as on the 
promotion of health development in areas such as life expectancy. A regional group of experts should be set 
up to consider possible further development of the strategy for achieving health for all by the year 2000. 



Mr HIRAI (Japan) said that, if the health-for-all strategy was to be effectively implemented, a higher 
response rate from Member States would have been achieved. In that context, he commended the WHO 
Secretariat for the efforts that it had made to collect the monitoring reports. Those reports contained valuable 
information without which it would be difficult to assess the progress of the health-for-all strategy. Although 
some countries saw a national report on monitoring as an administrative obligation imposed by WHO, he 
urged all Member States to make a concerted effort to improve the response rate. 

Dr VAN ETTEN (Netherlands) welcomed the third report on the monitoring of progress in 
implementation of strategies for health for all and the summary of findings on indicators. Despite the 
improvement in the health status of the world population, for which the third report provided evidence, he 
was concerned that great differences in life expectancy, mortality and morbidity between rich and poor 
countries still remained. It was the responsibility of all Member States to ensure that such disparities should 
no longer exist. 

The poor response from Member States to the request for national reports was disappointing, less than 
70% of Member States having reported their findings in good time. Moreover, useful information for analysis 
and publication was only available for 17 of the 89 indicators. Questions might therefore be raised as to the 
reliability of the data. There was a need to review the monitoring process and to examine current deficiencies 
in it. One approach might be to develop simpler indicators and have fewer of them. Strengthening WHO'S 
cooperation with other international organizations in collecting and analysing data might also prove helpful. 
A user-friendly publication on the progress made in implementation of the health-for-all strategy might be 
made available to the general public. 

He sought clarification on the proposal to replace the three-year health-for-all monitoring cycle by a 
two-year cycle, since he could not see the advantages of such a change, which would also increase the 
workload. 

Mrs OULTON (Canada) noted the progress made towards the health-for-all goal during the period 
1991-1993 and endorsed continued monitoring and evaluation of the strategy. Despite a poor response from 
some countries, particularly in the Americas and Europe, the overall analytical work was very good and the 
conclusions deserved close attention. 

It was clearly time to review the health-for-all strategy. Data collected for monitoring purposes should 
be useful at country, regional and world level, but the regional information currently provided was of limited 
use to Member States. She hoped that process revisions would provide useful country-level information and 
combine monitoring and evaluation in a single exercise that would allow, during a two- to three-year period, 
a report to be made by WHO to Member States. In the intervening years, key thematic reports could be 
provided. 

Dr VASSALLO (Malta) congratulated the Secretariat on having compiled the third monitoring report, 
despite the problems encountered. It was a matter for concern that returns from countries had been fewer 
and slower to arrive than in previous exercises. Criticisms had also been made of regional offices that had 
insufficiently processed information. The need to strengthen information systems in countries had been 
stressed even during the first monitoring exercise, and WHO had been urged to assist countries that needed 
help in that respect. That was a prerequisite for improving the quality and credibility of national reports and 
their contribution to the monitoring and evaluation processes. 

Regional committees had been urged to ensure that regional health-for-all databases were adjusted to 
include at least the basic set of indicators presented in the WHO common framework. Further investigation 
was perhaps required to ascertain what action was being taken to address the underlying causes of 
underreporting as well as the inadequate processing of information at regional level. It would also be useful 
to find out whether the problem of inadequate data processing was one shared by all regions and the extent 
to which it was present. 

It was necessary to maintain an up-to-date and reliable global database on health for all. The European 
regional health-for-all database had proved invaluable to policy-makers in formulating national health policies 
and in monitoring Member States' individual and collective progress towards Regional targets. His delegation 



supported the plan of action to strengthen the monitoring and evaluation processes, but believed that matters 
would not improve significantly unless a more critical analysis was made of the reasons for the continuing 
problems in the collection and collation of data, and remedial action was taken. The credibility of future 
monitoring and evaluation reports depended on such action. Simplification of the monitoring process might 
be helpful. The proposed two-year cycle would only be helpful, at least in some regions, if data made 
available routinely were automatically processed by regional offices and an ad hoc evaluation was conducted 
every six years or at longer intervals. 

Dr SATCHER (United States of America) commended the Organization on its efforts to compile the 
third report on monitoring of progress in implementation of strategies for health for all. His delegation 
recognized the difficulties encountered at reporting levels and supported efforts to bolster local reporting 
capacities. It shared the Secretariat's concern that the monitoring and evaluation process should not be 
viewed merely as an administrative exercise but serve as a managerial process for national health 
development. The Secretariat's assistance was needed to strengthen national efforts to collect data and to 
report accurate and timely information. It could also play an important role in promoting the use of data for 
decision-making purposes. 

His delegation welcomed the plan to develop new indicators that would be more sensitive to progress, 
as well as the need for corrective action in order to move more rapidly towards the achievement of goals. 
It supported the move from a three-year to a two-year reporting cycle. 

Dr MEREDITH (United Kingdom of Great Britain and Northern Ireland) said that it was disappointing 
that the report contained in document A48/4 was limited both in its coverage and in the range of indicators, 
and that analysis and presentation of essential information was only possible for 17 of the 89 indicators or 
subindicators. Nevertheless, it was important for an assessment of the global situation to be made so that 
geographical and secular trends could be reviewed, problems and successes highlighted, and budgetary 
resources shifted and targeted at identified areas of need. 

In the European Region, Member States' needs, interests, constraints and priorities had been subjected 
to in-depth review in connection with planning to identify health indicators. The exercise had shown that 
it was necessary: to build on available data and indicators; to ensure that the data served the needs of 
individual Member States; to avoid duplication of work and the imposition of unnecessary burdens on 
Member States; to assess available options with due regard for the costs and benefits involved; to consolidate 
the work already being done by Member States and by relevant international organizations; to develop a 
staged approach to developments and, lastly, to include measures that identified health outcomes. 

A smaller, more focused set of indicators for global monitoring, supplemented by further development 
of more locally relevant regional indicator sets might potentially be of greater use to Member States and 
therefore likely to secure better coverage and a better response by countries than the global database on health 
for all currently maintained at WHO. Steps had already been taken in the European Region to adjust its own 
health-for-all database to include at least the basic set of indicators for global monitoring in relation to data 
collection. He welcomed the plan of action outlined in paragraph 315 of document A48/4, commending in 
particular the suggestion of liaison with other international agencies in order to improve WHO's capability 
to collect, validate and report information on progress towards health for all by the year 2000. 

Mr ORTENDAHL (Sweden), voiced the views of the five Nordic countries on the interrelated issues 
of health-for-all monitoring, strategic development for health and the organizational development of WHO. 
Since 1981，health-for-all had been the leading strategy for health development, defining objectives but not 
modalities, while the basic implementation strategy had been that of primary health care as developed in the 
Declaration of Alma-Ata and subsequent pronouncements on health promotion. The results of the monitoring 
exercise indicated that the measures required to bring health to all by the year 2000 were not being adopted: 
equity in health was far from being achieved within as well as between countries and continents. The 
correlation between primary health care as an implementation tool and positive health development remained 
weak. Indeed, the principles first set out at Alma-Ata had yet to be put into practice in many countries. 



The World health report 1995 and the health-for-all monitoring exercise clarified the situation 
somewhat. They showed, for example, that the importance of the gender perspective on health was 
sometimes still lacking, and that the vulnerability of economic development and the impact on health of 
migration caused by war, poverty and internal conflict had not been full grasped and understood. 

In 1981，when the Global Strategy for Health for All had been formulated, WHO had had few partners 
and little competition. Nevertheless, it had not been altogether successful in influencing the international 
community. The lack of transparency and governance in the United Nations system, and notably the 
duplication and even triplication of efforts, led to the loss of important financial and intellectual resources. 
Efforts by the Economic and Social Council to set the United Nations house in order were still far from 
completion. Moreover, WHO suffered from trying to be everything at once, and the result was a confusion 
about its operational, coordinating and normative roles that tended to discourage countries from investing 
financially in its activities. 

The five Nordic countries were agreed that heath for all could not be achieved without a renewed 
interest in implementation strategies, for which WHO should assume leading responsibility. The monitoring 
process and the World health report 1995 gave ample evidence of that. Strong central leadership within the 
United Nations family could bring WHO to such a position, but effective coordination at the national level, 
was also called for. The Nordic countries were active both at home and abroad in the programme evaluation 
process, with the revitalization of the health-for-all strategy as their objective. They hoped that Member 
States would be able to celebrate the fiftieth birthday of the Organization in the belief that it was indeed 
moving towards equity and solidarity in the realization of that goal. 

Mr DEB RUS (Germany), noting that the monitoring report was based on replies received from 131 
Member States, remarked that the data resulting from the monitoring procedure would be useful to individual 
countries in determining how their health indicators related to those of other countries, provided - of course -
that the facts and data communicated to WHO were comparable, the survey methods employed homogeneous 
and the terms used defined according to uniform criteria - conditions not always easy to assess. 
Unfortunately, as pointed out in paragraph 311 of the report, many countries viewed the monitoring exercise 
as an administrative task imposed by WHO in a quest for information. In his view, the two main reasons 
for that attitude were the enormous amount of data countries were expected to compile and the frequency with 
which reports had to be prepared. Indeed, the proposed change to biennial reporting would involve countries 
in additional expenditure and effort without any real gain in information, since modifications in public health 
systems and public health care were not rapid enough to register over such a short period. Curtailment of 
the reporting cycle was thus not a valid response to global change. It was encouraging that the Regional 
Committee for Europe had in fact decided to continue with the traditional three-year reporting cycle. 
Perception of the monitoring exercise as an administrative obligation imposed by WHO on Member States 
was an alarming sign of the loss of identification of some Member States with the Organization. The Health 
Assembly, in its consideration of the monitoring procedure, ought thus to consider how that identification 
might be restored, a development that would constitute an important step in the reform process. 

Dr WIUM (Norway), on behalf of the Nordic countries, addressed the monitoring process, as described 
in chapters 1 and 8 of the report, which they found to be an important document. WHO was the only United 
Nations body in a position to produce regular and comprehensive information on the world health situation. 
However, in order to measure progress it was essential to be able to call on valid, reliable and comparable 
information; the report made it plain that such was not at present the case. In the third monitoring exercise 
the response rate and response quality had indeed been slower and lower than in previous exercises, a 
regrettable outcome that could be attributed to the large number of indicators involved and the imprecision 
of some of the questions. Moreover, even with the best will in the world it was not possible for all Member 
States to respond to the monitoring system in its present resource-consuming form. Only a handful of the 
health-for-all indicators were in fact comparable; much of the data collected in the report was useless for 
either national or international purposes. Attention was drawn to a recommendation of the Regional 
Committee for Europe that the period between in-depth evaluations should be extended from three years to 
six, which would match the periodicity of the General Programme of Work. The recommendation further 



requested the Regional Director to pay special attention to relevance, quality and comparability of 
exchangeable data. It also acknowledged that other organizations in Europe had access to useful data and 
proposed the development of contacts with such organizations to avoid duplication of work. 

In its currently constrained financial circumstances, WHO should not continue to collect inadequate 
data; a renewal of the monitoring process was called for. The list of indicators should be radically revised 
and include gender-specific indicators, notably with regard to infant mortality, immunization coverage and 
tropical diseases. Data compiled by other agencies should also be utilized in the monitoring process; 
reporting on health development should not be based on a single source of data. 

The Nordic countries particularly endorsed subparagraph (c) of the plan of action proposed in paragraph 
315 of the report. It was also important that the monitoring process should identify responders and provide 
them with appropriate feedback so that they might appreciate the benefit to be gained from the exercise. 
WHO should consequently reduce and simplify health indicators, and, in collaboration with a number of 
carefully selected Member States, initiate a pilot project to select data of improved relevance, validity, quality 
and comparability. 

Mr ABDUL HALIM (Bangladesh), commending the report before the Committee, submitted that it 
clearly illustrated the deep divide between the health indicators for the least developed countries and those 
for the developed countries and gave an indication of the wider problems of the first-mentioned group: the 
least developed countries faced financial and technical constraints in furnishing their vast rural populations 
with adequate primary health care services; increased backing would thus be required from WHO and the 
donor community. Bangladesh, which was prone to natural disasters, was also concerned with emergency 
preparedness and relief management, a matter alluded to in paragraph 245 of the report. Steps had already 
been taken, with support and assistance from WHO and donor countries, to set up a centre for emergency 
preparedness and response. The idea of establishing a global database at WHO on progress in implementing 
the global strategy for health for all by the year 2000 and the Director-General's recommendations on the 
subject were welcome. 

Dr CAI Jiming (China), welcoming the report, observed that the major political, economic and social 
changes which had occurred since the second monitoring exercise had had a negative impact on health 
services and health status in many countries, especially the least developed among them and those with 
economies in transition. Nevertheless, the health situation throughout the world was improving overall, 
although many inequalities between different countries and different regions in the financial and human 
resources available for health promotion were still apparent. At the turn of the century, WHO and its 
Member States would have to pay greater attention to ensuring an equitable distribution of health resources, 
promoting individual health, and protecting the environment as a means of promoting health. 

He shared the concern expressed by other speakers at the low level of participation in the monitoring 
exercise. The implication was that the monitoring systems of some Member States remained incomplete, and 
that a number of monitoring indicators remained intractable. China consequently endorsed the plan of action 
set out in the report and hoped that the Organization would provide Member States for which monitoring was 
a difficult task with assistance in training personnel and strengthening information networks and in facilitating 
the exchange of experience at the regional and global levels. 

It was also important in the course of the health-for-all endeavour to bear in mind the significance of 
traditional medicine, and the reliance placed on traditional practitioners, in many developing countries and 
to ensure that traditional medicine occupied a meaningful place in health-for-all programmes. 

Dr MILAN (Philippines) expressed concern that recourse to a common framework for monitoring 
progress in implementing health-for-all strategies had had little impact on some of the constraints under which 
countries laboured with regard to data collection, retrieval, reporting and processing, so that the analysis of 
findings and formulation of global profiles and trends were hampered. Her delegation firmly endorsed the 
recommendations contained in paragraph 314 of document A48/4. 

The health expenditure gap between developed and developing countries should be addressed not only 
with reference to a standard minimum desirable level - 5% of GNP - but also with due regard for the 



situations prevailing in individual countries. It might, for example, be the case that countries situated on the 
flat or even declining portion of the medical benefit curve would find further increases in health expenditure 
to be counterproductive, and conclude that it would be more judicious, especially when faced with dwindling 
resources, to divert available funds to non-health sectors, where they could have very positive - albeit 
indirect - effects on health. 

More attention should be paid to the issues of undercoverage and underutilization. The challenge was 
to harmonize effective demand for and supply of health services, provided that the former was of the 
appropriate kind. The rationing of health care was on the face of it inconsistent with the principle of health 
for all，but it might become an unavoidable reality in the future. The ethical issues involved in using quality-
adjusted or disability-adjusted life years to weigh the costs and benefits of health interventions continued to 
be controversial, and she suggested that consideration be given to ways in which the Health Assembly and 
the Member States might address those issues, especially in the light of equity goals. Her delegation 
expressed its support for the plan of action outlined in paragraph 315 of the report before the Committee. 

Professor LE VAN TRUYEN (Viet Nam) said that the majority of people in his own and in many other 
developing countries still relied principally on indigenous traditional practitioners and local medicinal plants 
to meet their primary health care needs. It was thus important for the potential input and utilization of 
traditional medicine to be taken into account in the implementation of health-for-all strategies. 

Dr PAVLOV (Russian Federation) remarked that WHO had taken on a very complex but important task 
in monitoring progress in implementation of health-for-all strategies. The information presented in document 
A48/4 enabled Member States to evaluate the complex demographic, socioeconomic and health care 
circumstances prevailing in various regions of the world; that information would enable them to formulate 
their own health protection policies and enhance the health status of their own people. 

Unfortunately, not all indicators had been fully worked out so as to embrace all facets of the activity 
of States, governments and health bodies; more work needed to be done. Many countries had either not 
submitted the information required for the third report, or had provided information on only a limited number 
of indicators. Consideration should be given when compiling the fourth report to two possible options -
restriction to the most important indicators or coverage of the maximum number. The Russian delegation 
would like to learn about the relative costs and benefits of those monitoring options to the Organization and 
the Member States. Such matters were all covered in the programme budget, but it would have been helpful 
if they had been presented in the report itself. Thought had to be given to future monitoring reports and their 
frequency. 

His delegation had noted with concern that while many countries had achieved some success in 
improving their health indicators, in some others those indicators had deteriorated largely as a consequence 
of strains on financial, material and human resources, and inadequate and ineffective use of technology. A 
more detailed look must be taken at the health care reform process in the economically developed countries, 
as well as in countries with economies in transition and developing countries. Chapter 6.1 of the report 
referred to health sector reform without providing data on strengthening reforms by means of legislation; it 
would be extremely useful for all Member States to exchange experience in that area. 

Finally, he expressed the Russian Federation's appreciation of the report, and recommended that the 
Health Assembly reaffirm the need to create a global health-for-all database, taking full account of the 
observations made during the discussion. 

Dr ADAMS (Australia) congratulated the Secretariat on the production of the report, but expressed 
disappointment at the relatively poor response to the call for data. The collection effort must be intensified, 
and undertaken in a more focused manner. Some countries had found it difficult to provide the required 
information, and he expressed support for the suggestion by the representative of Norway that there should 
be fewer indicators and more specific goals and targets. Future reports might present the data in graphic form 
that would clearly show what progress had been made in achieving those key goals and targets that 
constituted health for all. Australia endorsed the recommendation in the plan of action set out in 
paragraph 315 of the document, that a revised list of indicators be submitted for approval by the Executive 



Board at its ninety-seventh session in January 1996 as a step towards simplifying the global monitoring and 
evaluation process. 

Dr GEORGE (Gambia) agreed that the report was a very important tool for monitoring progress 
towards health for all, but questioned the practicality of gathering data for 89 indicators. He was concerned 
at the gaps between countries and between regions, and said that attention should be focused on a small 
number of indicators that would furnish information regarding the quality of services provided. Coverage 
indicators by themselves had serious limitations, because even where coverage was reported to be high the 
system might not be performing according to expectation because of a lack of equipment or supplies or 
inadequate performance by health workers. He would like to see indicators that highlighted the availability 
of such key inputs. 

He noted the high rate of immunization coverage, but also the fact that some regions still suffered from 
epidemics such as measles. Indicators were needed that would provide information on the correctness of 
immunization provided. He expressed support for the monitoring process and called for a trimmer and more 
efficient framework. 

Dr DRISSI (Morocco) commended the report, but added that the indicators did not permit assessment 
of the impact of health care within the health-for-all strategy on the improvement of countries' health status. 
That was because they concentrated on morbidity and mortality factors and paid insufficient attention to such 
determinants of health as access to information, social services and basic health infrastructure. The indicators 
also did nothing to facilitate explanation of the health-for-all strategy to the population of a country. If it 
was to succeed, the strategy must enjoy general support, and for that to be secured the progress achieved had 
to be explained to people in a simple and clear fashion. Reports should be more accessible to the lay reader, 
and should figure in general publications. Another method of securing people's support would be by 
responding to their expressed need for greater access to high-quality health care and diagnostic services. 

Dr RAI (Indonesia) also praised the report but suggested that a section should be added to indicate how 
far the world was from achieving the target of health for all by the year 2000. If it could be clearly shown 
which countries were lagging behind, global efforts could be better targeted. In considering the proposed 
programme budget for the financial period 1996-1997，the Health Assembly should carefully inquire whether 
the findings set out in the report had been reflected in the budget allocations. 

Dr AL-JABER (Qatar) voiced apprehension concerning the value of the statistical information related 
to regions; different standards of health implementation could exist in different countries of the same region, 
and specifically, in a region he knew well, there were major differences in infant mortality rates. He hoped 
it would be possible to find a way of helping individual countries that lagged behind, and at the same time 
called for statistical representations that reflected regional realities more clearly, including comparisons 
between groups of countries. He noted that the report before the Committee contained no reference to health 
policies for youth or for the handicapped, and hoped that the omission would be rectified. 

Dr KHOJA (Saudi Arabia) said that the report contained some very valuable and precise information 
that merited careful study. He stressed that in some cases, those in charge of health care needed re-training, 
which would require considerable efforts on the part of WHO. School and University curricula ought also 
to be amended to reflect achievements in the domain of primary health care. There were financial problems, 
too: insufficient resources went hand in hand with substantial waste. Programmes were not always 
adequately implemented, and case studies of modern technologies and techniques needed to be investigated. 
The qualitative aspect also required closer scrutiny, i.e greater accuracy in following up the implementation 
of health strategies up to the year 2000 and beyond, taking into account both recent developments and past 
criticism. It was important for the report to demonstrate what had been learnt over the past ten years and the 
improvements which had taken place during that time. 



Dr ABU BAKAR (Malaysia) commented on the difficulties faced by many countries in making their 
reports on the monitoring process. In view of the latter's importance, he supported the call urging countries 
to work harder to submit timely returns, as well as to integrate the monitoring mechanisms proposed by WHO 
into the framework of the managerial process for health development at the national level. Bearing such 
difficulties in mind, he doubted the utility of reducing the current health-for-all monitoring cycle from a 
three-year to a two-year one. However, he supported the plan of action proposed in paragraph 315 of the 
report before the Committee. 

Professor LEOWSKI (Poland), commending the report's candid discussion of monitoring difficulties, 
pointed out that the summary of findings on indicators (A48/INF.DOC./1) showed that with regard to at least 
two basic indicators, i.e. life expectancy at birth and infant mortality, the situation had worsened in recent 
years. Surprisingly，that had occurred not in the least developed countries, but in the group of countries with 
economies in transition. He felt that a three-year decrease in life expectancy within a three- to four-year 
period was a dramatic indicator which ought to be taken extremely seriously, as it could well represent 
evidence of an emergency situation. 

He supported proposals made by previous speakers, in particular by the representatives of Germany and 
Norway, to revise the list of indicators as well as to simplify the monitoring and evaluation process. 

Professor GRANGAUD (Algeria) remarked that the crux of the problem was to reach agreement on 
the choice of correct indicators, in view of the fact that the epidemiological situation varied from one country 
to another. Algeria, had seen a resurgence of diphtheria, notwithstanding the fact that most infants had been 
vaccinated. The classical indicators would not have enabled the experts to forecast that the affected group 
would be older children and young adults, who had failed to come for booster shots. 

Professor BERTAN (representative of the Executive Board) singled out two points that had been 
stressed by the Executive Board during its discussion of monitoring. In the Board's view, WHO should 
undertake to review and simplify existing monitoring procedures and tools, as well as to reduce the number 
of indicators by furthering the collection of accurate information, which was crucial to the quality of those 
indicators. Every effort should also be made by governments and WHO to improve the surveillance system 
in the various countries. 

Dr JARDEL (Assistant Director-General) welcomed the comments made in the course of the debate, 
which would help WHO to improve monitoring and evaluation processes in future. A number of speakers 
had referred to the monitoring process per se, and it had to be realized that the latter covered a number of 
cycles such as the general work programme cycle every six years, the biennial budgetary cycle, the evaluation 
and monitoring cycle every two, three or six years and the annual World health report, which should include 
the points emerging therefrom. It was accordingly necessary to be in a position to submit to the Executive 
Board a logical approach to monitoring and evaluation which would be consistent with those other ongoing 
processes, to be incorporated in a plan of action enabling a decision to be reached on the form such 
evaluation should take. 

The Secretariat had taken due note of a large number of suggestions on issues which had not been 
covered by the report or covered inadequately, such as the quality of care, the health of adolescents and the 
use of traditional methods. An attempt would be made to integrate them into the evaluation process without 
increasing the number of indicators. 

Various comments had been made on the collection and collating of information, in favour of reducing 
the number of indicators and improving their definition, although it was clear that that in itself was not 
sufficient. It would also be necessary to facilitate work at country level, in particular by assisting countries 
to improve their information system, and by setting up databases using information from different sources. 
A key issue was frequency, i.e. a two-year or a three-year cycle, although it did not seem that a consensus 
would be reached at the present time. However, the consequences would be studied with a view to submitting 
proposals to the Executive Board. 



With regard to the analysis of information, he had noted the views expressed by various delegations 
and he thanked the Australian representative in particular for his proposal to provide a clearer picture of 
progress achieved by comparison with WHO targets. 

Lastly, several comments had been made on the publication and use of such information, which would 
be the subject of recommendations to the Executive Board. In addition to the dissemination of such 
information to a qualified public health audience, there was also room for its circulation to a wider general 
public through the media using the World health report. The Secretariat would welcome countries' comments 
on that report, particularly as to its usefulness, so as to define WHO's priorities more precisely. He hoped 
that it would be possible to improve the analysis of progress in the health-for-all programme and that 
sufficient - though modest - resources would be available. He was also optimistic that at its January 1996 
session，the Board would be able to reach a decision on a new monitoring process that would satisfy the 
Health Assembly. 

The meeting rose at 17:05. 


