
WORLD HEALTH ORGANIZATION A28 /A /SR /3 

ORGANISATION MONDIALE DE LA SANTÉ 

TWENTY- EIGHTH WORLD HEALTH ASSEMBLY 

COMMITTEE A 

PROVISIONAL SUMMARY RECORD OF THE THIRD MEETING 

Palais des Nations, Geneva 
Monday, 19 May 1975, at 9.30 a•m. 

CHAIRMAN: Dr Marcella DAVIES (Sierra Leone) 

CONTENTS 

20 May 1975 

COMMITTEE A 

1. Detailed review of the programme budget for the financial years 1976 and 
1977 (continued) 

Strengthening of health services 

Family health 

Page 

2 

8 

Note: Corrections to this provisional summary record should be submitted in writing to the 
Chief, Records Service, Room 4103, within 48 hours of its distribution. Alternatively, 
they may be handed in to the Conference Officer. 



А28 /А /sR /з 
page 2 

1. DETAILED REVIEW OF THE PROGRAMME BUDGET FOR THE FINANCIAL YEARS 1976 AND 1977: 

Item 2.2.3 of the Agenda (resolution WHA27.57; Official Records Nos. 220 and 223; 
documents А28/6, А28.6 Add.1, А28 /WP /2, А28 /WP /5, А28 /WP /6, А28 /WP /7 and А28 /Conf.Dос. 
No.1) (continued) 

Strengthening of health services (programme sector 3.1) 

Dr NEWELL (Director, Division of Strengthening of Health Services) said that the 
objectives of the strengthening of health services programme were to improve the accessi- 
bilityof a coordinated health service to the world's population and to provide assistance 
to countries so that they might have the capacity to change and improve their health 
capabilities according to the needs and wishes of their populations. 

The problems that the world faced, and the present unsatisfactory or intolerable 
health situation of large parts of the world's population, had been described in the 

Executive Board documents and the Director -General's reports and had been debated at the 
Twenty-seventh World Health Assembly. Those problems were the subject of a separate 
proposal by the Director - General that would be presented later at the present World Health 
Assembly.., 

If the primary health care parts were excluded from the strengthening of health 
services programme, there remained suggestions as to how primary health care could be 
complemented so that WHO assistance could further the development, at the national level, 
of truly comprehensive health systems. What was being done was presented region by region 
and would be further enlarged upon during the discussion on regional activities. That 
presentation was complemented by research and development in community involvement, 
alternative approaches, health service development projects, and related subjects, conducted 
for the most part as joint headquarters /regional /country projects and often supported by 
national resources and resources outside the regular budget. 

WHO did not consider that to be enough, however, and in 1976 and 1977 it was suggested 
that WHO should give even greater emphasis to some other, possibly neglected, aspects. 
Those aspects included: 

(a) Continuing development and use of country health programming (national health 
programming) activities to help clarify national health priorities, intersectoral 
planning, and ways in which plans could be expressed in national action. 
(b) Further attention to the problems of financing health services at the peripheral 
and national levels, including the encouragement of even more intimate connexions 
between the social security and pre -paid insurance schemes and other government 
services - as well as with the private sector - in order to achieve truly functional 
national health systems. 
(c) Development of international /regional /national mechanisms for the clarification 
of simplified health technologies to be used in national health systems. 
(d) Further attention to the necessary infrastructure, including improvement in the 
design and functioning of health service institutions - from hospitals to peripheral 
health centres - with the necessary logistic and support services. 
(e) A global programme on disability and rehabilitation that could be coordinated 
with other programmes within the United Nations system, that would, however, emphasize 
WHO's priority in assisting projects concerned with the prevention of disability. 
That list emphasized the direction and priorities of the Director -General's programme, 

which sought to bring balance into a subject that could be thought of as an "umbrella" under 
which any technical advance in health should eventually be considered. The list did not 
describe, however, the manner in which such assistance and programmes could be carried out 

or the present stage of development of those programmes. 
The role of WHO was seen to be as follows: (1) to draw the attention of the world to 

weaknesses and omissions by means of debates in the World Health Assembly and other 
governing bodies; (2) to clarify some of the principles that should dominate the correction 
of those weaknesses; (3) to present global programmes for assistance in a manner that would 
result in international understanding and support; (4) to promote and assist in the conduct 

of research and development projects, and to make the findings widely known; and (5) to 

give direct assistance to countries. The key to real success, however, was, finally, 
whether, in countries, WHO was sensitive enough to listen to the expression of urgent needs 
and flexible enough to respond in an acceptable way. 
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The proposals he had mentioned were in different stages along that path. Some were 
at the stage of assessment of what needed to be done; some were in the form of proposals 
for debate; still others were already being implemented. Their size, importance, 
relevance, and effectiveness would depend on the judgement of the country concerned. 

Dr WIRJOWIDAGDO (Indonesia) said that large segments of the world population were 
underserved and that their problems did not necessarily require highly developed technology; 
in most developing countries communicable diseases were rampant and quite simple measures 
could be used, such as the improvement of sanitation, immunization, and the treatment of 
malaria and diarrhoeal and other diseases, The second five -year development plan in 
Indonesia stressed the need to expand the coverage of present health care delivery systems 
to rural-and underserved populations. To achieve that end it was proposed to encourage 
a greater degree of community participation. 

Plans were under way to expand the coverage of the health centre system. During the 
first two years of the second development plan considerable resources had been allocated 
to build 1000 new health centres, including three staff residences for each centre - in 
addition to the 1500 health centres built during the first development plan - to procure 
drugs and to construct rural water supply systems and latrines. Those programmes 
required a budget of almost US$ 50 million over and above the regular budget of the 
Ministry of Health. Several small projects trying out alternative approaches to meeting 
basic health needs already being implemented were referred to in the WHO publication 
Health by the people. 

Favourable factors in his country included (1) the fact that in Indonesia all benefits 
accruing from development were to be distributed equally throughout the country and not 
only to a few selected groups; (2) the realization in Indonesia that health efforts 
must be integrated with other community development projects; (3) the existence of 
various community organizations concerned with community development; (4) the availability 
of basic front -line health units that played a pioneering role in primary health care; and 
(5) the readiness of government departments other than the Department of Health to 
cooperate. 

Barriers to the implementation of primary health care also existed. Resources were 
limited, especially of health manpower, and the staff had to receive a fresh orientation 
in relation to their new role in the provision of primary health care. 

During the coordination meeting between WHO field staff in Indonesia and representa- 
tives of the Government of Indonesia in May 1975, primary health care was thoroughly 
discussed. Community development was considered to encompass work with community groups 
and entire communities for the purpose of assisting in the development of leadership 
skills, fostering effective citizen participation in meeting economic, social and health 
needs, and enabling better utilization to be made of resources from government and other 
bodies while strengthening local initiative and autonomy. 

His delegation welcomed the report of the Director- General and supported the draft 
resolution on page 11 of the report. 

In connexion with point (i) on page 10 of document A28/9, if a Member State expressed 
a desire to implement or expand primary health care, would WHO be able to assist it 

readily and in what way, and would WHO field staff be able to adjust themselves quickly 
enough to their new role in the new approach to primary health care? 

Dr KUPFERSCHMIDT (German Democratic Republic), noted that on page 114 of Official 
Records No. 220 one of the approaches to the strengthening of health services was 
"Obtaining better information on the experience of many countries in health service 
development, administration and delivery and making such information available to 

Member States ". In obtaining that information, it would be valuable as a beginning to 
gather experiences from countries with different social systems in building up health 
services. That had already been done in document ЕВ55/14 aid in the excellent publication 



А28 /A /SR /3 
page 4 

Health by the people, with the main stress on primary health care. WHO should now, 
however, take a further step forward and consider the socioeconomic conditions prevailing 
in different countries on a larger scale, abstracting several models of optimal medical 
care for all citizens in conformity with WHO's Constitution. For this purpose he 
proposed that countries should be classified into: developing and least developed 
countries; capitalist industrialized countries with (a) a predominantly privately based 
health system and (b) a predominantly state -run health system; and socialist countries. 

Dr OMER (Sudan) said that Sudan had completed a national health plan in April 1975, 
with the valuable help of WHO and the Sudan National Health Plan Committee. The plan 
dealt with 11 national and 6 regional health problems, some of which were 
intersectorial and involved other ministries or departments. His Government felt that 
WHO could help it with programme formulation, for instance for the coverage of the 
population with regard to primary health care. WHO could also help by informing other 
United Nations agencies and other countries about the Sudan National Health Plan so that 
they could offer assistance to certain projects. 

Dr WRIGHT (Niger) said that the chapter concerning the strengthening of health 
services was most important to his country. It had had 10 years' experience in the 
provision of primary health services at the periphery, and the results had showed that 
that was the correct solution for his country. There had been two possible approaches. 
One was to increase the number of small peripheral dispensaries, but that would have 
been too large a task. The other was to improve existing services. It had not been 
possible to do so over the whole country but the results from one region, which 
represented about one - seventh of the country, showed that the use of auxiliaries, even 
illiterate ones, had made it possible to increase the services available to the rural 
population. 

In February 1975, at a seminar in which responsible people from the national and 

regional levels had taken part, all the participants had agreed that it was no longer 

a question of experimenting with methods of providing primary health care but of 

extending health services to cover the whole country. The people were now demanding 

similar services in all areas, and the main problem now was in controlling and 

supervising the primary health care workers. It was not so much a problem of lack of 

staff but rather of financing them and providing for training, supplies of drugs, etc. 

If the services were to reach the whole of the population vehicles and fuel would also 

be required and those items were very expensive at present. His Government hoped to 

obtain direct assistance from WHO in relation to such needs. 

Dr DAS (Nepal), speaking about country health programming in Nepal in 1974, said 

that the first phase had been the collection of data. In many developing countries 

data did not exist and thus the first phase should always be the collection of the 

appropriate data, especially baseline data. But the data had then been analysed in 

Geneva, and because of that local capability in analysis had not been developed. He 

was of the opinion that the development of local capability would have been of more 

lasting benefit. 

Professor DAVIES (Israel) congratulated the Director -General and Dr Newell for having 
demonstrated WHO's role as a leader in introducing new ideas to help governments bring 
health to their people. Dr Newell's introduction and the section concerned in Official 
Records No. 220 made it clear that health service development was being encouraged as part 
of overall social planning. 

Dr Newell had mentioned the problem of research into health services, in particular 
into their organization, management, and financing, and it was clear that such research 
required considerable development in the relatively virgin field of health economics. How 
would that development link up with the health manpower development programme and with 
WHO's research policies? 

In Israel some progress had been made with the integration of education and the 
delivery of health services. A centre of health sciences had been set up in the Negev 
with WHO assistance, and the dean of the centre was also director of the local health 
services. In that connexion, to what extent could WHO help foster similar kinds of 
experimental integration of education and service in other countries and regions? 
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With reference to the point raised by the delegate from Nepal, what were WHO's plans 

in relation to the development of information systems linked to the development of health 

services? Many countries needed guidance in the development of health information systems, 

and in his country it had been found that the basic problem was to define the minimum data 

base required for monitoring the health services. 

Dr AROMASODU (Nigeria) said that Nigeria had just launched its third national develop- 

ment plan, the heath part of which had been prepared with the assistance of WHO and UNDP. 

The present coverage of health care in Nigeria was about 25% and the object of the plan was 

to increase it to 40% in the period from 1975 to 1980, an object that would require large 

increases in medical and paramedical personnel. She hoped that WHO assistance would 

continue during the plan's implementation. 

Dr NOORDIN (Malaysia) said that his Government placed high priority on strengthening 

the health services, with the emphasis on providing integrated preventive and curative 

services. His Government was receiving assistance from WHO for a number of projects such 

as malaria eradication, manpower development, nutrition, and maternal and child health. 

However, there was no coordination between the assistance given for the development of 

health services and that for other projects, the former being a project on the same level 

as other WHO- assisted projects and not an overall programme into which other projects could 

be fitted. Since the emphasis of his Government was on an integrated approach, WHO should 
perhaps review that project in relation to that of other WHO- assisted projects. Perhaps, 
for example, it would be better if the WHO adviser on the strengthening of health services 
project were senior to the WHO advisers on other projects so that he could be a kind of 
team leader and bring about a truly integrated approach. 

Professor ORHA (Romania) supported the delegate of the German Democratic Republic's 
suggestion that information should be obtained on types of medical care systems in relation 
to the different social systems of countries. The experiences of Romania in that respect 
could be of help to the Organization, since Romania had changed in the past 30 years from a 
country with a predominantly rural economy to one with a developing industrial economy. 

WHO should also collect information about the help in the strengthening of health 
services that some countries offered through bilateral agreements. Romania, for instance, 
had many such agreements with countries in Africa and Asia and offered technical assistance 
on the kind of programmes under discussion. With more complete information on the help 
available under bilateral agreements, WHO could improve activities in that field. 

Dr SHRIVASTAV (India) said that there were no fixed formulae for strengthening of 
health services programmes. Programmes had to take account of the size of a country, its 
population and disease patterns, and the link between educational institutions and the health 
services. Owing to the need for emergency programmes in various fields the health services 
in India had developed a vertical structure, although after a time the personnel employed 
under such a structure could develop into multipurpose workers. The location of medical 
institutions was an important consideration. Bombay, for instance, had eight medical 
colleges, and it was difficult to link them with remote districts. If they were located 
in a rational manner, the link would be more meaningful, but in a large country some areas 
were bound to be left out. The answer might lie in the development of mobile teams, 
but clearly the pattern of health care would have to vary from country to country. 

Dr ROASHAN (Afghanistan) thought that, although it was the most attractive single item 
in the programme budget, the strengthening of health services programme raised some difficult 
problems, particularly since it was concerned not only with peripheral but also with 
intermediate and central levels of health care. The urban health services were almost 
certain to grow, while the rural population would continue to be deprived of primary health 
care. A study of alternative methods was needed so that a system could be evolved that 
would enable the meagre resources available to meet the ever increasing health needs. 
That kind of planning was the province of country health programming, and it would be 
useful to have information on the successes and failures of the exercises carried out by 
WHO in that field. 

Dr SANGARE (Mali) agreed with previous speakers that the strengthening of health 
services could be carried out in many different ways according to the socioeconomic 
background of each country. Nevertheless, it did require an infrastructure at a certain 
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minimum level and professional or auxiliary personnel. On the basis of that infrastructure 
an attempt had to be made to provide maximum coverage of the population, which was obviously 
difficult to achieve for the rural population. The choice had to be made whether to utilize 
fixed centres or mobile teams and whether to concentrate on curative or on preventive 
methods. All depended on the circumstances, and there was no standard formula. Health 
development had to be regarded as an integral part of economic development, and in Mali 
all the five -year or three -year development plans included a health component. It was 
considered impossible to treat development as though it were divided into separate sectors. 

Dr CHITIMBA (Malawi) thought that the strengthening of health services was related to 
the need for a redistribution of health resources. The strengthening of health services 
in one area might thus imply a weakening of services in another area. The question was 
not what WHO would do, but what the Member States themselves would do - perhaps with the 
assistance of WHO and other agencies. Member States had to depart from traditional ways 
and adopt new approaches that would deliver health care on a more rational basis to the 
people as a whole. An agonizing effort had to be made by the medical and health profession 
as a whole in order to overcome its traditional inertia. WHO could show the way, but it 
was up to Member States to do their utmost to bring about the changes that were desired. 

Dr SIRRY (Egypt) suggested the need for a scientific method of distributing the WHO 
budget between developed and developing countries. It should not be forgotten that WHO 
was a world organization. The method adopted might be based on life expectancy or death 
rates or any other indicator on which agreement could be reached. If it was considered 
a human right to obtain health care when sick, it was surely an equal right to enjoy 
disease prevention. Prevention was not only more humanitarian but it also led to a better 
cost /benefit ratio. Programmes for the strengthening of health services in developing 
countries were very important because the countries most in need were those that were 
least capable of providing the necessary means. Expenditure on research into cancer 
and cardiovascular diseases was money lost when those diseases could not be actively 
prevented or controlled. Priority had to be given to communicable diseases aid an 
infrastructure had to be developed that was capable of undertaking preventive work, primary 
health care, arid maternal and child health care. In the training of professional and 
auxiliary personnel, the main aim should be to obtain the maximum output in primary health 
care. 

Dr AYRES (Portugal) said that every country must find its own way to strengthening 
its health services. There was no universal model. In Portugal committees had been 
organized in various rural areas with the aim of establishing integrated preventive and 
curative health services. The committees included members of the community, so that the 
community could stipulate the kind of health service it wanted and could afford. Health 
was a political problem in Portugal. It was not possible to have good health if other 
ministries would not collaborate with the Ministry of Health. There tended to be a 
concentration of physicians in urban areas, and the Government was now trying to get 
doctors to go to rural areas for two years after qualifying. 

Professor LEOWSКI (Poland) said that in many so- called developing countries the problem 
of providing health services on the basis of available national resources had been worked 
out and successfully applied. What remained was the problem of quality. It was still 
necessary, however, to strengthen health services and public health care all over the 
world. In that connexion there were two questions that needed discussion. Firstly, 
was it right for WHO to promote solutions that did not accord with the present state of 
development of medical and public health science? Secondly, was it enough for WHO to 
present only one approach to the problem, when specific evaluation tools already existed 
that would enable the Organization to present actual findings? What he had in mind was 
the point made by the delegate of the German Democratic Republic - namely, the need to 
evaluate different health care delivery systems. If WHO was not in a position to evaluate 
the whole range of health care systems, it would surely be possible to evaluate the 
separate items of a comprehensive health care system. 

Dr OJALA (Finland) asked the reason for the discontinuation, from 1976, of the 

interregional project relating to systems analysis (Official Records No. 220, page 119; 

Official Records No. 223, page 166). 
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Dr RAMRAKHA (Fiji) commented on the need to make full use of all medical manpower. 
In Fiji health care was delivered mostly by the Government through health centres, 
nursing stations, and hospitals in all parts of the country. Private practitioners 
tended to congregate in the urban areas, and private practice was not subsidized in any 
way. WHO could assist by helping to integrate the private and Government health services 
without unduly increasing the cost of the services. The private practitioners had recently 
asked the Government to provide a warehouse for drugs, which could be supplied to pharmacists 
more cheaply. Until recently, graduates from the medical school in Fiji had been allowed 
to enter only the Government sector of the health service, but they were now allowed to 
enter private practice. As a result there was now a shortage of manpower in the Govern- 
ment service. Nurses in the rural nursing stations provided a valuable service, and it was 
hoped that the introduction of medical assistants would further improve the health service. 
The need for health planning was realized, and he had been greatly impressed by the hand- 
book on that subject prepared in Papua New Guinea with WHO help. He hoped that WHO would 
assist countries in developing an integrated environmental sanitation programme. 

Dr VIOLAKIS (Greece) called attention to the relationship between the strengthening 
of health services and the promotion of national health services, particularly in those 
parts of the world where the health status of the population was low. It was important 
that the local population should be actively involved. 

Dr NONDASUTA (Thailand), speaking from his own experience with country health planning, 
considered that the strengthening of health services implied the extension of the infra- 
structure through which health services were delivered and that it therefore included the 
development of health care itself to cover such fields as medical care and nutrition. 
However, he wished to know what relationship those activities would have with the activities 
covered by the family health programme - the next item to be discussed. He felt that 
there should be some line of demarcation, however vague, in order to avoid duplication. 

Dr WRIGHT (Niger) was convinced that there was no single way of strengthening health 
services. Each country had to decide for itself how it could be done in the light of its 
socioeconomic conditions. In Niger the view was taken that the strengthening of health 
services should be part of the overall development of the community. The various sectors 
of the economy had to develop their programmes in common, and the activities at provincial 
and local level had to be complementary. The process was carried out by department and 
district technical committees, which met every month or quarter to discuss how to take 
common action, to draw up plans, and to determine in what villages activities should be 
undertaken. The new attitude involved a change of outlook on the part of medical personnel 
in order to work in concert with personnel in other sectors of the economy. That method 
made the best use of resources, many of which were not strictly health resources. Mobile 
teams had certain advantages for health work, but they did not constitute a permanent 
presence in the villages. It was felt in Niger that the permanent presence of medical 
auxiliaries, while not the ideal solution, was probably preferable. The auxiliaries acted 
as the antennae of the health service. If the auxiliaries were changed every year, the 
health service would soon have a nucleus of personnel with a useful body of knowledge, 
which could serve as the basis for more wide- ranging health activities later on. 

Dr NEWELL (Director, Division of Strengthening of Health Services) said that he had 
noted the points raised by the delegates of Indonesia, Sudan and Niger on primary health 
care and would reply to them when the relevant agenda item was discussed. 

In reply to the comments made by the delegations of Nepal, Sudan and Afghanistan on 
country health programming, he said that there had been some nine country health programming 
exercises to date, aid more were planned. They would probably be discussed and used in 
a seminar in 1976. However, a number of changes had already been made in the light of 
experiences such as those in Nepal and Bangladesh. A separation had been made between 
information generation and use; the analysis and presentation of data were all done as 
part of the process within the mechanisms of the country rather than elsewhere. Other 
experiences had considerably strengthened the process. Rather than going over the 

history of mistakes while learning by WHO, it might be best to wait to collect those 
experiences together for wider use in the future. 

The delegates of the German Democratic Republic, Romania and Poland had mentioned the 
need for possible comparative studies of health systems in different economic systems. 
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Although he was sure that the Director -General sympathized with that view, he was at the 
same time extremely conscious of the difficulties of comparing health systems. The 
criteria for comparison were difficult; a health system appeared different to a team 
looking in than to a team looking out, and there were difficulties in showing the progres- 
sion of events which led to success or failure. That, of course, did not mean that an 
attempt at making comparisons should not be made. He was sure, however, that any 
comparison of health systems would not result in a conclusion supporting the adoption of 
a single model or optimum solution applicable everywhere. Indeed, the point had often 
been made that it was impracticable to consider anything except a series of unique national 
solutions to deal with a country's problems. 

In reply to the question of the delegate of Israel about integration of health 
economics thinking into other segments of the WHO programme, he said that such integration 
was very difficult at the international level but that WHO was progressing in that direction. 
Whereas a few years ago there had been no full -time staff members in health economics in 
the Organization, there were now some at headquarters, in regional offices and in country 
programmes, with consequent benefits in strengthening of health services and other 
programmes. 

The delegate of Israel had also asked about health information systems, especially 
as described in the Programme Budget. WHO believed that a health information system was 
one of the cornerstones of a health service development policy. The ways that the 

Organization could assist in developing health information systems had been discussed at 

length and a multidivisional group had been set up to look at ways of proceeding meaning- 

fully in the future. That group included the Division of Health Statistics and the 
Division of Strengthening of Health Services, and its proposals were now being discussed 

at headquarters and in the regional offices. There were, however, a number of steps still 

to be taken before those proposals could be presented to the Assembly. 

In reply to the delegate of Finland, who had asked why no further provision had been 
made for projects systems analysis after the end of 1975, he explained that the project 

had been planned for a five -year period ending in 1975. An expert committee would review 

the five years' experience in 1975, after which the Director -General would have to decide 

whether to continue the project or use the resources in a different way to follow up the 

idea. 

In reply to the question of the delegate of Thailand, he said that wide proposals such 

as primary health care came under a special steering committee set up by the Director - 

General, including all the relevant divisions, which in the present example were the 

Divisions of Health Manpower Development, Family Health, Environmental Health and Communi- 
cable Diseases as well as the Division of Strengthening of Health Services. 

Family health (programme sector 3.2) 

Dr ZAHRA (Director, Division of Family Health) said that the work programme in family 
health, covering maternal and child health, including family planning, human reproduction, 

nutrition and health education, focused on the priority health needs and problems of the 

family as the basic social unit, and stressed an epidemiological and educational approach 

to the interrelationships of its various components. Whatever the level of development 

of primary health care, a beginning had always to be made through maternal and child 

health, including family planning where applicable, nutrition and health education. The 

promotion and organization of primary health care would ultimately depend upon the education 

and involvement both of families and of health workers of all categories, and the orienta- 

tion of health workers to see beyond the individual into the family. However, the educa- 

tion of family members as an integral part of health and educational services was far from 

being a practical reality. The family health care approach was the necessary link between 

the individual and community services, and hence logically formed part of the strengthening 

of health services, disease prevention and control and development of the required manpower. 

In far too many countries only 50% of children were expected to survive the first 

five years of life. Three interrelated problems affected mothers and children: malnutri- 

tion, infection and the consequences of unregulated fertility. The specific approach of 

the programme was to reduce infant, child and maternal mortality and morbidity and to 

raise the level of health for all family members, through preventive, curative and rehabili- 
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tative services. That approach was reflected in the World Population Plan of Action, the 
World Food Conference resolutions and the objectives of International Women's Year, with 
all of which the Organization had been actively involved. 

The programme focused on comprehensive care, particularly of vulnerable groups: 
individuals and families "at risk" during the processes of human reproduction, growth and 
development. It attempted to assess high risk and to determine local strategies for 
delivery of maternal and child health, family planning, nutrition and infection control 
and prevention, and the relevant health education, with the object of bringing about improved 
coverage and accessibility of primary health care. 

The field of maternal and child health was acquiring new and significant dimensions, 
with a better understanding of reproductive physiology, embryology, the origins of congenital 
defects, prematurity, nutritional and psychosocial needs for growth and development. 

A wide programme of research into human reproduction had been developed, dealing 

principally with questions such as the impact on the health of mothers and children of 

short pregnancy intervals, multiparity and age at pregnancy; the safety, effectiveness 

and acceptability of methods of fertility regulation, especially in developing countries; 

the development of needed new methods of fertility control; the health aspects of legal 

and illegal abortion; operational questions relating to delivery of family planning 

care; infertility, pregnancy and fetal development. Great emphasis had been placed 

on research training in existing institutions and assisting personnel to develop 
facilities for research in their own countries. Extension of those research activities 
had been made possible through generous contributions to the Voluntary Fund for Health 
Promotion and through UNFPA. These activities had been conducted in more than sixty 
Member States. 

Similarly, greater responsibilities have been thrust onto MCI services, as 

reflected in the Organization's studies, consultations and action on the three phases 
of maternal care, the prevention of malnutrition and promotion of growth and development, 
the prevention and management of common infectious diseases in mothers and children and 
the prevention of specific problems of pregnancy and childbirth. The WHO approach to 

the integration of family planning into МСН and other health services was now almost 
universally accepted. In 1974/75, in collaboration with UNFPA and UNICEF, WHO had 
assisted in the planning and implementation of over fifty -three integrated projects in 

forty -two countries of the six WHO regions. In another seventeen countries, WHO 
assisted in the design of projects still awaiting approval of UNFPA funds, bringing the 
total of assisted countries to sixty- three. A multi -disciplinary interregional team 
and inter -country teams in the six WHO regions had been established to provide technical 
support in the systematic formulation of family health /family planning projects, as part 
of the total health care system. 

In the critical area of nutrition, it could fairly be said that the acute recent 
episodes of hunger were only exacerbations of a chronic condition of malnutrition still 
affecting large population groups. 

As far as overall strategy was concerned, the Director -General had presented to 
the Health Assembly a working document (А28/23 Add.3) describing the follow -up action 
taken by the Organization on the recommendations of the World Food Conference. The 
document stressed the priority areas receiving attention by WHO, which were: 
identification of nutritional activities to be implemented through the local health 
services, particularly as part of МСН in primary health care; direct measures against 
specific nutritional deficiencies such as endemic goitre, vitamin A deficiency and 
nutritional anaemia, which could now be corrected by simple measures that did not 
require changes in diet; the development of coordinated national food and nutrition 
policies and programmes, in conjunction witd other responsible sectors, such as 
agriculture and education; the establishment of nutritional surveillance, using 
simple indicators of the nutritional situation to alert all concerned to the need for 
early action; and training and education and research as supportive measures. 

With regard to health education, to give effect to the resolution of the Twenty - 
seventh World Health Assembly on health education, an overall programme was being worked 
out to foster still closer linkage of health education with major ongoing programmes 
such as family health, community sanitation and water supplies, diarrhoeal diseases aid 
sexually transmitted diseases. The work of health education should permeate the 
various programmes, and stronger coordination was being developed for that purpose with 
other agencies, in particular UNICEF, UNESCO, FAO and ILO, and nongovernmental 
organizations, primarily the International Union for Health Education. 
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With respect to the Organization's response to the rapid social and behavioural 

changes of the present day, he said that, in collaboration with the Office of Mental 

Health, the programme was increasingly concerning itself with the psychodynamics of 

family life, requiring the consideration of various psychosocial parameters. Of 

interest were the various projects of the WHO Regional Offices for Europe and the 

Americas for the study of morbidity in children, problems of school age, the early 

detection of handicaps in children and adolescents in society. A new set of problems 

was also arising, such as the effect of infant nutrition on adult cardiovascular diseases; 
the long -range effects of oral contraceptives on young girls, especially in the next 

generation; the psychosocial aspects of abortion; and the health -related implications 

of falling birth rates and the smaller family in some industrialized countries. All those 

problems showed the need for public health to give far more importance to identifying early 
impairment to health, through health indices of a positive nature, instead of through the 

currently available índices of a negative nature based on mortality and obvious morbidity. 
That was a difficult field deserving closer attention. 

In conclusion, he recalled earlier discussions in which the Assembly had focused 
on the magnitude of health needs throughout the world and the fact that basic needs 
were far from being met in many developing and developed countries. As expectations 
and responsibilities increased, it was becoming increasingly obvious that there was an 

almost universal weakness in the national administrative infrastructure of MCI and 
nutrition services, with limited or inadequate funding for such services, limited 
availability and uneven distribution of professional and auxiliary personnel, 
difficulties in communication and logistics and, above all, lack of effective community 
participation in health -related programmes. Better formulated МСН, including family 
planning,,.пutrition, health education and disease control programmes, with more 
political backing, were urgently needed. The Organization was fully aware that such 
a vital programme as family health required full coordination with all other programmes 
both within the Organization itself and with other agencies, multilateral, bilateral, 
nongovernmental and voluntary. Within the United Nations system, close collaboration 
was maintained with UNICEF, UNDP, UNFPA, FAO, WFP, UNESCO, ILO and the World Bank in 

particular. 

Maternal and child health (programme 3.3.2) 

Dr MAFIAMBA (United Republic of Cameroon) pointed out that there had been relatively 
little evolution in the budget allocations to МСН for the African Region, an area with 
high infant and child mortality where many deaths were caused by preventable diseases such 
as measles, whooping cough, and poliomyelitis. Member States could not, it was true, 
rely on international assistance for ever; nevertheless any assistance that WHO could 
give in the extended programme of vaccination against childhood diseases would be of great 
help to tropical countries. 

Africa would also benefit from increased participation in the various research 
programmes being conducted in other regions, and in that connexion his delegation was 
grateful to WHO and UNDP for the mission on infertility sent to the Eastern Province of 
its country. However, greater coordination was needed between the Secretariat and 
regional offices to avoid duplication, an example of which had occurred soon after the 
end of the mission to which he had referred. A message had been received from WHO 
headquarters announcing the imminent arrival of another mission to deal with the same 
problem. Prior consultations in such cases would be of benefit, 

The meeting rose at 11.55 a.m. 


