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THIRD MEETING 

Thursday， 14 January 1982， at 9h30 

Chairman: Dr H . J . H . HIDDLESTONE 

STRATEGY FOR HEALTH FOR ALL BY THE YEAR 2000: Item 7 of the Agenda (continued) 

Finalization of the plan of action for implementing the Strategy; Item 7.1 of the Agenda 

(Document WHA34/1981/REC/1, resolution WHA34.36, para. 5 ( 1 ) ; D o c u m e n t ЕВ69/5) (continued) 

Professor OZTURK said that although the draft plan of action for implementing the 

Global Strategy for health for all by the year 2000 (document ЕВ69/5) was well thought out 

and deserved the attention and full support of all Member States, it did not in his view 

include enough practical guidelines for overcoming political, sociocultural, educational 

and economic constraints or obstacles which might be encountered in certain countries. 

For example, the review of their health policies and formulation of their national strategies 

which Member States were called upon to undertake would have to be conducted by ministries of 

health or corresponding bodies and might well appear impressive on paper. There w a s , however, 

a risk of conflict between the strategies thus formulated and those drawn up by the medical 

schools and other training institutions which enjoyed autoпопу as far as their own training 

programmes were concerned. He knew of deans of medical schools and members of their 

academic staffs who had never heard of the Declaration of Alma-Ata, the principals of 

primary health care or the goal of health for a l l , and whose institutions had little or no 

contact with their ministries of health or with W H O . Although action to overcome such 

difficulties should be undertaken at the level of Member States, WHO itself might envisage 

the establishment of more direct contact with major educational institutions which played a 

significant role in shaping the health policies of different countries. The Organization 

should be more active in promoting the identification and elimination of the constraints he 

had mentioned, and provision should be made for the modification of strategies if necessary. 

Dr NYAM-OSOR said that the draft plan of action was we11-formulated and adequately 

reflected the action required at all levels in order to implement the Strategy. The seven-year 

period covered by the draft plan of action was a long one; during that period, modifications 

might have to be introduced in the light of changing circumstances, particularly as far as 

financial and human resources were concerned. Noting that action was already being taken 

along the lines of the draft, he suggested that it would be useful to determine what had been 

done in 1981, and more particularly the number of Member States in each region which had 

already produced national strategies and plans, those which had n o t , the reasons for their 

failure, and ways and means by which the Organization and its members could help to resolve 

their difficulties. 

In that connexion, he called attention to the third paragraph of Chapter 6.1 of the 

Draft Seventh General Programme of Work (1984-1989 inclusive) (document ЕВ69/Ч)， which 

established a series of deadlines for the actions proposed. In view of the size of the 

tasks to be completed by the year 2000, he wondered whether the dates suggested in that 

paragraph for the development of national plans and strategies, their entry into operation and 

their progress to an advanced stage of implementation might not be advanced by one y e a r . 

Turning again to the draft plan of action (dcoument EB69/5), he noted with disappointment 

that apart from a reference to "support to governments" in June 1981 and onwards, the timetable 

included no directives as far as WHO programme coordinators and national programme coordinators 

were concerned. Clearer indication should be provided with regard to their involvement in 

the formulation, implementation and evaluation of national strategies and plans. 

He agreed with the comments on the draft plan by the Regional Committee for Europe 

(document EB69/5, A n n e x , paragraphs 12 and 13), and more particularly that the plan could be 

improved by formulating more specific targets. Goals related to the global indicator for 

primary health care were an example； experience gained in the eradication of smallpox could 

serve in the monitoring of other infectious diseases； there should be regional or national 

commitments to extend programmes of vaccination. 
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Lastly, he said that the publication of progress reports on the implementation of the 

Strategy could permit countries to share each other's experience and technology in the 

field of health. 

He hoped that he was correct in understanding that the Board's approval of the draft 

plan of action, its transmission of that document to the Health Assembly for adoption and an 

appeal t o Member States to carry out the measures envisaged within the time-limits proposed, 

would form the subject of a formal decision. 

The CHAIRMAN confirmed that a text in that connexion was being prepared. 

Professor MALEEV agreed with previous speakers that the draft plan of action was a sound 

one. He considered the timetable to be realistic； every effort must be made to implement 

it. Paragraph 25 of the draft plan of action (document ЕВ69/5) mentioned the transfer of 

resources from developed to developing countries, and it had been proposed that the former 

should adopt a target figure of 0.7% of their own health budgets in that connexion. Pointing 

out that in the socialist countries the entire cost of public health was assumed by the State 

and that such a rate of transfer of resources would thus place more of a burden on them than 

on the capitalist developed countries, he suggested that no attempt should be made to set a 

uniform figure； each country should be free to determine what it could provide. He 

consequently agreed with the observation by the Regional Committee for South-East A s i a , in 

paragraph 11 of the Annex to the draft plan of action, that "the main efforts and initiative 

to mobilize and coordinate such resources remained with the countries themselves". 

Paragraph 30(2) of the draft plan of action stated that the Director-General of WHO 

would "analyse health expenditures in countries and further estimate the order of magnitude 

of the financial needs of the Strategy . . .
1 1

. He himself considered such a formulation to be 

an unhappy one, which might be interpreted as interference in national affairs. 

Dr CABRAL stressed the importance of evaluation and the use of indicators in the plan 

of action for implementing the Strategy. The setting of clear objectives to be achieved by 

the year 2000 and by the end of the Seventh General Programme of Work was a most important 

innovation. The evaluation process must be as rigorous and clear-cut as the objectives 

themselves, and should show which countries were able to achieve those objectives, which were 

not and which proved themselves capable of absorbing external resources. 

Reports would be needed to illustrate what was actually happening in various countries 

and regions and should not be limited to an account of the efforts of the W H O Secretariat. 

In view of the fact that operative paragraphs 7 and 8 of resolution WHA34.37 called on 

both the Executive Board and the Health Assembly to review the international flow of 

resources in support of the strategy of health for a l l , it was surprising that the chapter, 

"Generating and Mobilizing Resources
1 1

, in the draft plan of action made no mention of such 

monitoring and that the proposed timetable nowhere indicated that the Director-General would 

report on the flow of resources after the thirty-fifth Health Assembly. Since those questions 

were so crucial for the developing countries, he hoped that the deficiencies would be made good 

in the final version of the plan of action and timetable. 

Paragraph 25 of the draft plan of action spoke of developing countries that were "ready" 

to devote substantial additional resources to health. What exactly did that adjective mean? 

Dr QUENUM (Regional Director for Africa)， responding to the preoccupations voiced by 

several Board members about the lack of information and of communication with medical schools 

and other institutions, emphasized that efforts were being made to ensure the maximum 

dissemination of information and awareness about the Strategy. As was indicated in paragraph 9 

of document EB69/5, renewed efforts would be made as far as publications in the "Health for All
1 1 

series were concerned. Moreover, at the sixth meeting of heads of African medical faculties, 

it had been decided to introduce the teaching of primary health care. 
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Dr BRAGA congratulated the Director-General on the quality of the document before the 

Board. It must be acknowledged, however, that the plan of action might require further 

amendment during the course of its development. 

Sub-paragraph 20 (10) mentioned
 11

 the" new International Development Strategy and the 

establishment of "the" New International Economic Order. As far as he was a w a r e , neither 

the strategy nor the economic order referred to existed as yet in a definitive form. It 

m i g h t thus be advisable to insert the words "the idea of" before the mention of those terms. 

Dr KO KO (Regional Director for South-East Asia) confirmed the developments referred to 

in the comments by the South-East Asia Regional Committee (document EB69/5, Annex, paragraphs 

7 - 1 1 ) . The Committee had endorsed both the global plan of action and the regional strategy 

and had adopted a resolution concerning their implementation. It should, however, be borne 

in mind that by the time they appeared, reports from the regions reflected a situation that 

was almost one year old. Delegates to the Health Assembly could provide more up-to-date 

information in their statements and perhaps a special effort could be made to provide the 

Executive Board with information on the latest developments. 

In that connexion, he said that in the South-East Asia Region, since September 1981, 

a meeting of ministers of health had been held at which the Director-General of WHO had 

been present and at which the Strategy for Health For All had been discussed and endorsed. 

Information on further developments was now being collected at the country level for 

submission to the Regional Committee in September 1982. The Advisory Committee on Medical 

Research had set up a group to consider how research should be related to health for all. 

A meeting of Directors of Medical Research Councils had been held in November 1981, and had 

once again stressed the importance of gearing research towards health for all. Needless to 

say, the South-East Asia Region had participated actively in all the global activities 

related to health for all, including the Health Resources Group, JCHP studies and intensive 

programmes in countries selected for concentrated efforts. 

Dr CORDERO said that the draft plan of action seemed both complete and feasible, and 

would allow a more practical approach. He stressed the importance of cooperation between 

developing and developed countries in order to make the plan of action positive and 

effective, with a view to achieving health for all by the year 2000; and he endorsed 

paragraph 11 of document EB69/5, on intercountry cooperation, the effectiveness of which at 

all levels of activity must be ensured. 

Dr KAPRIO (Regional Director for Europe) said that, although the idea of health for all 

by the year 2000 had perhaps not achieved complete penetration in the European Region, with 

its large number of medical faculties and institutions, the Strategy's impact had been felt 

in many of the countries of the Region. Bodies such as the association for medical 

education of Europe and the association of medical deans of Europe were continuously supported 

by WHO information. The Regional Office would shortly be issuing, in pocket-book form, a 

popular version of the regional strategy aimed at its promotion and describing crises that 

might occur if the recommendations for health for all were not followed. 

M r HUSSAIN said that the Director-General's report was well formulated. It was important, 

however, to act always in the context of primary health care and to ensure commitment at 

national level to the Strategy. Success would depend on support and cooperation by Member 

States, the majority of which lacked individual resources and experience. 

Dr COHEN (Director-General's Office) replying to Professor Óztürk, said that the 

translation of plans into action was always difficult. Perhaps the best approach, as the 

Director-General had often said, was for governments to make full use of WHO and bring to 

bear the moral influence of its decisions in their own countries. National ministries of 

health or their equivalents should be strengthened in order to give them a new role as a 

focal point for the Strategy, at least with regard to promotion and coordination on behalf of 

the government as a whole. Such a task was not easy, but it was important to make a start. 

For example, the South-East Asia Regional Committee, in the context of technical discussions, 

had been reviewing the role of ministries of health and their equivalents; the intention, 

of course, was not to dictate policies to medical establishments but to promote the idea of 
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health for all by the year 2000. He agreed that studies relating to the constraints on 

action should be incorporated in the plan of action. 

Dr Nyam-Osor had asked how many countries had already formulated strategies. Information 

was being collected by the Director-General and would be amplified as Member States submitted 

their progress reports to the regional committees. That process formed part of the plan of 

action. The role of WHO programme coordinators in countries could indeed be amplified, 

following the discussion of the topic in the Board. 

Opinions differed as to how realistic the timetable w a s . The latter should perhaps be 

regarded as a challenge. In his view, even rudimentary progress reports would be useful, 

and interesting to many countries, if only for comparison. 

Professor Maleev had queried the figure of 0.7% relating to the transfer of resources 

referred to in paragraph 25; that figure should not now appear, and was in fact omitted from 

the English and French texts, since it had been decided, at the Thirty-fourth World Health 

Assembly, to use a different indicator. With regard to the wording of subparagraph 31 (2), 

there was certainly no intention to interfere in countries' internal affairs; perhaps the 

matter could be clarified by the addition of wording such as: "on the basis of information 

provided by them". 

With regard to Dr Cabrai's observations, it was indeed intended that countries 

themselves should submit progress reports, which would be synthesized in the regional offices 

for review by the regional committees. Regional reports would then be synthesized at 

headquarters for submission to the Executive Board. There was possibly some misunderstanding 

with regard to the review of health expenditures, under the heading "Generating and 

Mobilizing Resources". The roles of Member States, the governing bodies and the Director-

General had been spelled out. Also, as would be seen on page 14 of the document, under the 

Timetable, the Director-General was to report to the Executive Board in December 1981 and 

annually thereafter. If it was so wished, wording relating to the submission of a report 

could be inserted separately each time. 

In reply to Dr Braga, he said that the United Nations General Assembly had adopted the 

International Development Strategy for the third United Nations Development Decade. Also, 

the plan of action referred to the establishment of the New International Economic Order 

which, although adopted in principle, had not yet been established. 

Dr BIDWELL (Headquarters Programme Committee), introducing the working document 

entitled "Analysis of the Content of the Eight Essential Elements of Primary Health Care" 

(HPC/PHC/REP/81.1 ), said that although Section (R)VII.3 of the Declaration of Alma-Ata 

provided a list of the eight essential programme elements of a primary health care 

strategy, it was clear from the summary records of the Board's sixty-seventh session 

(EB67/1981/REc/2, page 89) that there were differing opinions as to what constituted primary 

health care and that no details in practical terms had ever been set out. The document aow 

submitted was an attempt by the Director-General and his staff to rectify that situation. 

The material provided in the 10 matrices contained in Part II was in no way 

prescriptive; the document as a whole was intended to promote a unified concept and provide 

a tool for the pragmatic integration of activities at the country level. It should help to 

provide a basis for meaningful cooperation between WHO and Member countries, and among 

countries themselves, in implementing and monitoring their strategies and plans of action 

for health for all. The emphasis throughout was on the needs of developing countries. In 

spite of the technical complexity of the matrices, it was hoped that each country would find 

something useful in them. The document's acknowledged shortcomings would become clearer 

after initial testing in selected countries, and it would be revised in the light of 

national experiences and collaboration with nongovernmental organizations in countries; for 

that reason the working document was in loose-leaf form. 

Although its use would vary from one country to another, the need for a WHO prototype 

was unquestionable. It could be used by ministries of health or their equivalents for such 

purposes as checking on-going programme activities, primary health care manpower use, 

programme identification in other sectors collaborating with the health sector for national 

health development, and for establishing information systems, particularly at the primary 

health care level, to provide material inter alia for the continuous updating of the 

document. 
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Integration was essential, since many countries lacked the means to carry out 

vertical programmes. Integration should ideally be effected on the spot in dispensaries, 

health centres, rural hospitals or their equivalents, and should include a study of the ways 

to broaden health programme delivery by dovetailing activities, involving individuals, 

communities and health sectors outside and by making better use of limited resources. It 

would include a review of manpower and technological needs and availability, priority tasks 

at different levels and their allocation to available manpower, identification of required 

support and decisions on areas for priority action. 

Such were the principles that had guided the preparation of the document; the Working 

Group responsible for it would be ready at any time to discuss it with interested members of 

the Board. 

Dr OLDFIELD said that the document represented an attempt to put ideas into action. 

M o s t countries were already preparing action plans aimed at Health for All by the Year 2000， 

and some had produced programmes. It was clear, from the document, that much thought had 

been given to the stages and contents of a primary health care programme. But it was 

impossible to deal with every situation; each country must decide for itself what was 

applicable to it. Likewise, the question of what constituted primary health care had no 

simple answer; any approach must be by trial and error. Therefore, he hoped that the 

document would be continuously reviewed in the light of experience. 

Professor SEGOVIA said that the concept of health for all by the year 2000 was a 

philosophy for action in the health field that was being continually refined as work 

progressed. A s the Director-General's report indicated, the experts of many countries had 

been able to establish appropriate, integrated policies. Although the final objective was 

of course crucial, the greatest current interest was in the processes involved in its 

achievement. Most WHO documents were now related directly or indirectly with strategies 

for achieving health for all by the year 2000. A harmony was being slowly established and 

successive documents would surely show further refinements. The major obstacle to progress 

would be the difficulties in implementing programmes at the country level. The Secretariat 

and the governing bodies of WHO recognized and supported the general efforts and attempts to 

harmonize those efforts. However, each of the countries concerned, their individual 

politicians, scientists and health workers, thought differently about health doctrine, which 

often led to differences in the timing of its application. 

The medical profession was doing everything possible to implement plans at the 

country level. He welcomed the recommendation of a recent meeting of deans of medical 

faculties in Africa that "health for all" be made a subject for medical studies. A similar 

meeting had taken place in the European Region in September 1981, as mentioned by Dr Kaprio. 

A meeting of the European association for medical education in Madrid, which he, Professor 

Segovia, had had the privilege of addressing, had had a lively debate on the influence of 

society on the structure of curricula with particular interest in the primary health care 

a r e a . 

Dr KRUISINGA. said^that a book entitled "A new look at development cooperation for 

health" by Lee Howard, which was being circulated for the information of Board members, 

raised several questions relevant to the Board's discussion. The author asked: (1) what 

measures could be introduced to keep the political and social challenge of health for all 

by the year 2000 in balance with countries' actual resource availabilities； (2) what was the 

appropriate organizational framework for implementation, if general development was the 

context within which health status was to be improved and measured； (3) what was the 

appropriate function for ministeries of health and WHO within the ongoing matrix of 

multilateral and bilateral transfers； and (4) who would actually do the work at the country 

level, given the crucial need for more health professionals with multisectoral experience. 

H e hoped the Secretariat might elucidate on these points. 

1 Lee M . H o w a r d . A new look at development cooperation for health, Geneva, World 

Health Organization, 1981 (document COR/HRG/INF.1). 
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Dr BRYANT said that the analysis of the content of the eight essential elements of 

primary health care (document HPC/PHc/rEp/81.1) contained much that facilitated understanding 

of the primary health care concept itself. Nevertheless, the manner in which the matrices 

should be handled posed very many complex problems. 

It had been pointed out that since countries could not afford to execute vertical 

programmes, horizontal integration was imperative. He would submit, however, that while the 

matrices themselves were two-dimensional, any process of integration between them must also take 

place through a third dimension. For example, there was provision for community involvement 

or specialist responsibility in each of the eight elements of primary health care; juxta-

position of the matrices would result in an accumulation of the activities and tasks incumbent 

on particular groups or individuals. At the same time, such integration across the third 

dimension could provide a useful picture of the total burdens involved and thereby contribute 

to the assessment of the practical possibility of carrying out those activities and tasks, and 

to the establishment of priorities. 

The third dimension to which he had referred was also the one in which elements other 

than the eight which had been analysed came into play. The primary health care information 

system, and training in primary health care - for example - were threads running through all 

the matrices: their significance in the integration process was among the subjects which 

should be explored further by the Working Group as it pursued the exercise. 

Furthermore, and in view of the fact that the increasing complexity of the analysis 

inevitably entailed greater and greater abstraction and withdrawal from simpler, everyday 

realities, the Working Group should examine ways and means of presenting the theoretical 

material it produced in a manner which would be useful at the local level, so that it could 

help communities or primary health care workers to determine the scope of their own 

activities, and to assign responsibilities in that connexion. 

Dr BIDWELL (Headquarters Programme Committee) said that the questions raised by 

Dr Kruisinga would be discussed further under item 7.3 of the agenda. The point made by 

Dr Bryant was well taken. The Secretariat realized the importance of the step to be taken 

from the stage of conceptualization to that of actual application in countries. It might 

prove that the community health workers, for example, would be overburdened in one country 

while they had relatively few responsibilities in another. That was what he had meant in 

referring previously to the allocation and reallocation of tasks following practical 

experiences in countries• 

H e thanked those Board members who had expressed encouragement. 

Presentation of the Strategy and of a progress report on the implementation of United 

Nations General Assembly resolution 34/58 to the Economic and Social Council and the"" 

General A s s e m b l y : I t e m 7.2 of the Agenda (Resolution W H A 3 4 . 3 6 ; D o c u m e n t s EB69/6 and 

EB69/6 Add.l) 

Dr KILGOUR (Director, Division of Coordination) drew the Board's attention to the 

Director-General's reports on the action he had taken to follow up operative paragraph 7(3) 

of resolution WHA34.36, and operative paragraph 8 of United Nations General Assembly 

resolution 34/58 on health as an integral part of development. A t a plenary meeting of the 

Economic and Social Council held on 3 July 1981， the Director-General had presented the 

global strategy and a progress report consequent on United Nations General Assembly 

resolution 34/58 (document EB69/6 , Annex 1)• He had stressed the need for the full support 

of Member States for the objectives of health for all if health was to play a full and 

integral part in the implementation of the International Development Strategy for the 

third United Nations Development Decade. 

On 15 December 1981, during its thirty-sixth session, the United Nations General 

Assembly had unanimously adopted resolution 3б/43 (document EB69/6 Add.1), the text of which 

contained only minor editorial changes from that recommended by the Economic and Social 

Council. The Director-General felt that the resolution gave WHO heartening support for the 

achievement of health for all and provided the universal multisectoral basis for the 

national and international action needed. 
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Dr АСиЙА (Regional Director for the Americas) said that the Regional Committee had 

requested that the regional strategies and plan of action be considered at the highest 

political levels. Subsequently, in December 1981， the Organization of American States had 

passed a resolution requesting member governments to rewrite their national health plans in 

conformity with the regional strategies and plan of action. The plan of action had also 

been submitted to the Economic Commission for Latin America in May 1981 in Montevideo. 

That body had also requested further action to which he would refer during discussion of 

item 7.3 of the agenda. 

Dr KRUISINGA expressed his approval of the reports of the Director-General. The United 

Nations General Assembly resolution was of extreme importance. Operative paragraphs 4 and 5 

ensured continued United Nations control and emphasized the position of W H O . 

Dr CHRISTIANSEN (alternate to Dr M o r k ) also commended the reports. He congratulated 

the Director-General on his forceful appeal to the Economic and Social Council, the text of 

which put into perspective the information provided on actions taken by the Economic and 

Social Council and the United Nations General Assembly. 

It was premature to expect a more comprehensive report than those (documents ЕВ69/6 

and EB69/6 Add. 1) submitted in response to resolution WHA34.36, but information on actions 

taken by other United Nations agencies in support of health for all might deserve the Board's 

attention in the future. 

In resolution WHA33.17 the Executive Board had been requested, inter alia， "to review 

regularly measures taken by the relevant bodies of the United Nations system in the areas of 

health and development, and to ensure the coordination of WHO'S activities with the activities 

of those bodies in order to promote an intersectoral approach to health development, thus 

facilitating the attainment of the goal of health for all by the year 2000". Further, the 

report of the Executive Board's Working Group to Study the Functions and Activities of the 

Secretariat had indicated some concern with respect to coordination with other organizations 

of the United Nations system, in particular at country level. Thus, in future, it was 

essential for the Executive Board to exercise its full responsibilities in response to 

resolution WHA33.17. The new emphasis on the responsibilities of WHO's governing bodies 

had been highlighted by Dr Cabrai during the discussion of item 7.1 of the agenda and would 

probably emerge even more clearly during discussion of item 7.3. 

Mrs THOMAS commended the Director-General for bringing the question of the Global 

Strategy to the attention of the United Nations General Assembly. Operative paragraph 3 of 

resolution 34/58 of the General Assembly urging cooperation between Member States and with 

WHO was particularly important because such cooperation, especially between developed and 

developing countries, was crucial if the goal of health for all was to be achieved. 

Dr NYAM-OSOR was glad to note that the Director-General's statement to the second 

regular session of the Economic and Social Council in 1981 on the Global Strategy (Annex 1 

to the report in document EB69/6) had fully reflected the efforts of the Organization and the 

Secretariat in pursuance of General Assembly resolution 34/58. H e urged that the various 

United Nations bodies concerned should be asked to make a start on formulating their own 

plans for contributing to the Global Strategy, so that if possible those plans could be 

finalized in time for the forthcoming Health Assembly. The Board should request the 

Director-General to take steps to coordinate the efforts of the various agencies, in view of 

the short time left for implementing the plan of action. It might then be possible to 

review the draft plans at the Thirty-fifth World Health Assembly, thus avoiding duplication 

of work and facilitating coordination of efforts. 

The DIRECTOR-GENERAL said that a significant example of how progress was being made in 

implementing the Global Strategy was that at a recent meeting of ministers of health held in 

Jakarta, Indonesia and organized by the Regional Director for South-East Asia, the Executive 

Secretary of the Economic and Social Commission for Asia and the Pacific had been present 

throughout. That fact demonstrated a new willingness among economists to work alongside 

the health sector in dealing with problems of development. 
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The CHAIRMAN invited the Rapporteurs to make particular reference to United Nations 

General Assembly resolution 34/58 in the draft resolution they were preparing for item 7.1. 

Review of health expenditures, the Strategy's financial needs， and the international flow of 

resources for the Strategy: Item 7.3 of the Agenda (Documents EB69/7 and EB69/7 Add.l) “ 

The CHAIRMAN said that at its sixty-seventh session in January 1981 the Board had 

included in its draft plan of action for implementing the Global Strategy for Health for All 

by the Year 2000 the further study of health expenditures in countries, the estimated costs 

of implementing the Strategy, and the international transfer of resources that would be 

needed. He invited Dr Cohen to introduce the Director-General's report on the subject 

(document EB69/7). 

Dr COHEN (Director-General* s Office) said that the report did not provide very much 

more in the way of figures on health expenditure and on the cost of implementing the Strategy 

than were contained in the Strategy itself; it chiefly illustrated the obstacles that stood 

in the way of providing better information. The main obstacle was the inadequacy of 

available information, since it was not easy to define exactly what should be included under 

health expenditure, and notably under primary health care. WHO had produced an 

international study on health expenditure in 1969, but that study had dealt with health 

services. It had proved very difficult to obtain comparative figures for countries' 

health expenditure under the completely new definition as promulgated in the Declaration of 

Alma-Ata because many countries had not yet worked out specifically what they wished to 

include under health expenditure in its broader sense. Another problem had been to 

distinguish between public expenditure, voluntary health insurance and private expenditure, 

which included payments of a non-monetary nature such as those made to traditional 

practitioners all over the developing world. It had been found that private expenditure 

on health in developing countries was much higher than had previously been imagined. It 

was also difficult to make valid comparisons between currencies, since a simple conversion 

into United States dollars did not always give a true indication of that currency's 

purchasing power. 

However, the rough figures that were available showed that in the least developed 

countries the average public expenditure on health per person per year was about US$ 2.50， 

and that in 90% of those countries expenditure was less than US$ 2. In other developing 

countries, public expenditure averaged US$ 17 per head per year, but more than three-

quarters of those countries were spending less than US$ 8. For the developed countries the 

range was extremely wide - from US$ 48 to US$ 650 - the average being US$ 275. The figures 

for percentages of GNP spent publicly on health were also of interest; about three-quarters 

of the least developed countries spent less than 1-1/2% of GNP 011 health, whereas among the 

developed countries 60% spent more than 4% of GNP and none spent less than l-l/2% GNP. If 

private expenditure on health were included the figure would sometimes be as high as 10% or 

12% of GNP. 

The second part of the report dealt with the costs of the Strategy, a subject which 

would be of interest to all economists and which had been raised specifically in connexion 

with the preparation of the Report of the Brandt Commission. Here the same difficulties 

of making accurate estimates arose. The very concept of primary health care was so new 

that there were very few reliable figures 011 how much its introduction would cost， 

particularly if the support costs necessary to its functioning were to be included. The 

estimates were therefore more in the nature of "guesstimates”， based 011 a global 

extrapolation of limited research findings• A number of other organizations such as 

the World Bank, UNICEF and USAID were carrying out studies along similar lines, and there 

were tentative figures for the estimated cost of individual primary health care components. 

Thus, for example, it had been indicated that implementation of the proposed programme of 

the International Drinking Water Supply and Sanitation Decade would cost about US$ 46 per 

head per year for water and US$ 49 per head per year for sanitation for each rural 

beneficiary. Those relatively large sums were based on the assumption that high-powered 

modern technology would be used, but experience had shown that such technology might not 

be appropriate for many countries and that simpler and cheaper solutions might be 

preferable. 
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The cost of immunization had been estimated at about three United States dollars for 

each immunized child, although if the figure was considered in terms of the total 

population it would be lower. A s for malaria, a single-dose drug treatment of a malaria 

attack would amount to US$ 0.06 for drugs alone, but the cost of chemoprophy1axis would 

depend on the duration of the use of such m e a n s . Residual insecticide spraying would 

amount to between US$ 0.75 and US$ 5 per head per year; essential drugs, US$ 5; and 

construction and training costs» US$ 1 5 . M a n y of those figures had been arrived at 

incidentally through study of a country
1

 s requests for external support, and it was 

difficult to put them together in a meaningful w a y . They should thus be regarded as very 

tentative. 

The least developed countries could be estimated as spending an average of US$ 2 to 

US$ 3 per head per year on h e a l t h . The minimum total they would require for recurrent 

expenses would be US$ 10 and the total for investment US$ 5; that meant that there 

would be a gap of US$ 12 or US$ 13 per head per year for each individual
#
 If that figure 

were extrapolated to give a world total, the annual resource gap could be estimated at 

US$ ЬС 000 m i l l i o n . That might seem a very large sum, but if the US$ 500 000 million 

being spent on less useful worldwide activities were taken into account, it was perhaps 

not so surprising. 

Where could those sums be found? In a presentation to the Health Assembly the 

Director-General had estimated that possibly some 80% could be found by the developing 

countries on condition that the other 20% was transferred to them. In a certain developed 

society in recent years even a huge industry for which US$ 50 000 million would be 

"peanuts" had required an infusion of a considerable percentage of its expenditure to tide 

it over the difficult y e a r s . If it was assumed that the developing countries made the 

great effort required and found the 80%, there would still remain a deficit of about 

US$ 10 000 million annually - approximately three times the present level of international 

transfers of resources for h e a l t h . 

W h a t action was WHO taking in that connexion? Could it possibly do better? Reference 

had already been made to some of the studies being carried out on the costing and financing 

of health c a r e . The Director-General proposed to continue those studies, which were also 

designed to improve the capacities of the countries themselves to measure costs. WHO 

depended on the information which Member States provided, and the Organization had a role 

to play in supporting Member States in their efforts to improve their methods of 

generating that information. The Director-General proposed to intensify activity along 

those lines• One of the programmes to be discussed under the Seventh General Programme 

of W o r k would be the assessment of health situations and trends. Health financing 

certainly formed part of the health situation, and under that progrannne it was proposed to 

include support to countries in assessing their health resource situations and resource 

t r e n d s . Some kind of agreed framework delineating the composition of a health system 

would be needed to enable them to do so, although it was not yet clear exactly what should 

be included under resources for h e a l t h . In addition, in accordance with resolution 

W H A 3 4 . 3 7 , the Director -General was endeavouring to help to rationalize the use of the 

resources being transferred and to mobilize additional resources as far as possible. One 

of the ways in which he was doing so was thro ugh the Health Resources Group for Primary 

Health C a r e . 

Dr KRUISINGA said that human resources formed an indispensable part of development, 

capital investment on its own not being enough, especially in the present world economic 

c r i s i s . The sums of money required were not impossible to attain; the Netherlands, for 

example, spent about 10% of its income on health, and its experience might serve as a 

guideline for other countries. In any case the reporting functions undertaken by the 

Director-General, as mentioned in paragraph 4.2 of document EB69/6, were essential. It 

was also useful to relate health figures to GNP, and studies along those lines should be 

intensified. The major question was whether sufficient manpower and financial resources 

were available at the regional offices and at headquarters to enable the Organization to 

assist Member States in their implementation of the Strategy. 

Document EB69/7 contained some points concerning which the Secretariat could usefully 

supply some further information, especially in regard to paragraphs 57(b), 59 and 6 1 . In 
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previous years 0.7% of national health expenditure had been mentioned as the sum to be 

transferred. That figure was also the figure used for the purposes of the third United 

Nations Development Decade and it had been adopted in formal resolutions. 

Also noteworthy was the information given in the last two paragraphs on page 32 of 

document C0R/4íRg/INF.1, where it was indicated that the relatively marginal potential 

increases from donors would need to be used with the greatest care to provide knowledge, 

training and preparation for the rigorous planning requirements at country level, and that 

to create expectations beyond the level of self-reliance and self-sufficiency would have 

undesirable effects
 # 

The former President of the World Bank, M r McNamara, had also rightly indicated that 

the poorest nations could not afford anything but concessional assistance but received only 

one-third of bilateral official development assistance; a reallocation of official 

development assistance, besides an increase in its level, was therefore an urgent priority, 

and the 1980s would test the ingenuity of the international community in undertaking 

structural adjustments while maintaining a high level of growth and employment. That 

statement should be h e e d e d . Account should also be taken of the fact that for the 

17 richest industrialized countries aid now accounted on average for 0.37% of national 

income, as compared with 0.53% two decades earlier, and represented only half of the 

target of 0.7% established by the United Nations more than ten years e a r l i e r . Only 

Denmark, Norway, Sweden and the Netherlands had met that target. Concrete action was 

therefore called for. Analysis of cooperation by specific subjects and between different 

countries would be helpful. 

Dr ORADEAN said that the activities envisaged in the Director-General
1

 s report would 

be greatly appreciated. They could, however, be further developed by attaching greater 

importance to the allocation of a higher percentage of development aid for health; to 

greater cooperation among developing countries and between developing and developed 

countries; to a reassessment of health priorities with emphasis on those having a major 

impact on the health situation and on socioeconomic development; to the priority allocation 

of internal resources to primary health care services; to a redistribution of certain tasks 

using categories of health personnel that could be more quickly and more economically 

trained; and to the use of less costly techniques. 

Dr ORIJUELA said that he was somewhat concerned by the statement on health costs made 

in paragraph 7 of document ЕВ69/7. In the past five years certain aspects of health 

financing had been attacked from many different sources. A study made by Swiss economists 

had highlighted the high cost of health care, and concern had in recent years been voiced 

by administrators and political leaders at the highest level, and books on the subject, such 

as Medical nemesis, were extremely popular. If the general trend were to continue, it would 

be more difficult to obtain funds for health in the next 20 years. The Organization might 

consider the possibility of establishing a study group to work out ways of countering such 

quasi-philosophical notions and defending that of health as not merely the absence of 

disease but a basic factor in the development process• 

As far as the developing countries were concerned, it was important that the 

financial resources required for programme implementation should be provided on the softest 

possible terms, since otherwise the health sector might find itself handicapped in making 

out a good case on planning boards where funds were competed for. Moreover, when the 

counterpart financing which developing countries were required to supply was calculated, 

account should be taken of health as a social investment contributing towards the 

infrestructurai costs. Otherwise it was possible that the gap between rich and poor 

countries would not narrow but would widen even further towards the y e a r 2000. 

The meeting rose at 12h35. 


